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Abstract

Background: Although Zimbabwe has one of the highest rates of modern
contraceptive use in sub-Saharan Africa, it also has among the highest prevalence
of adolescent pregnancy in east and southern Africa. CHIEDZA is a community-
based intervention that integrated HIV and sexual and reproductive health (SRH)
services for young people in the context of a cluster randomised controlled trial
across three provinces in Zimbabwe (April 2019-March 2022). CHIEDZA
provided information and a wide choice of contraceptive methods to young
women at its one-stop-shop “youth friendly” venues. This PhD applied the
Medical Research Council’s Process Evaluation framework to analyse fidelity,
feasibility and quality of the family planning intervention (implementation); the
family planning needs and experiences of young women, and how this influenced
access to and use of family planning (mechanisms of change); and local factors
shaping delivery and uptake of family planning within CHIEDZA (context). As
part of understanding implementation and providing context, the routine family
planning uptake data from CHIEDZA is presented as background information

within the thesis.

Methods: The PhD study utilised qualitative (interviews, observations, meeting
minutes and field notes) methods between April 2019 and March 2022. The
interviews began at the start of the COVID-19 pandemic (April 2020), and
therefore methods were adapted to explore adaptations and changes related to
COVID-19. A total of 42 interviews with providers implementing CHIEDZA, 49

interviews with young people accessing CHIEDZA, and 18 non-participant
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observations were conducted. Field notes and meeting notes also captured
contextual nuances throughout the intervention implementation phase.

Reflexive thematic analysis was iterative, inductive and theory driven.

Results: This is a “thesis by publication” consisting of four manuscripts. The first
manuscript analyses primary providers’ experiences and perspectives of
delivering the family planning intervention including the adaptations and effects
on feasibility and quality. The second manuscript examines provider and client
experiences of the intervention in light of the COVID-19 pandemic. This paper
details how the CHIEDZA intervention functioned before the pandemic, and then
tracks the effect of the pandemic on access and use of family planning methods.
The third manuscript analyses the family planning needs and experiences of
young women living with and without HIV, and demonstrates how integrated
family planning interventions support young women living with HIV by
acknowledging their SRH needs beyond HIV status and thus can positively
contribute to both HIV and family planning outcomes. The fourth and last
manuscript then explores young women’s decision-making about family

planning use.

Conclusion: Process evaluations that purposefully address context may be
better equipped to interpret what works or does not work, and is transferrable
for family planning intervention for young people. Young women are not a
homogenous group. Socio-cultural expectations, physiological changes, and/or
the contexts in which they live in can determine how they perceive, access and

use family planning services and methods. In addition to engaging with these



determinants, public health interventions need to ensure method-mix and
competent, youth-friendly providers are available to provide services. Providers’
perceptions and values around family planning use by young people, also need to

engaged with.
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Chapter 1 : Background

This chapter introduces the PhD’s research aims and objectives. Before that
introduction, I provide a preliminary introduction on family planning needs,
services, and programs for young people in Zimbabwe, the CHIEDZA
intervention, within which [ conducted my fieldwork, as well as some
foundational ideas on process evaluations. This introductory overview aims to
situate, justify, and contextualise the research focus. After the research aims and
objectives, the chapter closes with an overview of the rest of the thesis document,

as well as a description of my role in, and the funding for the research study.

1.1 Family Planning

Family planning reduces the burden of unplanned pregnancies, promotes smaller

families, and increases maternal and child survival and family well-being (1).

Everyone, including adolescents and young people (AYP), has the right to access,
choose and benefit from a full selection of family planning methods (2). The WHO
currently defines young people as those aged between 10-24 years, and within
this age range, adolescents are aged 10-19 years; and youth are aged 15-24 years
(3). These age cohorts are not homogenous as socio-economic, parity,
employment, education, and marital status differ. Hence, sexual, and
reproductive health (SRH) behaviours and family planning needs are also
diverse, and unique for this group. While adolescence is generally characterised

as a “healthy” phase of life, it is laden with SRH challenges.



Overall, among both married and unmarried women, 15-19 year olds have
greater unmet need for contraceptives than women over nineteen (4). Within
this age group, unmet need is greater for unmarried young women compared to
married young people (5). Sexually active young people may want to delay, limit,
or stop pregnancies, but often have limited control over their reproductive

health, including meeting their family planning needs.

1.1.1 Unmet need for family planning in Zimbabwe

In Zimbabwe, where this study was conducted, the latest national data from the
demographic and health survey (DHS) in 2015 showed that the unmet need for
contraception was 12.6% (6). This need is higher among young women aged 15-
24 years old. For those who are married, unmet need is 12.6% (15-19 years) and
10% (20-24 years). For sexually active unmarried young women this need
increases to 37% (15-19 years) and 17% (20-24 years) respectively (6). The
unmet need for family planning among young people interacts with the high
fertility rates: 110 (15-19 years) and 190 (20-24 years) per 100 000 live births,
and contributes to the high rates of teenage pregnancies (1 in 5 adolescents), in

Zimbabwe (7, 8).

Zimbabwe has one of the highest modern contraceptive prevalence rates (mCPR)
in the region: 65% for 15- 49 year old women of reproductive age (WRA) (6),
compared to the average 29% for sub-Saharan Africa (SSA) (9). Like other parts
of SSA, several factors are associated with limited access to family planning
methods and services for young women. These include limited knowledge of and

access to family planning services, driven by conservative socio-cultural factors
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that deny young women'’s sexuality and stigmatise their use of contraceptives; as
well as health system factors like health provider judgement, and supply
challenges; and underpinned by legal limitations that mandate parental consent

for SRH services (3).

1.2 Family planning interventions for young people in
Zimbabwe

Globally, adolescents in SSA have the highest birth rate — 101 births per 1000
adolescent girls, compared to the global average of 44 births per 1000 girls (10).
Several family planning interventions have been developed to try and meet the
family planning needs of young people. In Zimbabwe, adolescent girls, and young
women (AGYW) aged 15-24 years, remain a priority target group that needs to
be reached by family planning interventions. A situational analysis to inform
Zimbabwe’s National Family Planning Strategy found that provider attitudes, and
judgemental actions from older clients or community members, make health
facilities unappealing to young people seeking family planning services. Young
people prefer non-clinic based providers (community-based) or other private
providers as service access points (8). The Ministry of Health and Child Care
(MoHCC) is invested in increasing efforts to reach young, unmarried sexually
active women as well as strengthen the availability of a variety of family planning
methods (11). Evaluations detailing which elements have or have not worked

would aid in customising these efforts.



1.2.1 Access to sexual and reproductive health services for young
people in Zimbabwe

While the MoHCC is committed to improving the availability and use of family
planning methods and services for young women (8, 11), there are broad system-
level challenges to accessing family planning. Most people (73%) access family
planning health services from the public sector which has facility-based services
and community-based distribution (CBD) programs (8). The CBD program offers
information on all contraceptive methods but only provides pills and condoms in
the community (8). Yet, interventions that offer and have more users of long-term
methods are more effective at pregnancy prevention (12). The facility services are
meant to offer the full method mix but are often inadequately equipped with few
skilled personnel to provide long-acting reversible contraceptives (LARCs) (8).
Additionally, Zimbabwe does not have commodity security which allow a person
to choose, obtain and use quality contraceptives when they need them (8). This
means young people may be unable to access the contraceptive method of their

choice.

Despite several efforts, youth- friendly SRH services remain inaccessible to young
people (12). In 2014, only 13% of Zimbabwean adolescents (15-19 years) had
access to media-based family planning information, compared to 24% of the rest
of the population (6). In 2018, Amnesty International investigated barriers to SRH
for young people in Zimbabwe and nearly all the girls who participated believed
that if a girl has never been pregnant then using contraceptives would result in

infertility (13). The same fertility misconceptions were a key finding in a



Zimbabwe National Family Planning Council (ZNFPC) study with tertiary
institution students assessing knowledge, practices, and attitudes towards
contraception (14). The ZNFPC study also cited lack of partner and family support
as contributors to poor uptake of SRH services. In one example, a young woman
refused to get an implant (even though after discussion with provider this could
have been her best option), in the fear that she would get home and her mother

would notice (14).

The MoHCC noted that only 3% of adolescents reported receiving family planning
advice when they came into contact with the health system in 2017 (12). In the
Amnesty study, adolescents said that providers insult and chase them away when
they seek services, and pre-marital sex is regarded as 'taboo' by community
members and teachers who refer to young women who engage in pre-marital sex

as prostitutes, lazy, materialistic, and lacking in discipline (13).

Research has been conducted to identify and implement interventions that can
address some of these access barriers. A survey of youth preferences in Kenya
and Zimbabwe found that young people valued low-cost, short wait time, being
able to receive all services at one place, and friendly staff attitudes but did not
necessarily prioritise youth-specific areas like youth-only sections and centres
(15). Beyond research, interventions have been delivered in response to access
challenges. In 2013, Population Services Zimbabwe (PSZ), ran a program that
used trained peer-educators to provide pre-paid vouchers to young people

(financial barrier), so that they could access family planning services from a



private provider (8, 16). Even with these supply side access interventions,
coverage of SRH services (including contraceptives) was low at 20 - 25% (8). This
may indicate that interventions that address both supply side and demand side

factors, may be needed to improve coverage and/or access to SRH services.

Community-based approaches that are culturally appropriate, and sensitive to
the context may be more likely to succeed as demand and supply interventions,
than passive clinical approaches. Demand side challenges to accessing SRH like
socio-cultural expectations or community support may hinder young people
from even going to the clinic. Additionally, the quality of services- which includes
readily available commodities, provided by competent, non-judgemental
providers, in a safe environment is a crucial but often overlooked issue. Lastly,
political support determines budget, resources and health system efforts
towards SRH and is essential for SRH (including family planning) programs to

thrive (17).

1.2.2 Integrated service provision for young people in Zimbabwe

Evidence is building that integrating different types of health services is a cost-
effective, client-centred way to address challenges and increase access to
information and services (18). Integration can take many forms but requires that
health care workers can provide an appropriate, comprehensive health services
package under one roof, and/or refer clients to other services through a
determined pathway as needed. In Zimbabwe, when compared, most young
women have a greater fear of unintended pregnancy than contracting HIV,

although HIV remains a threat for AGYW in Zimbabwe (3). According to the 2020
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Zimbabwe Population-based HIV Impact Assessment Survey (ZIMPHIA2020),
there were about 5300 new HIV infections among 15-24-year-old men and
women that year, and 72 800 of this age group - from both acquisition at birth
and horizontal acquisition- were living with HIV (19). The factors that drive HIV
and family planning risks and vulnerabilities are similar (8, 20, 21) and already
mentioned in this section. Condomless sex is the dominant pathway for both HIV
infection and pregnancy and young women continue to have elevated HIV risk

and vulnerability as well as a persistent unmet need for family planning.

Family planning and HIV services may be needed by the same AGYW client (e.g.,
a young woman who transacts sex), making the case for integrated SRH services
for young women. Integrating family planning and HIV services would target
young women’s unmet family planning needs and provide an opportunity to
access HIV services for this high-risk target population. Such services would
increase accessibility by providing a one stop shop of comprehensive HIV and
family planning health services in the same place: and improving service
efficiency and potentially, health outcomes. Integrating HIV and SRH services
may increase access and coverage of services like family planning, and could lead

to higher acceptability and greater potential for scalability (18).

Young Zimbabweans value being offered multiple services in one place; it saves
time and effort and provides confidentiality since a client could likely be coming
for general health services as well as more sensitive services like contraceptives
(15). In the public sector, integration occurs to some degree at service delivery

points (14). ZNFPC’s youth-friendly corners, for example, are situated at local



clinics or hospitals and aim to improve engagement with HIV and SRH services
through providing a health and social space specifically for youth (12). However,
efforts for integrated services substantially remain uncoordinated, non-routine,
with minimal implementation guidance and inadequately trained providers (8).
On the HIV cascade, integration usually occurs only within HIV testing and
counselling (HTC) services. A young person diagnosed with HIV and linked to
care who also wants family planning would have to get at least one of the services
at another location. This limited level of integration is in part driven by vertical
SRH and HIV funding structures that inhibit coordination amongst stakeholders
(22); and subsequently restricts knowledge about what HIV and family planning

integration models can look like and work.

HIV and unmet family planning need are highly prevalent is SSA, but there has
been limited evidence on effective HIV and SRH integration models for young
people in the region. Implementing and scaling up such integrated packages
remains a particularly complex and critical challenge (3). To address this gap, the
Integra Initiative was a five year project implemented from 2008 to December
2012 to assess the feasibility, impact, cost and effectiveness of four HIV/SRH
integration models in Kenya, Malawi, and Swaziland aimed at reducing HIV
infections and unintended pregnancies (23). The research was embedded in the
daily activities of health facilities. In Kenya only, some facilities offered HTC, STI
screening & management, cervical cancer screening and condom promotion
during family planning consultations. In both Kenya and Swaziland, some
facilities integrated post-natal care and HIV services. In Malawi, the operational

research evaluated integrated youth-friendly services. Over the course of the five

8



year project, Integra showed that across the different country settings, HIV/SRH
integration has the potential to increase both range and uptake of available
services; improve service efficiency and quality; be context specific; and can
enable health system responses to client needs and satisfaction (24, 25). Integra
findings suggest that intervention effectiveness and implementation need to be
contextually tailored. Multi-component family planning interventions that
simultaneously address various barriers could have positive effects. Identifying
these key strategies to reach young people with comprehensive SRH services is
critical to reducing high rates of unintended pregnancies and maternal mortality

and morbidity.

1.3 Assessing sexual and reproductive health interventions for
young people

Interventions are continuously being designed and implemented to improve
access to family planning and other SRH services for young people. Assessing
these interventions to describe and understand why and how the intervention
works or doesn’t is necessary (26, 27). Many program interventions have robust
monitoring and evaluation frameworks that enable these assessments, and
research interventions usually include evaluation matrices, frameworks and
methodologies (25, 28). In trial or experimental contexts that may occur over a
long period of time within shifting environments, process evaluations have been

increasingly used to capture evidence of trial implementation and processes (29,

30).



1.3.1 Process evaluations of complex interventions

Conceptual frameworks have been developed and implemented over time to
capture and synthesise process information for complex interventions. The UK
Medical Research Council (MRC) guidance for evaluating complex interventions
combines discrete aspects of process evaluations into three key components:
implementation, mechanisms of impact, and context (31, 32). The RE-AIM
framework explores reach, efficacy, adoption, implementation and maintenance
(33). Steckler and Linnan (2002)'s framework on implementation identifies dose,
fidelity and reach as the key aspects to stop the nullification of credible
intervention theories if there is poor implementation efficacy (34). In other
implementation fidelity frameworks, quality has been viewed as either a discrete
component of implementation or as a moderator of the relationship between an
intervention and the fidelity with which it is implemented (35). This role has not
been thoroughly explored in the literature to date. All these frameworks enable
synthesis of process information to give an in-depth understanding of how and
why complex interventions result in their observed effect in a particular setting,

and inform the transferability, scalability, or sustainability of the intervention.

My PhD was a process evaluation of the family planning service embedded as part

of a community-based complex HIV and SRH intervention for young people in

Zimbabwe, implemented in the context of a trial (CHIEDZA).
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1.4 CHIEDZA trial

CHIEDZA was a cluster randomised control trial (RCT) at the Biomedical
Research and Training Institute (BRTI), providing a community-based,
comprehensive and integrated package of HIV and SRH services for 16-24 year
olds, across three provinces in Zimbabwe (Harare, Bulawayo and Mashonaland
East), over two and a half years (36). Each province had four intervention and
four control clusters. The primary objective of the trial was to determine the
impact of the intervention on population-level HIV viral load suppression in high
prevalence settings. To meet its primary objective, the CHIEDZA intervention
was designed to address barriers to access of HIV and SRH services for young

people.

A key component of CHIEDZA was training in youth-friendliness and inclusion of
young people in the intervention/implementation teams. The trained team of
health providers consisted of nurses, community health workers (CHWs), a
counsellor, and youth workers. This team provided the health package of HTC;
Linkage to care; HIV care and treatment; ART adherence support; family planning
services; condoms, Sexually Transmitted Infections (STI) screening, testing and
management; Menstrual Health Management (MHM) products and information;
and risk reduction and general health counselling. Delivery of this
comprehensive package was predicated by stakeholder partnerships, including
with the national health system, that streamlined commodity supplies; and
supported by community mobilisation efforts to sensitise and raise awareness of

the CHIEDZA services within the study clusters. The mobilisation and
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sensitisation were done by young people employed by CHIEDZA to engage with

their peers and the intervention communities.

Before the COVID-19 pandemic, young people would visit these centres that were
made socially attractive through provision of games (pool, darts); music,
television and Information Education and Communication (IEC) materials. Upon
arriving at the centre, young people were screened for eligibility by the youth
workers (age and geographical location of home). Eligible young people (clients)
would be offered a menu of the services at CHIEDZA, and the youth workers
would provide information about these services in the social area as the young
people waited to enter a health booth. The health booth was a small tent-room
were the nurses and CHWs offered health services. When their turn arrived, the
client entered the health booth and received all the services they requested from
the same CHW. The exceptions were certain family planning and STI services that
could only be provided by a nurse, for example, the first family planning
consultation visit, insertion of LARC products, and all STI- related physical
examinations and prescriptions (Figure 1-1). Due to COVID-19 infection and
prevention control measures, social activities had to be stopped in May 2020

(37).

Youth-friendly integrated SRH/HIV interventions for young people have been the
focus of much research and policy-level support (24), but evaluation of the
implementation experience is limited (18). While RCTs like CHIEDZA can provide

information on the degree of effectiveness, they cannot, by themselves, provide
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critical information on how the intervention might be replicated elsewhere, or

effectively scaled-up.

Figure 1-1: Flow of clients through a CHIEDZA centre, as intended in April 2019
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1.4.1 Process evaluation of CHIEDZA

Process evaluations have become an integral element of RCTs, especially those
evaluating complex interventions that by nature have multiple components and
are dependent on social context (38). The broad purpose of process evaluations
is to explore the causal mechanisms at work during implementation processes.
The research questions seek to understand what works, for whom, when, and
how by generating and synthesizing evidence on how an intervention occurs and
is experienced. Process evaluations can help in distinguishing between poorly
designed and poorly delivered interventions (39). They seek to make sense of the
complexities in RCTs like CHIEDZA.
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In a multi-site trial like CHIEDZA, implemented over a long period of time, a
process evaluation was useful to understand how the ‘same’ intervention could
possibly be implemented and received in different ways. There were numerous
stakeholder collaborations and partnerships as a strategy for delivering quality
youth-friendly health services; and the interactions between community-based
CHIEDZA and social contexts presented methodological and interpretation
complexities that could be addressed by a process evaluation. A detailed mixed-
methods process evaluation based on the Medical Research Council’s guidance
on Process Evaluations Framework (38) was embedded in the trial to address
several research questions and key areas of investigation related to

implementation, mechanisms of impact and context.

1.4.2 Family Planning Intervention in CHIEDZA

The family planning intervention in CHIEDZA aimed to contribute to the MoHCC
goals of providing quality family planning services, contacting hardly reached
cohorts like young people, strengthening the provision of long-acting reversible
contraceptives, and supporting the access and use of family planning by young

people (8, 40).

The family planning intervention was offered as part of the comprehensive
health service package in the CHIEDZA trial. Family planning and HIV/SRH
services were integrated at the design and implementation level: all clients who
entered a CHIEDZA health booth were offered HIV services. Young women aged

16-24 years old, and staying in CHIEDZA intervention clusters, could access and
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were offered family planning services in the health booths. If the client wanted
family planning, and it was their first time, the nurse provided the first
consultation, counselling and information on all family planning commodities
that were being offered at CHIEDZA. The client then made their contraceptive
decision, and this was provided to them. For subsequent visits to CHIEDZA, the
CHW would provide oral contraceptive refills to the client. If the client had
complications/side effects, the nurse provided the service. For the Depo
injectable and LARCs (implants & Intrauterine contraceptive devices) only a

trained nurse could provide these, according to national guidelines (12).

CHIEDZA aimed to offer mixed method family planning services for young
women. When CHIEDZA began, the CHIEDZA nurses were not trained in LARC
provision and could therefore only offer oral and injectable contraceptives, and
condoms. Young women who wanted LARCs were referred to Population
Services Zimbabwe (PSZ), an NGO that provides family planning services. In
response to need and referral challenges (see Chapter 4), CHIEDZA early on
decided to have its nurses undergo government-run training in LARC provision
to be able to offer both short term contraceptives and LARC at the CHIEDZA
community centres. This would remove the need for PSZ referrals at other health
sites. Outside of the CHIEDZA community centres, information on the available
family planning services were also offered through community mobilisation
efforts which include flyers and one-on-one interactions between potential

clients and youth mobilisers.
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CHIEDZA may have been the first intervention offering a full method mix of
contraceptives for young women aged 16-24 years old within an integrated SRH
services model in a community setting in Zimbabwe. When implementing
CHIEDZA, and this family planning intervention, the trial had no or limited
control over contextual events like partners’ implementation models, COVID-19,
and government response/action towards integrated services. Therefore, it was
crucial to have a responsive process evaluation that could pursue the impact of

unexpected events and the real-life settings of implementation.

1.4.3. Uptake of family planning services and methods

Routine service uptake data was collected as part of CHIEDZA service delivery.
This section presents some of the family planning service uptake information to
provide context and background for the upcoming findings and discussion

chapters.

The family planning services and methods received by a young woman client
were digitally entered into a tablet, using the SIMPRINT digital tool that was part
of CHIEDZA’s routine service uptake data collection. SIMPRINT allowed clients to
be completely anonymised by digitally collecting their unique thumbprint, which
was the only way they could be identified (41). Once their thumbprint was saved,
module forms for data collection would open up on the tablet, and providers
would follow the guidance on the tablet to enter information on services uptake.
For family planning data, information on the client’s age, cluster, province and
type of service taken up (contraceptive method, pregnancy test,

information/counselling only, emergency contraceptive, condoms, PAC) were
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recorded. CHIEDZA did not routinely collect information on parity, sexual active
status, marital status, education status etc- these were collected in the prevalence
survey exploring population outcomes that occurred after the trial intervention

ended.

During implementation, all young women who came to CHIEDZA and lived within
the demarcated geographical boundaries were offered family planning
information and methods. To maintain youth-friendliness, CHIEDZA did not ask
young people about their sexual activity as part of the routing monitoring data.
Therefore, regardless of whether sexually active or not, they were considered

eligible.

The total number of visits, including repeat visits, done by young women who
attended CHIEDZA was 56 351. Of these total visits, 37.5% (N = 21 2154) were
family planning visits (Figure 1.2). The total number of women responsible for
these visits was 27 275 across all three provinces of the CHIEDZA intervention,
and 38.7% (10 721) took up family planning services in CHIEDZA. This
proportion does not include stock outs, condoms or information only, and rather
refers to uptake of hormonal contraceptive methods including emergency

contraception.

Additionally, of the 27 275 women who ever came to CHIEDZA, 16 600 (60.9%)
of them only came for one visit and then never returned to CHIEDZA. Of these
one-time visitors, 4619 of them (27.8%) took up family planning on that visit. For

the 11 125 women who repeatedly came to CHIEDZA (more than one visit), 6102
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(54.9%) ever took up family planning. 4203 took it up on a first visit and 1899

took it up on a later visit.

Table 1-1: Proportion of women who ever took up family planning

Total (N) Took up Family Planning

Yes (%) No (%) p-value
Age at first visit  16-19 14428 2705 (18.8) 11723(81.2) <0.001
20-24 13297 8016 (60.3) 5291 (39.8)
Province HRE 9612 3769 (39.2) 5843 (60.8)
BYO 8404 3005 (35.8) 5399 (64.2) <0.001
ME 9709 3947 (40.7) 5762 (59.3)

Young women aged 20-24 years had significantly higher uptake of family

planning at 60.3%, compared to those aged 16-19 years (Table 1-1).

1.5 Process evaluation of the family planning intervention in
CHIEDZA

This PhD focused specifically on the process evaluation of the family planning
intervention for young women (16-24 years old), accessing CHIEDZA services.
Although consensus is growing about the need to make reproductive health
services more youth-friendly, there is little evidence indicating which parts of
such efforts increase service use among youth and/or improve reproductive
health outcomes (18). This PhD sought to track, assess, and understand the
implementation, experience, and context of the family planning intervention to
determine what worked, what worked less well or what did not work. The

findings could contribute to informing family planning services for young people
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in Zimbabwe. Additionally, the findings could be used in SRH program

assessments, priority setting and resource allocation.

This study was conducted in the intervention communities of the three trial
provinces: Harare, Bulawayo, and Mashonaland East (Table 1-1). Teenage (15-
19 years) childbearing is approximately 12% in Bulawayo, 10% in Harare and
25% in Mashonaland East (6). In the CHIEDZA uptake information, compared to
other provinces, Mashonaland East had significantly higher uptake in family
planning at 40.7% (Table 1.1). Culturally, there is more similarity between
Harare and Mashonaland East, compared to Bulawayo. The majority of Bulawayo
is Ndebele people who historically migrated from South Africa, and their culture
reflects this migration. The majority of Mashonaland East and Harare is vaShona
people with Shona culture which is the dominant culture in Zimbabwe. Shona and
Ndebele cultures are distinctly different and could manifest in health seeking
decisions and behaviours. All three provinces are economically and socio-

politically diverse.

Table 1-2: Study Communities

Province Harare Buluwayo Mashonaland East
CHIEDZA Clusters Hatcliffe Nkulumane Hopley
Tafara Nketa Ruwa
Warren Park Tsabalala Marondera
Budiriro Pelandaba Zengeza
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1.5.1 Aims and Objectives

The overall aim of this study was to describe and understand the effects and/or

unintended consequences of the family planning intervention in CHIEDZA; and

to inform transferability and future implementation of this family planning

delivery model if the intervention shows plausible effectiveness. To do this, the

U.K. MRC framework based specific objectives were (Figure 1.2):

Implementation: To investigate how the intervention was delivered
through assessing fidelity to, and adaptations of the intended
intervention including how this shapes feasibility and quality of the
intervention [RQ1, RQ2, RQ3, RQ4].

Mechanisms of Change: To explore the experiences and perspectives
of the intervention from both CHIEDZA clients and
providers/implementers [RQ5, RQ6].

Mechanisms of Change: To understand the effects of the intervention
through participants' expectations and perceptions of the intervention
[RQ5, RQ6,].

Context: To identify and assess the influence of contextual factors,
including COVID-19 and any adaptations based on these factors, to
implementation and mechanisms of change for family planning [RQ7,
RQ8, RQ9]

To generate practise and research recommendations to improve

family planning interventions for young people.

These objectives and their associated research questions (Figure 1.2) are

outlined in Table 1.3, together with the corresponding chapters in this thesis

where the objectives will be addressed.
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CHIEDZA Family

Planning
Intervention

Family planning
services available
for young people
at CHIEDZA.
Non-judgemental

counselling,
information, and
choice of either
short term or
LARC is provided
to young women.

Nurses are
trained and able
to deliver both
short term or
LARC as chosen
by clients.
Intervention

team is trained to
provide correct
information.

e Young people
involved in
decision-making
of CHIEDZA FP
implementation

)

Implementation
Quality: What was
the extent to which
the FP intervention
was delivered with
sufficient quality?
(rRQ1)

Fidelity: Was the
Intervention
delivered on time
and as intended in
the original protocol
and Manual of
Operations (RQ2)

Adaptation: What
changes were made

to adapt to context
and/or to achieve
intended outcomes?
(RQ3)

Feasibility: Was it

feasible to deliver the
intervention as
intended (RQ4)

to the FP intervention

Mechanisms of
Change

Effect: How did
CHIEDZA clients,
and providers
experience and
perceive each
aspect of the
intervention?
(RQ5)

Effect: What were
the effects of the
intervention?
(RQS6)

Outcomes
Do the process
evaluation
findings
provide
understanding
of the family
planning
intervention’s
effects?

Where there
situations or
contexts when
FP was
effective?

Are there
components of
the family
planning
model scalable
or transferable
or deliverable
in the
Zimbabwe
health system?

(Context:

(RQ9)
\-

How did global and/or national-level policies, guidelines and events affect implementation and/ or
engagement? (RQ7)

How did the communities in which CHIEDZA is embedded, shape the intervention? (RQ08)

How did the COVID-19 pandemic affect family planning implementation and/or engagement?

J

Figure 1-2: Process evaluation framework for the family planning intervention
(adapted from Moore et al. 2015)
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Table 1-3: Study objectives, associated research questions and corresponding
chapters.

Objective Paper that addresses the objective

To investigate how the family planning
intervention was delivered through
assessing fidelity to, and adaptations of
the intended intervention including
how this shapes feasibility and quality
of the intervention [RQ1, RQ2, RQ3,
RQ4]

Chapter 4: Implementation of family
planning Paper

Chapter 6: Covid-19 and family
planning Paper

To explore the experiences and
perspectives of the intervention from
both CHIEDZA clients and
providers/implementers [RQ5, RQ6]

Chapter 6: Covid-19 and family
planning Paper

Chapter 7: Family planning
experiences of young women living
with and without HIV

Chapter 8: family planning decision-
making of young women at CHIEDZA

To understand the effects of
intervention through participants'
expectations and perceptions of the
intervention [RQ5, RQ6]

Chapter 6: Covid-19 and family
Planning Paper

Chapter 7: Family planning
experiences of young women living
with and without HIV

Chapter 8: family planning decision-
making of young women at CHIEDZA

To identify and assess the influence of
contextual factors, including COVID-19,
and any adaptations based on these
factors, to implementation and
mechanisms of change for family
planning [RQ7, RQ8, R9]

Chapter 4: Implementation of family
planning Paper

Chapter 6: Covid-19 and family
Planning Paper

To generate practise and research
recommendations to improve family
planning interventions for young
people

Chapter 9: Discussion
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1.6 Thesis outline

This is a “research paper style” thesis in accordance with the London School of
Hygiene and Tropical Medicine’s guidelines. Four research papers are presented
in this thesis (Chapters 4, 5, 6 and 7). The beginning of each research paper
chapter provides an overview of the work: a rationale for the study and explains

how it links to the other research papers and overall thesis.

This first chapter has outlined the background information, aims and objectives
of the PhD. Chapter 2 is a narrative literature review focusing on key family
planning topics, interventions and issues for young people and includes
literature on process evaluations and the relevance to this PhD. Chapter 3 is the
Methodology section describing the data collection and analysis (what, why,
when, and how) for this PhD. It also includes my experiences and reflections of

conducting data collection and analysis.

Chapter 4 is a submitted research paper (Research Paper 1) that uses the
implementation of the family planning intervention as study for describing to
understand, the complexities, adaptations, and responses of delivering such an
intervention in the Zimbabwean setting. This research paper was submitted in
July 2022 and is currently under peer review to Global Implementation Research

and Applications journal.

Chapter 5 is a published research paper (Research paper 2) that describes the

effects of COVID-19 on access to, and use of, family planning by young people. The
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paper is titled “Interrupted access to and use of family planning among youth in a
community-based service in Zimbabwe, during the first year of the COVID-19
pandemic”, and was submitted in September 2021, and published in Studies in

Family Planning journal in June 2022.

Citation (Research paper 2): Mavodza CV, Bernays S, Mackworth-Young
CRS, Nyamwanza R, Nzombe P.Dauya E, Chikwari CD, Tembo M, Apollo T,
Mugurungi O, Madzima B, Kranzer K, Ferrand RA, Busza ]. Interrupted access to
and use of family planning among youth in a community-based service in
Zimbabwe, during the first year of the COVID-19 pandemic. Studies in Family

Planning 2022.

Chapter 6 is a published research paper (Research Paper 3) that explores and
describes the family planning experiences of young women living with and
without HIV. The paper is titled “Family planning experiences and needs of young
women living with and without HIV accessing an integrated HIV and SRH
intervention in Zimbabwe-an exploratory qualitative study”, and was submitted in
September 2021, and published in Frontiers in Global Women's Health-

Contraception and Family Planning in May 2022.

Citation (Research paper 3): Mavodza CV, Busza ], Mackworth-Young CRS,
Nyamwanza R, Nzombe P, Dauya E, Dziva Chikwari C, Tembo M, Simms V,
Mugurungi O, Apollo T, Madzima B, Ferrand RA, Bernays S. Family Planning
Experiences and Needs of Young Women Living With and Without HIV Accessing

an Integrated HIV and SRH Intervention in Zimbabwe-An Exploratory Qualitative
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Study. Front Glob Womens Health. 2022 May 19;3:781983. doi:

10.3389/fgwh.2022.781983.

Chapter 7 is a research paper (Research Paper 4) that is not yet submitted. The
paper is on contraceptive decision-making among young women titled “Fertility
preservation and protection: a qualitative analysis of young women in Zimbabwe'’s
decision-making about contraceptive use” and will be submitted to Social Science
Medicine-Population Health journal in September 2022. At the time of this thesis
submission, the manuscript was with the co-authors for their final approval to

submit to the journal.

Chapter 8 is the discussion synthesising the study findings and situating them in
the literature. This chapter includes strengths and limitations of the study,
recommendations for family planning interventions for young people, future
research, and evaluation considerations, as well as dissemination activities for

this PhD.

1.7 Contributions of the Author

[ was part of the broader process evaluation team for CHIEDZA, and my PhD was
a component of this process evaluation. The study procedures for my PhD were
part of the CHIEDZA protocol which embedded the process evaluation sections.
collaborated in writing this section with one of my supervisors, Sarah Bernays,

and Stefanie Dringus. The ethical approval processes were part of the CHIEDZA
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trial, and I led some of the protocol amendment approvals to accommodate

COVID-19 in the process evaluation and my PhD.

[ designed the detailed concept, research questions and study design for the
process evaluation of family planning within CHIEDZA (my PhD). I collaborated
with Sarah Bernays and Constance Mackworth- Young in creating the study tools
for CHIEDZA process evaluation; and designed all the study tools and questions
specifically related to family planning with support from my supervisors, Joanna

Busza and Sarah Bernays.

[ recruited, trained, and supervised the research assistants (RA) who supported
me in qualitative data collection. I personally conducted roughly 50% of the
qualitative data collection, and the RAs conducted the rest and did the
transcriptions, before filing them into LSHTM’s Filr system. [ oversaw the family

planning data management in Filr as well.

The quantitative services uptake data provided as background and contextual
information was managed, cleaned, and analysed by Tsitsi Bandason and Vicky
Simms, with support from Lovemore Sigwadhi. A Masters student, Romina Pacel,

conducted the analysis on associations between HIV and family planning.

[ led in the conceptualisation and conduct of all the qualitative analysis in this

thesis, with support from my supervisors and co-authors.
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Chapter 2 : Literature review

This chapter provides a narrative literature review of family planning in sub-
Saharan Africa (SSA), including unmet need for family planning, family planning
methods, and types of family planning service provision from the 1960’s to
present. The focus is only on SSA because it is the region where Zimbabwe, the
setting for my PhD, is located. SSA also has the highest unmet need for family
planning, and one of the highest rates of unintended pregnancies among young
people. Understanding this evidence base situates my process evaluation in the
relevant literature as my study ultimately seeks to provide research and program

recommendations for family planning interventions in Zimbabwe and SSA.

After setting this baseline, the review then goes on to discuss access and barriers
to family planning for young people, followed by a brief overview of family
planning interventions, and their rationale, that have been implemented for
young people. Lastly, because this PhD is a process evaluation, this chapter also
synthesises assessments of family planning interventions, and describes the

relevance of process evaluations in these assessments.

2.1 Family planning in sub-Saharan Africa

Overall, the world population is increasing. Most of this increase is in SSA, where
an estimated increase in the working age population (15 - 64 years) from 750
million in 2019 to roughly 1.1 billion is expected by 2035 (1). Leaving population
growth untethered can have pernicious health, economic and social outcomes

(2). Family planning is a primary strategy for containing population growth
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through prevention of unwanted pregnancies; and using contraceptives averts
approximately 230 million births every year, globally (3, 4). Family planning is
the freedom and responsibility of individuals and/or couples to limit or space the
number of children they desire, and are equipped with the information and tools
to make these decisions (5). Contraception is the use of either traditional or

modern methods to prevent pregnancies (6).

Family planning is considered key to accelerating progress across most of the
sustainable development goals (SDGs), specifically SDG3 which is about ensuring
good health for all people (5, 7). Unintended pregnancies and births are known
to have adverse health effects and outcomes which increase maternal
morbidities and mortalities (8, 9). For women living with HIV (WLHIV), they are
eight times more likely to die from pregnancy related death, compared to those
without (36). SDG3.7 specifically supports universal access to SRH services
including family planning. Analyses indicated that between 2012-2020, when
family planning was valued as a basic human right, it could avert 7 million under-
5 deaths, and 450 000 maternal deaths in USAID’s 22 high focus countries (3). It
is estimated that 308 million unintended pregnancies, 90% of abortion-related,
and 20% of pregnancy related mortality and morbidity, as well as 32% of
maternal deaths could be prevented by the use of effective contraceptive
methods (9, 10). In 2012, 55% (Southern Africa), 26% (West Africa) and 44%
(East Africa) of pregnancies were unintended (8). Despite the progress in
increasing contraceptive use, SSA is still characterised by high fertility rates, and

high unmet need for family planning (9).
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2.2 Unmet need for family Planning in sub-Saharan Africa

Unmet need for family planning refers to the number or proportion of married,
fecund women who do not want any more children or want to delay their next
birth for two years and are not using a modern contraceptive method (4, 11). The
total number encompasses both women who have an unmet need for limiting and
those who have an unmet need for spacing. The idea of unmet need dates to the
1960s. It became a driver for investments in family planning interventions as
cognizance of unmet need provides estimated demand for family planning in a
population (5, 6). The concept of unmet need is simple but its definition by
measurement has remained quite complex (12-15) which might limit its
comprehensive usefulness in health programming and policy. However, the
approximations from unmet need measures still manage to provide areas of

overarching gaps and challenges.

As of 2019, there were an estimated 1.9 billion women of reproductive age (15-
49 years) worldwide and 1.1 billion of these needed family planning; with 842
million of these using modern contraceptive methods, and about 270 million with
an unmet need (16, 17). In SSA, one in every five women of reproductive age
(WRA) has an unmet need (18), and for adolescent girls and young women (15-
24 years) this is higher (19, 20). Fifty percent of the roughly 14 million
unintended pregnancies that occur annually are among 15-24 year old women
(21); and young women aged 15-19 years in SSA, account for half of the

unintended pregnancies among 15-24 year olds (22).
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Contraceptive use in sub-Saharan Africa has increased over time, although slowly
compared to other regions (23, 24). Progress in family planning began to stall in
the 1990s, likely due to the emergence of the HIV epidemic that shifted resource
priorities (25). Some countries like Kenya noted that their fertility decline
stagnated due to shrinking donor support for family planning in favour of HIV
and other STIs (26, 27). For others, stagnation in fertility decline was related to
increase in HIV prevalence (ref). In Zimbabwe for example, estimates showed
that in the absence of HIV, total fertility would have been 8.5% lower in the late

1990s and early 2000s (28)

The use of contraception among HIV-infected women has remained low (29-31)
such that there are high numbers of unintended pregnancies among women
living with HIV (31), including young ones (32-35). This demonstrates a potential
unmet need for family planning among this population cohort. Various factors
limit contraceptive use among WLHIV. Many of these factors such as
sociocultural norms and traditions, lack of comprehensive knowledge on
contraceptive methods, lack of advice from health professionals, fear of side
effects, illiteracy, and inaccessibility of preferred contraceptives (15, 16) are
similar to contraceptive use barriers that women without HIV also face. Yet
others such as not starting ART, inadequate information on the interactions
between ART and hormonal contraceptives; disclosure challenges; and/or lack
of clarity in policies and guidelines about how/when to provide family planning
services for those living with HIV (17-19) are unique barriers for HIV infected
women. Preventing unwanted pregnancies, through increasing access to and use

of effective contraception in this population cohort is needed and some evidence
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has shown that the injectable and male condom are popular among married

and/or nulliparous WLHIV (37).

Young women in SSA have high risk of unintended pregnancies. As of 2017,
roughly 36 million married or sexually active young women (15- 19 years) did
not intend to be pregnant in the next two years, and about 12.1 million of them
had unmet need for family planning (38). Studies have shown that over 70% of
young women in SSA aged 15- 24 years have had at least one sexual activity by
the age of 20 (39, 40) and almost half of women aged 20-24 years are married by
the age of 18 (41). Family planning is a key intervention to mitigate these risks.
Satisfying women’s unmet need for family planning methods requires in part

identifying where in the population the need is high, increasing or failing to

decline (14).

2.3 Family planning methods

Family planning methods assist women in avoiding unwanted pregnancies, and
have been categorised into natural and modern, temporary, and permanent
methods. The ‘ideal’ method - one that is safe, inexpensive, acceptable, effective,
reversable, does not require frequent administration, and needs little to no
medical attention- does not exist (42). However, increasing the diversity of family

planning methods available to women can significantly reduce unmet needs.

Contraceptive method mix refers to the combination of methods available within

family planning programs (23). Method mix is mostly driven by supply

35



(availability of affordable options) and demand (individual capabilities and
preferences). In many family planning programs, the most common approach is
to have a range of methods available (method mix), all of which are offered to
individuals, with information about these methods, so that individuals can make
an informed choice based on need and desire (43). While there is no standard
method mix agreed upon by the international community, it is considered a
concern when a country has only one or two predominant methods which creates

a method skew (23, 44).

At the individual level, most women in a global systematic review about method
choice and preference, noted that side effects and safety were the most common
considerations when deciding on a family planning method to use (45). Women
want a method that has the least side effects possible, and if these effects cannot

be avoided, they want to be able to anticipate, tolerate and manage said effects.

2.3.1 Natural and traditional methods

Traditional family planning methods are defined as those that are non-hormonal
and do not involve orthodox medicine. Traditional practices that are natural, do
not require a third party (health provider) and do not fall under any religious
bans continue to exist and currently account for about 11% of all contraceptive

use (23).

Fertility awareness is a natural family planning method that involves an
individual’s observation of physiological signs and symptoms occurring in their

menstrual cycle, such that they avoid unprotected vaginal sex during their fertile
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period (17). Natural family planning, based on biological knowledge and
understanding of the reproductive system, is an alternative for women who do
not wish to use artificial/modern methods. In low-income countries, examples of
natural family planning include women practising prolonged breast feeding
which lengthens their amenorrhea, and in Central and West Africa, women
abstain from sex for long periods after birth (46). The withdrawal method (coitus
interruptus) is also one of the oldest methods, but a slight mistake in the timing
of withdrawal can result in semen deposits and risk of pregnancies. The safety
and effectiveness of natural methods cannot be guaranteed and is often contested

(23).

2.3.2 Modern methods

Modern family planning methods often involve mainstream medicine, and there
are a variety of them: oral contraceptives (pills), injectables, patches, vaginal

rings, diaphragms, implants, intra uterine devices, sterilization and condoms

(17).

2.3.2.1 Oral contraceptives

Oral contraceptives were the first methods to be marketed in the 1960s and
represented what would become modern contraception (47). The broad range of
oral contraceptives available are often referred to as “the pill”. They remain the
most widely used hormonal methods there is, and when taken correctly, are
highly effective, convenient, and safe. Women have reported a preference for a

contraceptive method like the pill, because they are in control of stopping it when
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they desire (45). In Zimbabwe, oral contraceptives are the most common
contraceptives (48) and 33% of married women use the pill (5). There are two
common types: combined oral contraceptives (COC) and progesterone-only pill

(POP). The emergency contraceptive (EC) is also an oral pill method.

Combined oral contraceptives (COC) are taken every 24 hours and work by
preventing egg release from the ovaries (17). Additionally, COCs have been
associated with benefits such as reduced menstrual flow and in effect reduced
risk anaemia and iron deficiency in women (5). Progesterone-only pills (PoP) are
also taken every 24 hours within the same three hours every day, and work by
thickening the cervical mucous which blocks sperm and egg from meeting (49).
The emergency contraceptive pill on the other hand works by preventing or
delaying the release of eggs from the ovaries; and is most effective when taken
within five days of an unprotected sex event (17). Historically, oral
contraceptives were the breakthrough in family planning programs. However,
their effectiveness has often been compromised - many women fail to adhere to
the administration schedule (49). This led to the creation of an injectable

contraceptive option.

2.3.2.2 Injectables

Injectable contraceptives were also first marketed in the 1960s (5). Depot
medroxyprogesterone acetate (DMPA), commonly known as Depo Provera, is
provided as an intramuscular injection every 12 weeks (49). Advantages of
injectables are that they have no user error and are independent of sexual

intercourse, user memory or compliance (49). One must only remember the 12-
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week appointment. The common side effects which should be discussed in pre
counselling include menstrual changes (irregular spotting), amenorrhoea and
sometimes weight gain (49). Some adolescent and young women have often
noted a desire to resume fertility right after discontinuation, or at the very least
to know that using a method will not affect their ability to conceive when they
want to have children (45, 50). Depo has been found to have prolonged return to
fertility compared to oral options and is sometimes not advised for women who
want to conceive within two years. These side effects are a common reason why
women stop taking the injectables, and in many cases such women have not

received pre counselling or support around these effects (51).

2.3.2.3 Long-acting methods

Historically, women have predominantly used oral contraceptives and
injectables (47, 49). Among young women (15-19 years), the use of LARCs
remains low (52, 53). There has been a concerted effort to improve uptake and
use of LARCS in this age group. According to the WHO, young people may have
more sporadic periods of intercourse. This makes non-daily options like LARCS,
more appropriate for this age cohort (54). WHO now considers LARCS as the first
line of contraceptives for AGYW (55, 56). A multi-level analysis evaluated the role
of public sector family planning program impact scores on the use of LARCs
among young women ( 15-24 years) in 22 SSA countries, and found that among
the 163 242 women in the study, only 3.1% used LARCs (57). Associated barriers
to LARCs include but are not limited to, availability, provider skill set, perception

of cost, as well as misconceptions about hormonal contraceptives and their side

effects (58).
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2.3.2.3.1 Implants

Implants were first marketed in the 1980’s and release hormones when inserted
beneath the skin of the upper arm. They thicken cervical mucous to block the
sperm and egg from meeting (17, 59). One of the main benefits of implants is the
discrete use and not needing to worry about adherence. They are approved for
continuous use up to three or five years and the discontinuation rate of implants
is fuelled by side effects of irregular and sometimes persistent menstrual
bleeding (51, 59). Implant removals are time-consuming and technically difficult,

which sometimes creates supply side barriers to their provision (59).

There has historically been limited information on implants and youth i.e.
implant uptake data has often not been disaggregated by smaller age bands
among WRA (60). However, overall, the use of implants has been increasing in a
number of Africa countries like Ethiopia (over 17-fold), Rwanda (over 15-fold),
Malawi (over two fold) and Tanzania due mostly to government efforts to ensure
wider availability and accessibility of LARCS (59). Increased implant use has been
a driver in some SSA countries’ improvements in mCPR, and in countries like
Kenya, Ghana and Senegal, implants now account for 25-50% of modern method
use (61). Among LARCs, uptake and acceptability of implants has progressed

better than that of intra-uterine devices (IUDs).
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2.3.2.3.2 Intra-uterine devices

The IUD is one of the most effective and reversible contraceptive methods with
fewer than 1 per 100 typical users getting pregnant in the first year of use (5). It
is inserted into the uterine cavity and works by preventing fertilisation. There
are two types of IUDs, copper and hormonal, and IUDs can provide continuous
contraception for up to ten years (51). Compared to oral contraceptives or
injectables, they have a long continuation rate and higher effectiveness (49).
However, of all contraceptives, IUDs are the only ones that have expulsion
concerns, with many women worried that the IUD would be unexpectedly
expelled from their bodies. There has been some evidence that nulliparous young
women experience increased rates of IUD expulsion or removal compared to
multiparous women (62-64). Alton et al. found that women under 18 were 3.5
times more at risk of expulsion/removal, compared to their 18-21-year-old
counterparts; and women who’ve never had a child were 2.9 times more at risk

of expelling an IUD compared to those who’d had children before (63).

Common side effects of [UDs include heavy menstrual flow and cramps. In SSA,
[UDs are not a popular contraceptive method, and their uptake has remained low
(65). This has often been due to beliefs and misconceptions about side effects. A
study in Uganda showed that 52% of surveyed women believed that the IUD
would damage the womb, cause cancer, or reduce sexual pleasure (66). In
Zimbabwe, like other SSA countries, supply side limitations include not having
enough health care workers (HCW) trained to insert IUDs (48), and myths and

misconceptions that undermine acceptability (67).
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2.3.2.3.3 Other contraceptive methods

Beyond the above-mentioned methods, others like the patch, diaphragm and
vaginal rings are not as common in SSA. The vaginal ring prevents pregnancy in
the same way that COC works, and is a great alternative for women who may have
difficulties adhering to oral contraceptive schedules (68). It’s a small soft plastic
ring, releasing a continuous dose of hormones when inserted into the vagina (69).
The patch has similar advantages to the vaginal ring, due to the reduced dosing
schedule (70). Its efficacy is similar to oral contraceptives but unlike the pill, only
needs to be administered once and has been found to have better compliance
amongst young women (70, 71). The diaphragm is a barrier method were a small
plastic cap (usually with spermicide) is inserted inside the vagina so that sperm

does not enter the uterus. It can be removed up to 6 hours after a sex event (72).

In the presence of diverse contraceptive method options, sterilization is widely
used in the world, particularly amongst women over 35 years and wishing to
limit births (73). In one study, women in Kenya who chose sterilization to limit
births, did so for socio-economic reasons (74). The hysteroscopic approach to
sterilization has become the most common way to get sterilized due to its ease of
application, low morbidity and convenience to clients (75). In this non-surgical
approach, an expanding device is micro inserted onto the fallopian tube where it
generates benign tissue to anchor the device until it occulates the tube (75). Male
sterilization, also known as vasectomy, is highly effective for individuals or
couples who want to stop having children; and compared to female sterilization
itis less risky with a faster recovery period (76). In SSA, the uptake of vasectomy

is low, due in part to the more dominant acceptance of women-focused
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contraceptive methods (77). Overall, sterilization is highly effective due to its

independence from user error or discontinuation.

2.3.2.4 Condoms

Globally, condoms are the most widely known and used barrier method by male
partners. They are an easy, effective and safe method to use and provide dual
protection against STIs and unwanted pregnancies, and are often used as a proxy
for reducing HIV risk (78). They work as dual protection for both HIV infection
and unwanted pregnancies. In SSA, rate of condom use has been low, but HIV

education and prevention programs have contributed to increased use (79).

Quantifying condom use in a reliable way has remained contested as there is no
standard measure to do this. One of the most common measurements is condom
use at last sex which can have varying interpretations when compared to
frequency of condom use, or number of protected sex acts in the last month for
example (78). Also, condom use is a sensitive topic to self-report, which leaves it
vulnerable to influences like social desirability bias, participation bias, response
bias and/or memory error influences (80). Therefore, while the correct and
consistent use of condoms is an effective family planning method, establishing
linkages between self-reported condom use, and family planning or SRH
outcomes can become a challenge (78). Rather, when intervening for family
planning, condom distribution should be layered with other interventions where

assessments and measurements can track progress and changes.
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As part of early HIV control efforts, such as the ABC approach (Abstinence, Being
faithful, Condom use), condoms were heavily promoted (81-83), but as a
proportion of contraceptive method mix in developing countries, it's remained
relatively unchanged (24). This could be due to cultural systems that support
high levels of fertility were in high HIV prevalence societies, they may be more
vulnerable to extensive HIV transmission, through limited condom use. Among
young women for example, fear of unintended pregnancy- which is often diluted
by such cultural systems- promotes condom use, and not the fear of HIV (84).
Condom use is the only contraceptive that can also reduce HIV transmission, and
yet the injectable is the most prevalent form of contraception used across SSA
(81). Low condom use, even when they are readily available, may indicate that

women desire other contraceptive methods.

While condoms are often a preferred method among people living with HIV, the
overall use has remained consistently low in sub-Saharan Africa. Some of the
reasons for this low use could be that sexual partners do not disclose their HIV
status (85, 86). More evidence needs to be generated on the condom acceptance
rates as a family planning method among HIV infected and uninfected women in
high HIV prevalence areas, at a population level. More imminently, increasing the
availability of condoms in low-resource settings; as well as improving the
awareness and acceptability of condoms in both HIV prevention and family

planning is needed.
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2.3.3 HIV and hormonal contraception

There is a lack of clarity on the interactions between HIV and hormonal
contraceptives (87). Hormonal contraceptives have been implicated in elevates
rates of HIV infection. Female sex workers in Asia were found more likely to be
HIV positive if they took oral contraceptives, compared to those who didn’t (87).
A meta-analysis explorative study of oral contraception among African women
and HIV infection found a 45% increase in HIV cases among women using oral
contraceptives (88). However, the latest results from the ECHO trial show that
there is no association between HIV acquisition and use of injectables, implants
or IUDs (89). This unclear relationship could mean that women using non-
condom modern contraception may be at higher risk of HIV-transmission. More
studies assessing women'’s perceptions of HIV risk while using modern forms of

contraception are needed.

2.4 Family planning interventions in sub-Saharan Africa

Family planning programs have steadily progressed in SSA since the 1960s (5).
The International Conference on Population and Development (ICPD) in 1994,
highlighted family planning’s role in social and economic development as well as
sexual and reproductive health and rights (SRHR) and women’s empowerment,
compared to previous conferences that had focused only on demographic and
economic relevance (90, 91). There is now a near universal knowledge of
contraceptives in SSA, but contraceptive prevalence rates remain low, and unmet
need for family planning remains high, revealing gaps in access to and family

planning practises (19, 92, 93).
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In SSA, many healthcare systems do not operate effectively, and access to existing
family planning interventions is riddled with weaknesses and challenges (93).
Some of the challenges include long distances to intervention sites; and limited
methods being offered due to restricted availability, biased promotion of some
methods, and poor knowledge of others (94, 95). Contraceptive use is contingent
on a demand and supply balance. Generating demand is necessary for
contraceptive uptake, but uptake cannot happen if the supply system/chain does
not guarantee consistent availability (96, 97). Additionally, the availability of
trained health providers to deliver family planning services and commodities
where both short and long-acting methods are available, strengthens the quality

of family planning and contraceptive services (6, 14) .

Health system responsiveness, where governments and family planning
stakeholders understand and act on the family planning unmet needs of their
populations is essential. For example, the Kenyan government was one of the first
to produce country guidelines for continued reproductive, maternal, newborn
and child health as well as family planning care and services during the COVID-
19 pandemic in April 2020 (98). However, these guidelines did not provide age-
appropriate instruction on how to meet young people’s family planning needs
during this time, and in November 2020 one in three 15-24 year old
contraception users in Nairobi had faced challenges accessing contraception
(99). In Rwanda, total contraceptive use among married women increased from
17% to 24% between 2005 and 2020 due to the government’s mobilisation and

demand generation efforts. The visible Rwandan government support for family
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planning shifted talking about family planning between married individuals from

a once taboo subject into a normative one (100).

As part of health system responsiveness, the WHO has released guidelines for
contraceptive use among those living with HIV, which state that women living
with HIV are eligible to use all hormonal contraceptives (27). While national
policies and guidelines exist for HIV, family planning and/or integrating the two,
there have been some gaps identified. In South Africa for example, programmers
and policy makers have noted that these policies do not address critical socio-
cultural practices and beliefs that affect HIV prevention and care efforts as well
as family planning use (28). Many of these policies and guidelines are made with
an implied assumption that clients will be HIV negative or without clear intention
about how to support the family planning needs ( which might be unique) of

those clients living with HIV.

In SSA, governments dominate most family planning programs and they have
three common distribution models: 1) health facilities 2) commercial outlets, and
3) community-based systems. These have been developed to increase uptake of
family planning, including among young people (58, 101). Zimbabwe is one of
five countries where the national family planning program succeeded in
increasing contraceptive use (102). The public sector in Zimbabwe is responsible
for 73% of contraceptive distribution, while the private sector accounts for 22%
, which include pharmacies that account for 13.5% of contraceptives access in

Zimbabwe (103).
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Health facility interventions are where family planning is provided through
government (public sector) or private health facilities. In SSA, these
interventions often follow the Primary Health Care (PHC) approach in an attempt
to boost the relatively low contraceptive prevalence rates (6). The PHC approach
focuses on health care for people, rather than specific diseases. Its principles
include efficient, effective, and equitable health service delivery to improve
health at community levels (104). Geographical access usually influences
demand generation for facility-based programs. When distance and the time to
travel to the supply source for contraceptives increases, a modest fall in the use
of family planning methods has been shown to occur (105). In rural settings, for
example, physical accessibility can become risky and unpredictable in the rainy
season, when roads are sometimes impassable, and/or where transport is only
available once or twice a week, creating challenges to contraceptive use (14). The
benefits of health facility interventions are that family planning can be integrated
or layered onto other health services that should be done at the health facility,
for example maternal and newborn services. However, there are some family
planning components like oral refills or counselling that do not have to be

restricted to a health facility setting.

Interventions at commercial outlets include family planning provision that earns
the supplier profits, for example through pharmacies, drug retail stores, non-
governmental organizations (NGOs), faith-based clinics, and/or street vendors
(5). Commercial outlets have played significant roles in the distribution of oral
pills and condoms. Zimbabwe for example, is currently exploring avenues to offer

dual HIV/FP innovations (PrEP/oral contraceptive pill) potentially distributed
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using private-public partnerships that include commercial outlets (106). NGOs
and international organizations commonly run social marketing schemes with
subsidised advertising, logistics and product price, to promote contraceptive use
(6). These schemes have been shown to be most effective in settings were 1) both
pills and condoms are popular methods, 2) the demand for contraceptives has
already been established, 3) a mass media strategy and infrastructure
(radio/television) are available, and 4) the political and socio-cultural landscape
actually allows for the promotion of family planning methods (107). In settings
where these conditions are limited, commercial outlet-based interventions have

less effect, and other delivery models must be harnessed.

Community-based distribution (CBD) programs contribute to PHC coverage
goals by making family planning care available in the community in an acceptable
and affordable way with full participation from the community (108). Settings
where CBD is most effective usually have low prevalence of contraceptive use,
lack of awareness of family planning, low usage of existing family planning
services, poor geographical access to family planning clinics and/or cultural
barriers that hinder clinic attendance (108, 109). CBD has often been layered
onto existing government, private and commercial distribution of contraceptives.
It addresses access barriers of the other distribution models because CBD is
usually cheap, easier for people to reach, and can be available in a wide range of

urban, rural, and poorly reached settings.

CBD programs must be adapted to suit local contexts and leverage non-family

planning service providers like community organisations, structures and
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institutions that can contribute to supporting and/or promoting contraception
(108, 110). Such tailored approaches enhance acceptability and convenience as
they not only resolve cost challenges but also expand the use of CBD
interventions by clientele who may want to use contraceptives but will not seek
these services if they are confined to a clinical or commercial setting (111, 112).
The Ethiopian government, for example, mandated provision of family planning
in the community to be able to reach women who may not be visiting health

facilities (113).

CBD programs usually involve home visits, group/workshop education meetings,
fixed and mobile posts where contraceptive distribution, health education, and
referrals for clinic-based services are then made (112). Zimbabwe was the first
country in SSA to begin a CBD program in the 1970s and this has contributed to
the high mCPR in the country (114). However, since 1987, there has been a steady
decline in CBD programs’ contributions due to not only increasing demand but
also that CBD agents spend more time providing contraceptive refills for existing
clients than recruiting new ones (115). As of 2022, the Zimbabwe National Family
Planning Council (ZNFPC) which supports the CBD program, has been planning
to recruit and train a new batch of CBD agents to both meet demand, and also

replace agents who have left the program due to age.

2.5 Family planning interventions for young people

Some of the above sections have underlined the unmet need for family planning

among young women. Family planning interventions designed and implemented
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specifically for young people may contribute to reducing high rates of unintended

pregnancies and unmet need.

Age-appropriate family planning interventions have been developed due to
recognised differences in access challenges and family planning needs faced
between young women, and their older counterparts (116). One study in Uganda
used community-based Village Health Teams (VHTSs) to deliver family planning
education and services as a means of improving access (101). The study found
that, VHTs were mainly used by older married women as young people were
reluctant to use VHTs because they feared not only being judged but also their
privacy and confidentiality being violated (101). They would have preferred

having young VHTs of the same sex.

Over and beyond the family planning interventions that have been implemented
or evaluated in SSA, there have been efforts to design, implement and evaluate
interventions specifically for young people. The aim of interventions tailored for
young people is to redress access challenges and improve the utilisation of family
planning services. In Zimbabwe and Kenya, young people noted that for
interventions within the health system setting, they valued confidentiality, short
wait times and low costs (117). Such youth-focused interventions include youth-
specific drop-in spaces, mobile services connecting clinics and schools, peer
groups/clubs and other once-off opportunities by organizations (57).
Community and school-based interventions aimed at improving SRHR

information have been common, and shown to reduce adolescent SRHR health
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and knowledge gaps, but have had limited effect on behaviour change outcomes

(43,118).

2.5.1 Access to family planning and SRH care for young people.

Young women in SSA are often unable to receive comprehensive SRH information
and services, including family planning. Information and knowledge on
contraceptive methods are a necessary component for informed choices and
utilization (40, 119). Lack of knowledge layered onto legal, cultural, social and
religious impediments further hampers the utilization of family planning
services and methods (120) and is a common predictor of unintended
pregnancies amongst young people. Consent and law requirements also often
constrain young women'’s access to SRH services, as countries may only allow
independent access when one is over 18 years old, and yet sexual debut and
associated consequences may have occurred before then (121, 122). Other
predictors also include poor socio-economic status, coerced contraceptive

decision-making, and contraceptive failure (123-125).

Health system barriers to service delivery and access for young people include
judgemental health providers, limited skillsets for LARC provision, and
inconsistent supply stock (124). A study in Soweto found that although young
women knew where to access SRH services and information, their access was
hindered by unsupportive provider attitudes, being in sexual relationships that
did not support contraceptive use, and communication issues with parents and
community members (126). In Lagos Nigeria, girls revealed health providers

shouted crude remarks when they were seeking family planning care (127). The
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study revealed that even when there was individual agency and information,
health system, community and structural barriers still hindered use and access

to family planning for young people.

Beyond health system, legal and policy challenges with access, acceptability and
demand for family planning services (128, 129), young people face heightened
social and cultural barriers to care (119, 130, 131). Socio-cultural norms are
engrained in the way societies and communities function and influence how young
women experience and decide on their reproductive lives- which includes
contraceptive use or non-use (132, 133). When they are not adhered to,
sociocultural norms and expectations often stigmatize, sanction and judge
women'’s sexual and reproductive lives (123). Community norms intersect with
personal beliefs to inform personal health seeking behaviour, and the lived
context of women can influence their contraceptive decisions (119, 134, 135).
Women can choose to accept (or not) family planning, or a particular method
based on the methods adopted or information prevailing in their communities
(132, 134). In a study in Kenya, adolescent postpartum family planning use
conflicted with social norms of early fertility, which undermined the use of often
accessible family planning services (136). A study in Zomba, Malawi attributed
teenage pregnancies to low contraceptive use due to prevailing misconceptions
about contraception (sterility, condoms disappearing within the woman’s body,
development of cancer, prolonged menstruation, heart palpitations, and
excessive weight gain or loss) (137). Such information restrictions and
sociocultural notions of sexuality and contraception, constrain young people’s

ability to make choices regarding their own SRHR.
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On the part of service provision, socio-cultural norms and beliefs can be at
friction with the professional expectations of health providers. Health system
factors like health providers, and their attitudes, and expertise influence
reproductive decision-making (119, 133). For young people, the presence of
adequate well-trained health providers who are motivated to provide these
services; and do not have a negative attitude around youth sexuality, is necessary
(138). However, health providers are also community members whose
behaviours and attitudes towards contraceptive use can be influenced by
prevalent social and cultural norms- despite the trainings they may receive (139-
142). Additionally, the health system is embedded in communities and not only
shapes but is also shaped by socio cultural norms. While values and beliefs shape
health care delivery and systems across all levels but this is more visible at the
individual service provision (micro level); and becomes less visible at macro-
levels for example. This demonstrates not only the value of highlighting the
tension in health providers when they exercise agency, but also that this tension
could be present with and among other actors in the health system, beyond the
providers who are more readily able to consider or view as being part of the
community. The influence of these intersecting dynamics between cultural
norms and the health system factors contributes to shaping how, when, and why
young women may decide to access and/or use family planning methods or

services.

Studies and evidence reviews have shown that vertical, siloed approaches such

as implementers singularly working on either HIV or SRH; free-standing youth
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centres as service provision sites; abstinence-only programs; 'one size fit all'
approaches that ignore local context and heterogeneity of AGYW; and once-off
training sessions on youth-friendliness, have not worked to improve SRH
outcomes for young people (19, 20, 94, 95, 116, 123, 126, 143). Improving the
use of contraceptives may require interventions that account for gendered and
relational decision-making and consider one-stop-shop service provision
approaches, that can be adapted in response to need and context as well as

person-centred care service provision.

2.5.2 Integrated sexual and reproductive health services for young
people

Integration is being used by countries in SSA as a strategy to improve access to
SRHR for young women. Kenya introduced programmes that trained teachers on
HIV and provided girls with education subsidies; and this resulted in slight
reduction in teenage pregnancies as well as girls’ longer retention in school
(144). In Cameroon, young women were empowered to make better informed
choices through a peer-education program that educated girls on dating, peer
pressure and SRH issues (145). Integrated family planning interventions can
mean the combination of family planning with a spectrum of other services like
maternal care, immunisation programs and often other reproductive and sexual
health services (146-148). When integration between family planning and HIV
happens, it is usually through providing family planning in HTC or Prevention of
Mother to Child Transmission (PMTCT) settings, whereas HTC is less commonly

provided in family planning settings (149). This section focuses on the
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integration of family planning with other sexual and reproductive health

services.

The high levels of HIV and unwanted pregnancies have revived the interests in
HIV and SRH integration (150). One stop shops approaches to integration, where
young clients receive all multiple services in the same setting or from the same
provider have been commended (151). They increase convenience and access, by
reducing number of facility visits and lowering barriers to access, such that one
stop shops can be effective for targeting high risk AGYW, or those who are
motivated to access services but multiple barriers exist (152). In low resource
settings like Zimbabwe, were financial, systemic, and infrastructural constraints
may limit the provision of comprehensive ‘one stop shops’ at scale. However, in
the case of high risks for HIV and unintended pregnancies- accessing, uptake and
usage of condoms is an effective one stop measure that integrates family planning

and HIV services.

Preventative approaches, which usually also include condom provision are
applicable to both high risk and low risk clients. This could arguably make
condom provision highly effective and resource-friendly, due to its potential
reach (providing condom use is acceptable). The consideration of condom
provision/distribution as a one stop approach, is at tension with the typical
understanding or interpretations of ‘one stop approach’ integration models. This
tension may side-line or undermine the value and importance of improving
condom access, uptake, and usage as a strategy of integrated service delivery

models and reducing HIV and unintended pregnancies. At the same time- a
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targeted approach to service provision may be more efficient, cost-effective, and
likely to link to improved outcomes more directly (152, 153). Overall, to result in
positive outcomes, youth-friendly services require dedicated resources, careful

planning, community buy in, as well as health provider and system buy-in

In Eastern and Southern Africa, 15-24-year-old girls and young women bear the
brunt of the HIV pandemic. The preventative interventions that are aimed at
increasing knowledge and understanding of SRH for young people often, in their
design and delivery, have implied assumptions that they are HIV negative; such
that there is very few assessment of interventions targeting young people living
with HIV (YPLHIV) (154). There has been limited effort on the SRH needs such
as contraception and condom use, of young people living with HIV (YPLHIV),
even though the intersections of HIV status and attributes like age, gender,
educational attainment, socioeconomic situations and cognitive abilities could
influence how YPLHIV perceive, receive and make decisions about their family

planning care (154-156).

Being HIV positive can pose additional barriers to accessing and engaging with
family planning services, which has implications for decision-making about using
or not using contraceptive methods for example (154, 156). Due to the successes
of ART, and HIV care programming, there is now growing number of children and
adolescents living with HIV. Coupled with that is gaps in parental/caregiver
knowledge or understanding of these young people’s SRH dynamics which can
eventually become negative health seeking behaviours and poor access to SRH

services. Barriers to SRH care for YPLHIV include low financial capability,
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mistrust of health providers and concerns about confidentiality and disclosure,
challenges negotiating the health care system as well as limited availability of

providers with expertise in both HIV and family planning care for them (154).

Regardless of HIV status, AGYW have been shown to have strong reproductive
aspirations, such that understanding the role of family planning services and
methods in realising these aspirations is needed. A quantitative study that
surveyed adolescents living with HIV in South Africa showed that they were less
likely to report hormonal contraception use; and adolescent mothers, regardless
of their HIV status reported poor condom use at last sex (32). Health providers
involved in patient-care could be trained to emphasize how family planning can
be a preventive measure to mitigate the spread of HIV. That is, use of
contraception prevents unintended pregnancies; and when those pregnancies
are intended (through limiting or spacing as part of family planning), then the
likelihood of PMTCT being effective is heightened. In essence, promoting access
to and use of contraceptives for both young women with and without HIV is

essential.

As part of the value of integrated service delivery models there is also now an
established desire to meet the SRH (family planning included) needs of people
living with HIV (153, 157). Inadequate information about the interactions
between hormonal contraceptives and some ART regimens (158, 159) has,
among other factors, potentially contributed to low uptake of contraceptives
among people living with HIV; as counselling for both HIV and family planning

becomes more complicated and further deters provision of family planning
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within HIV programs. (160-162). In the HIV and SRH Linkages Project, women
living with HIV in Southern Africa noted that they preferred family planning to
be integrated into HIV clinics/units because they already trusted the providers
there and desired the continuity of care from them. At these HIV clinics they
would benefit from peer to peer engagement with other women living with HIV,
and they now had a reduced fear of stigma attending these clinics (163). Such a
setting, with adequate provider training, could address misinformation about

HIV and contraceptive interactions.

Recent results from the ECHO trial found that for among the 16-35 year old
women who were seeking effective contraception in Kenya, eSwatini, South
Africa and Zambia, the overall HIV incidence was high at 3.8% (89) compared to
1.1% in the general population in eSwatini, a country that has one of the highest
HIV prevalence in the world (164). These women, most of whom were under 25
years were able to be diagnosed during family planning care. Integrating HIV and
family planning has a potential benefit of increasing contraceptive use among

clients living with HIV who do not want to become pregnant (153, 165, 166).

The evidence presented so far, highlights the potential for integrated HIV and
family planning services, which has so far been implemented unevenly. While
the rationale for integrating HIV and family planning services for young people is
strong, adaptations to address additional barriers to engagement and access
faced by young women living with HIV and devising effective integrated
interventions and developing focused guidelines may be required. Quite

recently, there has been a concerted effort and call to integrate HIV prevention
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like PrEP into family planning services for AGYW (106), but the evidence on how

to do this well is still limited.

2.5.3 Policies and guidelines for young people’s family planning

To strengthen interventions for success, continued political will and support is
pre-requisite for sustainability and acceptability of family planning interventions
(5, 48, 59). To show its political will and investment in family planning for its
population, the Zimbabwe government is a signatory of conventions that
promote and recognise voluntary family planning as a right, like the ICPD, Abuja
and Maputo declarations, the SDGs, as well as the Every Woman, Every Child and
Every Adolescent global strategy (167). Zimbabwe is also one of very few
countries with a parastatal institution that is completely dedicated to family
planning- the Zimbabwe National Family Planning Council (ZNFPC). Family
planning and SRH for young people is featured in both national development and
health strategies and policies in Zimbabwe. Among them, the National Health
Strategy (2016-2020) has objectives to strengthen ASRH through integrated
youth-friendly service provision, Comprehensive Sexuality Education (CSE),
advocacy for legislative changes against child marriages; and reduce pregnancy-
related risks for women, including adolescents, through strengthening family
planning method mix, and integrating family planning with maternal and child
health (MCH), HIV/AIDS and chosen SRH services (167). The National HIV and
AIDS Strategic plan (2021-2025) notes that family planning and HIV services
must be integrated across the HIV care cascade, and PMTCT, and the AGYW
programme should offer comprehensive HIV and SRH services for this age group

(168). The National Adolescent Sexual and Reproductive Health strategy (2016-
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2020) states that family planning should be part of the minimum package of
community-based and facility-based services available and provided to
adolescents (169). Additionally, the national service guidelines for integrating
SRHR and HIV services and programs provides examples of how family planning
can be provided at the community level, by community cadres and with HTC,

ante-natal care (ANC), post-natal care (PNC), and STI care at the facility level (48).

Despite the presence of family planning in all these national polices, strategies
and guidelines and the existence of ZNFPC, gaps and weaknesses in the policy
environment and in policy implementation continue to exist. For example, the
Zimbabwe National Family Planning Act, and the national guidelines of youth
friendly health services (YFHS), have not been updated, and this creates access
and service delivery challenges. Additionally, when resources became scarce, it
became clear that there was a lack of coordination, role definition, and common
understanding between the complementary roles of the Reproductive Health
Unit which sits in the MoHCC’s Family and Health Division, and ZNFPC which had
been established in 1985 with no guidance on these distinctions (170). The lack
of clarity then contributes to challenges in translating otherwise progressive

policies into practise and interventions.

2.5.4 Existing SRH interventions for young people, and their
challenges in Zimbabwe

AGYW, HIV, and SRH stakeholders in Zimbabwe have identified challenges
related to SRH provision and access for young people (Table 2.1). These

stakeholders have sought to address some of these challenges, through
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delivering interventions that address some of these challenges to improve SRH

outcomes for young people.

Table 2-1: SRH challenges for family planning/HIV integration in Zimbabwe

Challenges identified in Zimbabwe

e Low comprehensive knowledge on SRH and HIV/AIDS prevention methods-
leading to low-risk perception, high risk sexual behaviours, teenage
pregnancies, unsafe and illegal abortions

e High HIV infections among AGYW

e Low HIV testing and FP coverage among young people

e Lack of defined minimum comprehensive package of SRH services for
adolescents and young people

e Poor access of SRH, and HIV/AIDS services owing to age of consent to access
services, consultation fees, low risk perception, stigma, and discrimination

e Inadequate youth friendly SRH services for tertiary institutions and out of
school youth

e Weak policy environment for integration at the national level

Source: EXTENDED ZIMBABWE NATIONAL HIV AND AIDS STRATEGIC PLAN (ZNASP) 2015-2020

One of these interventions was a large scale collaboration between MoHCC and
UNFPA which ran between 2013-2019 and was called the Sista2sista program
(171). The program used a structured 40 exercise peer group intervention aimed
at improving health outcomes for AGYW (10-24 years). The intervention
consisted of age-stratified girls-only clubs that were a safe space for supporting
and mentoring vulnerable AGYW and were led by female mentors and behaviour
change facilitators. Vulnerability was determined using a risk assessment tool.
Selected girls met in their clubs once a week, over a year to go through the 40-
exercise curriculum led by the mentor. The program used a referral system to

youth-friendly public health facilities for AGYW to access HIV testing services at
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the beginning and end of the program, and this was tracked using referral slips

and family planning use was self-reported.

Although significant, overall uptake of HIV testing was low at 15%, compared to
the national average- 62.7% of AGYW have ever been tested for HIV. Only 2.4%
of AGYW in the program reported using a modern family planning method,
compared to the national average of 12.1% contraceptive use among married 15-
19-year-olds (103, 171). These findings could have been due to the dependence
of referrals to public health facilities for HIV testing. Even though the referrals
were to youth-friendly facilities, young people are often resistant to go to public
sector facilities. For family planning, fear of stigma and judgement, may have
resulted in young people not self-reporting family planning use. Also, the
program participants were selected for their high vulnerability and scoring

where non-use of family planning could be an indicator of this risk.

Another large-scale intervention to improve HIV and SRH outcomes for young
people in Zimbabwe was the DREAMS partnership between 2016-2019
supported by PEPFAR. DREAMS aimed to reduced HIV incidence among AGYW
by 25% in year 1 and 40% be the end of two years, through enabling Determined,
Resilient, Empowered, AIDS-free, Mentored and Safe lives in HIV high-burden
countries (172). DREAMS has had an integration model that layers health,
educational and social (biomedical, behavioural, and structural) interventions,
customised to the needs of AGYW in the districts of focus, and delivered with
urgency and the maximum coverage possible (173, 174). Diverse partners

working across the types of interventions participate in DREAMS, and AGYW are
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referred to them for services as appropriate, either during outreach events, or
facility and community-based referrals (172). For example, at an outreach event,
Population Services International (PSI) could offer HTC to the same client to
whom FHI360 would provide family planning. Most of the evaluation studies on
DREAMS in Zimbabwe so far, have focused on young women selling sex (YWSS),
who are a target population of the program due to their high risk for HIV (174-
177). The partner structure of DREAMS utilises a sexual and reproductive health
referral model to improve access to SRH services, including the full range of
contraceptives. Challenges with tracking referrals and adherence to the program
have emerged, which has implications for effectiveness (178). However, findings
from the DREAMS partnership on PrEP delivery and acceptability amongst high
risk young women, have contributed to national policy discussions and

implementation of PrEP (179).

The Global Fund for HIV/AIDS, Tuberculosis, and Malaria (‘the Global Fund’), in
partnership with the National AIDS Council (NAC), MoHCC, Plan International,
Zimbabwe Association of Church-related hospitals (ZACH), CeSHHAR and UNFPA
began an AGYW program in 2018 that emphasizes CSE, social protection,
provision of HIV and SRH services, gender-based violence (GBV) prevention and
post violence care (180). It includes a ‘modified DREAMS approach’ package
adopted from the PEPFAR version, a SistaZsista (S2S) package model adopted
from the program already mentioned in this section, the Start Awareness Support
and Action (SASA!) model for the prevention of GBV that started in Uganda, as
well as One Stop Centres (0SC) targeting AGYW who need post-violence care and

support (168).1n 2021, UNDP tendered an end of term evaluation for the project
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to document what is or isn’t working for improving AGYW’s health outcomes in

this program (180). The findings of which are not yet readily available.

Another government partner, ZNFPC also provides family planning and SRH
interventions for young people in Zimbabwe (123). ZNFPC has 13 stand-alone
static clinics at provincial level, and 27 dedicated youth friendly centres at
district level offering comprehensive family planning, reproductive health, and
HIV prevention integrated services. It also provides the MoHCC with technical
support to provide youth-friendly services in roughly 63 public sector health
facilities, but only 23 were functionally providing youth services in 2016 (48,
170). The ZNFPC program for young people has faced resource challenges after
reductions in funding, which has limited its effectiveness and scope. Studies
evaluating youth services in Zimbabwe have shown that young people remain
hard to reach, and youth centres are not cost-effective, as they are operating at a

very small scale for the level of impact desired (48, 181).

The HIV/SRH interventions for young people in Zimbabwe described here are
not exhaustive, but rather seek to show the enablers and challenges of some of
the major interventions that are currently being implemented to support AGYW’s
SRH outcomes in the country. CHIEDZA is also an intervention seeking to address
young people’s HIV and SRH challenges to improve their outcomes (146). Unlike
the other programs, CHIEDZA is a pragmatic trial whose design was built on the
challenges faced by other interventions to provide SRH service diversity with
nearly every type of SRH service and approach being offered in the intervention

(146). For example, instead of relying on referral slips and self-reporting for
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service uptake information, CHIEDZA offered HIV testing and family planning
onsite, at the community centre, as part of the intervention. The CHIEDZA
intervention limited off site referrals unless that was the only option available. A
key feature of the trial was to investigate which components of the intervention
work to improve health outcomes, and to provide recommendations for policy

guidelines as well as other programs like the ones mentioned in this section.

Beyond providing adequate interventions, there is an emerging awareness that
effective health communication involves co-creating solutions and dialogue
through participatory, empowering approaches involving community
contributions to making decisions about their own health (171). This awareness
exists, and often it is reported that all relevant stakeholders (including young
people) were consulted, but how it translates and looks on in real time and
implementation remains vague. In Zimbabwe, it is clear that partner
implementing/funding stakeholders have been participatory co-creators in how
interventions such as DREAMS, the Global Fund ASRH programs, and MoHCC
/ZNFPC'’s youth-centred approaches mentioned earlier in this section, have been
designed and implemented (146), but how the participatory co-creation role
manifests in the implementation of the policies, strategies, guidelines and

programs is not always clear.

Despite all these interventions and efforts, the mCPR of young people in
Zimbabwe remains low at 44.9% for married adolescents (15-19 years)
compared to the highly successful 65.6% overall for married WRA in the country

(48, 103). More efforts that engage clear policies and guidelines on YFHS,
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financial and human resources for AGYW’s SRH, and capacitating health
providers in youth-friendly service provision may be needed. Stakeholder
alignment and co-production of SRH interventions for young people, as well as
assessing the effectiveness, and acceptability of SRH interventions within context
would also contribute to positively shifting family planning outcomes for young
people. Chimbindi et al. who reports on the DREAMS experiences of AGYW (182),
as well as other researchers working in the HIV and SRH for AYP (183, 184), note
that there are many high quality programs and practises that are delivering AYP
services (123, 185, 186). However, documentation on what works at scale is

particularly sparse (184).

Addressing individual and system barriers to SRH for young women has not
managed to adequately improve their health outcomes (43). After accounting for
supply side issues around access and availability, the experiences and behaviours
of these women within their communities, outside of the health care delivery
system may be significant contributors to young people’s family planning
decision-making and health seeking behaviours. Improving our understanding of
these socio-cultural and community-based factors, outside of health services,
that influence family planning health seeking behaviours of young women who
have access to readily available health services, should lead to better tailored

interventions and health outcomes.

Examining community-level factors includes recognising how cultural
representation and understanding of fertility, and contraceptive use can impact

and shape the experience of family planning healthcare (158). For many young
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women, gender norms in their communities support fertility which then comes
with high socio-cultural acceptance (19, 187-189), which can shape when and

how they decide to use of contraceptive methods

Evaluations need to capture the non-linear effects on family planning uptake and
use, of youth centred SRH interventions that focus on or include family planning.
Such effects may be obscured by more programmatic focuses on quantitative
targets. For example, understanding young women'’s trajectories through family
planning methods and services would contribute to designing, delivering and
evaluating culturally appropriate and context sensitive interventions. Culturally
sensitive interventions, are ones that ground their practise and implementation
within local culture and context (context sensitive) (190, 191). Additionally,
methodologies that can capture the effect of context on the interventions, and
effects of interventions on context are necessary. Such methodologies would
need to consider and be responsive to the cultural and contextual setting (192,

193); and these approaches are usually process- oriented (194, 195).

A process evaluation approach that can explore implementation in depth may be
an appropriate methodology to help us understand why success of SRH
interventions may be limited, and provide evidence for future interventions,
policies, and guidelines. The MRC’s process evaluation framework (196) for
example, including the amended version that centralises adaptability (197)
provides guidance towards assessments that consider how context influences
interventions and vice versa. The next chapter is a methodology chapter that

describes the process evaluation approach for this PhD, and the opportunities
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this approach presented to enable me to explore to understand family planning

interventions and experiences for young women in Zimbabwe.

2.6 Summary

This chapter was a narrative literature review that began by setting out the
foundation on what is known about family planning, unmet needs, and family
planning methods in SSA more broadly. This foundation was followed by a
synthesis of the barriers/challenges and facilitators/enablers of family planning
access and use by young people in SSA, which included the interventions and
activities that have been implemented to address these barriers and the

successes/limitations of these efforts.

In synthesising access and use of SRH and family planning services for young
people in Zimbabwe, this chapter illustrated that the existing policies and
guidelines; as well as large scale interventions for youth-friendly health services
for family planning have not been able to complement each other, and
comprehensively meet the needs of young people. In the final part of the chapter,
[ then proposed that not only where interventions that considered culture and
context necessary, but an appropriate methodological approach to help us better
understand the gaps in practising, implementing, and experiencing family
planning interventions for young people in Zimbabwe is process evaluation. The
insights that this approach could produce would advance our understanding of

these complex implementation challenges; and would contribute
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recommendations for future programs and policies targeting family planning for

young women.
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Chapter 3 : Methodology

Methodology is the pathway through which new information is gathered, and
data analysed (1, 2). This is a thesis by publication. The details of the participant
samples, research questions explored, data collection methods and processes are
elaborated in individual manuscript chapters. This chapter aims to provide the
underlying intellectual rationale of my methodological decisions and elaborate
on components that were not described in detail in each manuscript due to word

limit constraints.

A key objective of this chapter is to explain how my data were collected and
analysed, and to reflect on my positionality doing this as both a PhD researcher,
and a team member of the broader CHIEDZA process evaluation team. The
CHIEDZA trial had a process evaluation component, and nested within this
broader process evaluation, my PhD examined in detail the delivery of the family

planning intervention within CHIEDZA.

In this chapter, [ adopt a reflexive lens and consider what shaped my positioning
in this research study, including within my analysis, and how this was influenced
by the CHIEDZA research team and research context, including stakeholders less
directly involved in the study itself. | seek to provide ‘reflexivity in action’ (3) by
interweaving my methodological explanations with reflections on my
positionality. I will reflect on the negotiations and complexities of the different

positions [ occupied doing this research in the sections across this chapter.
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3.1 Study design and research approach

This PhD was a process evaluation of the family planning intervention for young
women (16-24 years old), accessing CHIEDZA services in Harare, Bulawayo, and
Mashonaland East. The process evaluation is an exploratory analyses of the
interactions amongst trial processes and effects on primary and secondary

outcomes, as outlined in Chapter 1, Section 1.5.1.

3.1.1 Process evaluations of complex interventions

Process evaluations have now been deemed an integral part in the design,
delivery and evaluation of complex interventions, by researchers, programmers
and policy makers alike (4). Process evaluations provide in depth understanding
of intervention processes: what is working, when why and how? Outcome
evaluations alone are unable to answer these nuanced questions (5, 6). This
detailed understanding can better inform policy and practise to design and

implement interventions and strategies that have a likelihood of succeeding.

However, the practical execution of process evaluations remains a challenge
because methodological instruction on how to do this is sparse (7). There are
some influential frameworks that have indicated areas of focus when conducting
process evaluations of complex interventions (Table 3.1). In Chapter 1, section
1.3.1, brief descriptions of the frameworks presented in Table 3.1 were provided.
The UK MRC guidance on process evaluations provides recommendations for
designing and delivering process evaluations that assess implementation factors,

illuminate mechanisms of change and identify contextual factors that influence
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outcomes (8). For assessing implementation, the guidance suggests examining
fidelity and quality, components that are also the focal points of ‘implementation
fidelity’ as a framework utilised by Mohanan and colleagues (9). Steckler and
Linnan’s framework has domains that are more quantitatively assessed, and
instead of implementation as the core domain, this framework examines ‘fidelity’
as the domain (10). On the other hand, the RE-AIM framework does not divide
implementation into different domains, but rather defines implementation in a
manner that includes both the fidelity and quality of the intervention. Other
domains like access, adaptation, feasibility, scalability, and transferability are
introduced as stand-alone domains, outside of traditional frameworks. This PhD
uses the MRC guidance, reinforced by other domains, including those introduced
in the literature as stand-alone process evaluation domains that are not part of a

holistic framework.

While many of these frameworks use the same domains, how these are defined,
implemented, and assessed often varies (11, 12). In addition, some domains in
process evaluation frameworks are also defined and used within implementation
science frameworks, creating overlap between trial and implementation science
studies (13). The variation in the definitions of domains within these frameworks
in part reflects the complexity of process evaluations, as well as the relative
novelty of methodological guidance for conducting them (7). For this study,
deciding on the most appropriate framework and domains (Chapter 1, section
1.5) was based on the type of intervention being examined, the components
considered to be critical (see logic model Figure 1, Chapter 4), as well as the time

and resources available to conduct the study.
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Table 3-1: Process evaluation frameworks, their domains and definition of these

domains
Components
Framework p. / Definition
Domains
UK MRC Mechanisms of Examines how participants respond and engage

Guidance (14)

Impact with the intervention, and how this leads to
observed changes
Context Examines health systems, communities, and

individual level cultures, into which the
intervention is introduced and embedded, and
how these cultures may interact with or
influence the function or delivery of an
intervention

RE-AIM (15)

Implementation

Describes and examines how, why, when and
what intervention is delivered

Sustainability/
maintenance

The extent to which an intervention can be
sustained over time

Reach

Whether the intended audience encounters the
intervention, how and to what extent

Adoption

The absolute number, proportion, and
representativeness of settings, and intervention
implementors who are willing to initiate the
intervention

Efficacy/
effectiveness

The impact of the intervention. How, why, and
for whom did the intervention work.

The success rate if intervention is implemented
per guidelines/protocol defined as positive
outcomes or negative outcomes

Implementation  Quality Safe, effective, patient-centred, timely, efficient,
fidelity (9) and equitable way the provider delivers the
service; also, the provider’s achievement of
agreed standards
Steckler & Fidelity/ The consistency of what is implemented with the
Linnan (10) adherence planned/intended intervention
Reach The extent to which a target audience
encounters the intervention
Dose/exposure Dose delivered: how much of the intervention

was delivered
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Dose received: the extent to which the intended
audience accepts or engages with the
intervention components

Adaptation Alterations to the intervention to achieve
contextual fit

Feasibility How doable an intervention is.

Transferability The degree to which an intervention (or its
components) can be replicated to other contexts
or settings as well as generalisable knowledge on
how to implement complex interventions

Scalability Refers to the potential of an intervention to be
effectively scaled up. This can mean the physical
spread of activities, structures, or materials
(quantitative) or the spread of practises,
behaviours, and norms (qualitative)

Access (16) Refers to the opportunity to identify health care
needs, to seek healthcare services. To reach,
obtain, or use health care services, and to have
these health needs fulfilled. This includes
availability of appropriate commodities,
infrastructure, health systems and participant
knowledge, attitudes, competence, acceptability,
and affordability

Assessing implementation has been cross-cutting among some of the significant
frameworks that have been established for process evaluations, even when the
definitions have been separate. However, only the MRC guidance precisely
considers context as a domain to assess during process evaluations, which I

believe to be central to improving intervention design and delivery.

3.1.1.1 Implementation within Context

Section 3.1.1 of this chapter showed how diverse meaning can be given to
implementation, depending on the frameworks being used, or the intervention

being delivered. It also revealed how the significant frameworks for process
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evaluations have not been explicit about assessing or centering context during
process evaluations. In my research study, the interactions between context and
implementation are pertinent focal points and Chapters 4 and 6 particularly will

demonstrate this.

Context is often used to refer to the inner and outer settings in which
implementation of an intervention takes place (17). In implementation science,
context is often noted as the unique factors that surround implementation (11).
While there are diverse lenses through which context is viewed, used, and
defined, it can refer to both the broad circumstances surrounding an
intervention, for example, a national policy or guideline on family planning for
young people; as well as the specific setting in which an intervention is
happening. An example of the latter is the set-up of a youth centre in the
community where CHIEDZA was being implemented. The two are not mutually
exclusive, as context spans across the range of levels of influence that shape the

delivery of an intervention.

Historically, public health interventions (focusing on prevention, or health
promotion and not necessarily disease treatment or illness) have viewed
interventions as fixed entities (package of services) imposed onto a community,
where both are considered static. Limited attention has been paid to the evolving
properties of the context in which these components would be embedded (18).
In the case of CHIEDZA, the communities in which the intervention was
embedded are complex socio-ecological systems (context) consisting of the

activities in the communities and the social networks among people in them. The
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intervention, social networks and activities change over time, and are shaped by
time and events (18). Process evaluations can assist in understanding these
dynamics, so that, depending on the program theory, there is better clarity on
how the intervention was delivered and received. My research study emphasises
the need to consider and examine how the intervention and its context evolve

and influence each other.

3.1.1.2 Process evaluations of SRH interventions

Of relevance to this PhD is the ways in which process evaluations have been used
to assess SRH interventions for young people. Process evaluation studies of HIV
and/or SRH interventions specifically for AYP have been conducted before (19-
31). Some of these process evaluation studies showed how challenging it is to
report on and conduct the process evaluation (19, 29). Many of the HIV or SRH
interventions being evaluated were school-based programs (20, 25),
radio/digital programmes (19, 29), community-based (21-25, 30, 31), and others
were a combination of school, health facility and/or community (26-28). Of the
studies presented here, surveys, independently or as part of a mixed methods
design, were a common collection method (20-22, 24, 25, 29, 30), while others
used quantitative process/routine data (23, 31). Many of these interventions
being evaluated are not service delivery interventions, but either training or

information provision with referrals for services as appropriate.

None of these interventions were similar to the one evaluated in this PhD, namely
a youth-friendly community-based family planning delivery intervention

integrated with a broader HIV/SRH intervention. Furthermore, there is growing
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consensus that what youth-friendliness means for a heterogenous youth
population is inadequately understood (32, 33). A process evaluation where
context as a domain is salient to the study may assist in illuminating the things
that work, and how, for the provision, delivery, and reception of family planning

interventions for the diverse young people in Zimbabwe.

The process evaluation study I conducted was based on the MRC'’s guidance on
process evaluations framework (4). As already established in this section, this
framework operates as guidance to provide practical instructions on how to
conduct process evaluations in real life settings (4). Similar to Moore et al. and
colleagues, methodologically, my research study neither sought to assign a
theoretical standing between the fields of process evaluations versus
implementation science for example, nor provide the ultimate definitions for
these concepts. Rather, I utilised the guiding principles from the MRC’s process
evaluation framework, customised their definitions for the family planning
intervention in CHIEDZA, and then adopted these framework components as the

overarching objectives for my research study (Chapter 1, section 1.5.1).

In this PhD, the family planning element in CHIEDZA is viewed as an intervention,
that is a component of a larger complex intervention (CHIEDZA), were the
intervention theory is illustrated by a logic model (see Chapter 4: Figure 1 for the
logic model). To distinguish between intervention vs model vs component, these

terms have been operationalised as follows:
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e Family planning intervention refers to the set of family planning activities
undertaken with the intention of improving access to, engagement with,
uptake of and use of family planning services and methods within CHIEDZA

e Component- refers to the notion that the family planning intervention is part
of (a component) a larger complex (multi-component) HIV and SRH
intervention known as CHIEDZA

e Family planning service delivery model- refers to the strategy for the use of
an intervention- it's the logic model that was created to show the flow as
intended, from inputs, activities, outputs, outcomes, and possible impact. It

underpins the program theory of the family planning intervention.

My research study was underpinned by a family planning intervention theory. In
general, theory is “a set of logically related propositions that aim to explain and
predict a fairly general set of phenomena” (34) pg. 565. Operating on a
continuum, a theory is a step forward from conceptual frameworks that “identify
a set of variables and the relations among them that are presumed to account for
a set of phenomena (34). The rational set of relationships that constitute a theory
involves specific assumptions to enable a researcher to define a phenomenon,
give explanation for its processes and predict its outcomes. In this PhD, the family
planning intervention’s theory was that community-based family planning
services, integrated with HIV and other SRH services, and provided by youth-
friendly, family planning trained providers, would improve family planning

access and uptake by young women.
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There is a supposed lack of process evaluations that identify a theory for the
intervention, which they can then empirically test. One systematic review by
Mclntyre et al, sought to identify process evaluations conducted alongside RCTs
of implementation-type interventions’ utilisation of theories (35). The review
revealed that most process evaluations do not use enough theory. Of the 123
process evaluation articles (both primary research and protocol papers), 91
articles (73%) either only cited, or did not even cite theories used. When theory
was used, it was usually applied theory (18 of the remaining 32 articles) and none
of the process evaluations sought to create or build theory (35). On the other
hand, Grant and colleagues conducted a literature review (6) whose conclusions
were similar to Moore and colleagues’ framing of process evaluations (8), namely
that there is no gold standard for the design and conduct of process evaluations.
Unlike the systematic review, which called for more quality use of explicit
theories, the literature review, and others (8, 36) have noted that process
evaluations do not always need to have explicit theories. Rather, there is utility
in researchers’ implicit and explicit program theories for how the intervention is

expected to work (6).

My research study was similar to Grant & colleagues’ approach to process
evaluations where I developed a logic model (see Chapter 4: Figure 1) that
underpinned the program theory of how the family planning intervention in
CHIEDZA was anticipated to work. Specific research activities then sought to
assess relationships in this model, including how the relationships and

interactions would affect anticipated outcomes.
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3.1.2 Qualitative Methods Approach

To enable this process evaluation to contribute to identifying explanations for
what works and does not work for family planning interventions for young
people, a qualitative this enabled me to provide a more comprehensive
understanding of the family planning outcomes in CHIEDZA, and the pathways

that resulted in them.

The quantitative data in this study were the routine services uptake monitoring
data on family planning, that was being collected as part of the CHIEDZA
intervention. It is presented in this PhD as parts of the background sections to
understand the intervention, as well as introductions to some of the findings

chapters (see Chapter 7).

My PhD was a qualitative mixed method design (37) process evaluation (Table
3.2). A qualitative mixed design is one where different kinds of qualitative
methods are deployed to address different research questions or the same
research questions with additional rigour through triangulation. The qualitative
data, as presented in Table 3.2 were iteratively analysed, distinctly from each
other but with triangulation across methods (observations and interviews for

example) to inform interpretation and subsequent data collection phases.

Table 3-2: Phases of data collection, interview participants and areas of

exploration
. . Data
Purposive Interview . .
Phases . collection Area of exploration
Sample Participants
method
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Each

province and 16 h?jlth ) Fsmily planning ilssueIT(
1.Apr20  type of providers P ong that young peoP eta
i (10 females; interviews to/ask the providers
provider 6males) about
selected
23 CHIEDZA .
All youth youth VVhétyouthFhlnkapout
mobilisers mobilisers Phone and in fam|IY plannlng, the".
2.May-Jun o : experiences with family
. working in (also clients) person .
20 ) ; . planning, who can and
CHIEDZA 3 youth clients interviews j
should use family
communities (15 female; 11 lanni
planning
males)
Family planning issues
that young people talk
15 health
Each prov?jers to/ask the providers
rovince and i . i
3.Jul-Aug p (10 females; 5 Phone and in aboyt,anycha”gngng
20 type of males) person family planning issues/
provider 7 repeat interviews concerns that young
selected interviews people have raised when
seeking family planning
services
Variation by Narrative- Discussions about fertility,
contraceptive style sex, pregnancy, and
4.Mar- 15 female . . contraceptive (non) use.
. type used; . interviews . :
May 21 youth clients . . Experiences of family
one cluster Topic guide . .
: ; planning services at
per province interviews CHIEDZA
Family planning
Female and experiences ( in and out
5.Mar- livine with 12 females Topic guide of CHIEDZA) and how
May ‘21 8 living with HIV  interviews their HIV positive status
HIV
affected these
experiences
Each Acceptability of the family
rovince and i i i
6.0ct-Nov P 15 health In-person pIannmg service dellyery
21 type of roviders interviews model: implementation
provider P experiences of CHIEDZA
selected health providers
How is CHIEDZA
7.20-21 18 non-participant observation events at |mpIer:-efr'1(‘;eﬁton the
) CHIEDZA community centres groun | el y,'
adaptation, quality,
acceptability
8.19-22  Meeting minutes from team meetings between providers and research team

My qualitative data were collected over a space of 20 months, each method used
concurrently but separate from each other. For example, interviews and
observations could happen during the same data collection phase (concurrently)

but separate from each other. The purpose of this approach was to:
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1) Triangulate different methods as an avenue for validation (38)
2) Gain a fuller understanding of the findings and potentially clarify,
refine, and explain the findings across different methods, and

3) where feasible, have the results of one method inform the other (39).

These purposes aligned with my research agenda. For example, the discussion
chapter of this PhD (Chapter 8) synthesises findings from phases 1-8, to not only
triangulate the different qualitative methods and interpretation, but to also
provide plausible explanations for some of the family planning outcomes
provided in the intervention descriptions (Chapter 1), based on understanding
from the qualitative findings. While descriptive analysis of family planning
outcomes is presented in sections of this PhD, as Table 3.2 shows, the qualitative

methodology was the dominant/primary method of inquiry.

The qualitative research design component guided this process evaluation as the
key areas of enquiry in this research study (see Chapter 1, section 1.5.1) were
best explored through perceptions, experiences and beliefs of providers and
clients of CHIEDZA. Qualitative analysis would then curate knowledge from these
experiences, perceptions and beliefs through the summarization and
interpretation of empirical data (2, 40). This is prevalent in the findings chapters
four through seven where the dominant and preferred reporting affirms this

prioritisation.
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3.1.2 Theoretical Approaches and Epistemological Position

My epistemological position was broadly informed by critical realism. The critical
tradition (2) approach best suited my position as a researcher, in relation to the
parameters within which CHIEDZA functioned. Critical tradition interweaves
epistemology and critique by disregarding positivism (the notion of ‘pure
knowledge’) and locates social phenomena within its historical context and social
structures. Then it seeks to analyse these structures and contexts, to unpack the
status of what is known, and the processes by with that knowledge becomes
accepted (2). 1 have been involved with the CHIEDZA intervention from the onset
of protocol development and took on many roles and responsibilities within this
project before conducting the process evaluation research full-time. One of the
early roles that [ had within CHIEDZA was being a member of the recruitment
committee that hired and trained the health providers who implemented
CHIEDZA. Initially these health providers viewed me as a part of CHIEDZA
management/coordinator, and this had implications on my eventual transition

to doing the process evaluation.

When I joined the CHIEDZA study, it was initially intended that I would be the
Study Coordinator for Mashonaland East Province, while being also responsible
for the process evaluation of the study. Due to the focus being on implementation
activities in the lead up to commencing the trial, the providers viewed me as a
coordinator and part of the study management team, and my process evaluation
role was less visible and less pertinent for them. However, while still in the pilot
phase of CHIEDZA (March 2019), it became clear that it was not feasible nor

methodologically appropriate for me to have both a coordinator and process
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evaluation role. For the providers (as mentioned in section 3.8 of this chapter), it
took time and effort to establish my relationship with them as a process evaluator
alone, without being a coordinator. While I could not adopt a neutral position due
to these shifts, having as clearly a demarcated position as feasible within the
implementing and operational team, was critical to the rigor and quality of the

process evaluation.

Secondly, access to family planning for young women as a research issue is
beyond an intellectual endeavour for me, it is a deep moral passion and need for

which I am using my PhD research to advocate (discussed further in section 3.8).

These two examples are illustrative of the critical discourse which I needed to
engage with during data collection, interpretation, analysis, and synthesis. In
critical traditions, ‘scientific research’ is not ‘value-free’, and is instead also a
social process, conducted by a human (me) within particular social contexts (1,
2). This research process was imbued with my self-acknowledged values,
including commitment to advocacy for family planning; as well as social
processes over which I had very limited control or awareness of, for example, the
coordinator and process evaluation roles that I took on during CHIEDZA where

others (providers in this case) projected their own meanings to these roles.

Consequently, I practised epistemological reflexivity, reflecting on diverse
theoretical assumptions and perspectives as the research progressed (41, 42).
The family planning intervention was within a pragmatic trial setting where

natural environments were absorbed and not always controlled for in the trial
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setting. Therefore, my research journey and analysis interrogated both how
certain mechanisms (joint family planning service delivery model with another
organization) offered in specific contexts, affected family planning service
experiences and perceptions, while also maintaining an iterative, reflexive
approach to emerging data and using critical theory to surface meaning from that
data. With epistemological reflexivity, I was not aiming to align myself with just
one position, as the intervention, and research questions being pursued could
have been constrained by such an allegiance. Rather, combining the merits of
critical theoretical approaches offered better understanding and explanation of

the data and the findings being generated (43).

[ also placed significant effort in navigating relationships within this research
journey. On one hand, | was aware of the pre-existing relationships I had with
Zimbabwe, family planning and the CHIEDZA intervention. [ kept notes about my
prior experiences, attitudes, and beliefs, including how that shaped the data
collection and analysis process. On the other hand, I formed relationships with
the CHIEDZA providers, and shared experiences and reflections with youth
participants. The nature of these researcher-participant relationships also

influenced collection and understanding of the data.

3.2 Study setting and context

Zimbabwe is a lower income country with a population of approximately 15
million people. The population’s mean age is 18.7 years; a gross national income

per capita of USD 1140 and a health budget that is 10% of the GDP; and a per
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capita health expenditure of USD 21 as of 2020 (44-46). Like many low-income
countries, Zimbabwe faces health system constraints that have been discussed in
Chapters 1 and 2, which provided the background and literature based
situational analysis of Zimbabwe’s challenges. Significant amounts of doctors and
nurses/midwives leave the country for other opportunities each year (47, 48).
The maternal mortality rate (MMR), while it has improved from 614 deaths per
100,000 live births in 2014 to 462 in 2019 (46), still falls short of the SDGs. The
government has also not been able to meet its financial commitment to increase
the family planning budget from 1.7% to 3% of the national budget by 2020; and
all family planning programs and commodities continue to be supported by
development partners (49). This is not sustainable. These are some of the

reasons that the CHIEDZA trial was conducted.

This study was conducted in the intervention communities in Harare, Bulawayo,
and Mashonaland East. As already mentioned in Chapter 1 (section 1.5), Shona
(Harare and Mashonaland East), and Ndebele (Bulawayo) cultures are different
in ways that could affect health seeking decisions and behaviours. This diversity
is critical to be able to inform transferability and/or scalability that is context-

fluent if the family planning intervention was found to be effective.

3.2.1 External and Internal Events

In August 2019, a national shortage of family planning commodities occurred in
Zimbabwe. This resulted in stock outs and diminished supply that lasted for

almost a year. There was also a nation-wide doctor's strike in August- September
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of the same year with some junior doctors only starting to go back to work in

December 2019.

On March 28th, 2020, the government of Zimbabwe declared the COVID-19
pandemic a state of emergency and effected a national level 5 lock down (detailed
information on this is in Chapter 6) which stopped all business and social
activities and services in the country except for those deemed essential. At the
time of writing this thesis, the COVID-19 pandemic is still on-going, but

somewhat under control.

In January 2021, a sub-study investigating the implementation and acceptability
of a digital intervention to enhance contraception and sexual health service
integration among young people in Zimbabwe (50) began in CHIEDZA. The
intervention was a set of SMS messages (90 messages for young men and 94 for
young women) from a prior behavioural intervention. The content was adapted
for the Zimbabwean context after interviews and focus groups with young people
in Zimbabwe to ensure contextual fit (50). The SMS messages were sent to clients
who after attending CHIEDZA had agreed to receive them over a three-month
period. One to three messages were sent per day or every other day. The
messages covered a broad range of topics including family planning and
contraception, HIV prevention, treatment, and care, STIs, condom use, and

navigating relationships and friendships with peers.

The primary outcome of this SMS intervention was to increase use of

contraception, so it is possible that it influenced contraceptive uptake in
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CHIEDZA. This intervention could possibly be contributing to the quantitative
family planning outcomes, and it was not directly a part of investigation in this
thesis’ research body of work. The preliminary results are showing that the SMS
intervention had no effect on behaviour changes like uptake of the contraceptive
methods. However, it broadly encouraged engagement with the CHIEDZA
intervention, triggered SRH conversations between partners and peers, and
young men reported that they appreciated the information on correct use of
condoms. The findings for this study will be published separately and are not a

part of this PhD.

These events influenced the family planning intervention, and the depths of this
influence will be discussed in Chapters 4 and 5 (national shortage and covid-19),

as well as in the discussion Chapter 8.

3.3 Participation in the study

Two groups of participants participated in this study: CHIEDZA providers who
were implementing the family planning intervention, and young people who
were accessing CHIEDZA services (CHIEDZA clients) (Table 3.2). Both groups

voluntarily agreed to be interviewed and/or observed for this study.

The CHIEDZA providers were staff who were recruited, hired, and trained to
provide CHIEDZA services in the trial implementation. Each province had a team
consisting of two nurses, four CHWs, two youth workers and one counsellor.

Bulawayo and Mashonaland East had a very low turnover; only 1-2 providers in
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each province left during the 2.5 years of implementing CHIEDZA. The Harare
team, on the other hand, had a high turnover in the beginning of the trial. Four of
the then eight-member team left CHIEDZA in the first six to eight months of
service delivery; these team members had to be replaced with new hires. In all
three provinces, all the team leaders (who were nurses), had worked on other

child, adolescent, and/or youth health projects at BRTI before.

Providers were purposefully invited to participate in this study because they had
unique insights of the family planning intervention both from the supply side of
providing the services, and the demand side through interacting with CHIEDZA
clients, public sector clinics and the community stakeholders where CHIEDZA
was being implemented. Generally, the inclusion criteria for study participation
were being a CHIEDZA provider, with knowledge and insights on the CHIEDZA
intervention. For each provider data collection phase (Table 3.2, phases 1, 3 and
6), not all the providers participated. Rather, a purposive sample was selected
and invited to participate representing each CHIEDZA province, and provider
type. The details of the purposive samples are described in the methodology

sections of the manuscripts in the upcoming chapters 4, 5, 6 and 7.

CHIEDZA clients were also purposefully invited to participate in the study as
recipients of CHIEDZA and the family planning intervention. Their eligibility
depended on the focus of each data collection phase (Table 3.2). In phase 2 for
example, CHIEDZA youth mobilisers (both male and female mobilisers) were
selected and invited to participate because of their unique position as both clients

accessing CHIEDZA, and mobilisers interfacing with the community and their
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peers. Youth mobilisers where young people from the CHIEDZA communities
who were employed by CHIEDZA to generate demand through peer-to-peer
mobilisation as well as community sensitisation. The details of the CHIEDZA
clients’ purposive samples are described in depth in the methodology sections of

the manuscripts in the upcoming chapter 6.

For qualitative research, people and places must be available and accessible as
sampling units. Who was invited to participate in any data collection phase was
shaped by specific considerations: 1) their relevance to answering the particular
research question; 2) their engagement in relevant events which were being
explored within a specific research phase; and 3) their ability to speak to the
specific community context that was being examined within the research phase
(2). In phase 2 for example, all 23 youth mobilisers working in CHIEDZA were
invited to participate and voluntarily agreed. However, their availability differed
as some could participate in person, and others were only available to engage in
interviews over the phone. They then all participated, but through slightly

adjusted methods to accommodate their availability.

For the data collection phases (Table 3.2) involving providers (phase 1,3 and 6),
time and resource constraints made it impossible to interview all 36 providers
working across the three CHIEDZA provinces. Rather, the samples were selected
to represent each provider type; sex, and in some cases repeat provider
interviews. With purposive sampling, the researcher selects who to invite to

participate, informed by what the researcher already knows about the either the
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participants themselves or the research area being explored to be able to gather

rich data (51).

The sample sizes across the different data collection stages ranged from 12-26
participants. Unlike quantitative research testing a hypothesis, qualitative
research is about inquiries and discovery (52), such that the small sample size is
adequate as size does not define the quality of the data (2, 51). Reflecting the
three criteria outlined in the above paragraph, the size of the sample reflected
both the inclusion of appropriate individuals and a feasible number of people

required to answer the research question.

3.3.1 Participant demographics

The team of CHIEDZA providers in each province was small, with some provider
types only having 1-2 individuals, such that if all their demographic information
were presented, they could be easily identifiable. This would violate their privacy
and confidentiality. To avoid this deductive disclosure the demographic
information of all the providers who participated in this study is presented very

sparsely below (Table 3.3).

Participant demographics for CHIEDZA clients in data collection phases four and
five are detailed in the manuscript in chapter 7. Demographic information for the
23 CHIEDZA youth mobilisers is presented below (Table 3.4). Although they were
also clients, they are described as mobilisers not clients in this thesis. For the
most part, each community cluster had two mobilisers, one female and one male.

Therefore, their demographic information is presented in a manner that
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maintains their anonymity. At the time of data collection, one cluster in Bulawayo

did not yet have a replacement male mobiliser as the prior one had left.

Table 3-3: Demographic information of all the providers who participated in this

study

Females (N=13) Males (N=9)
Province
Harare 4 3
Bulawayo 6 3
Mashonaland East 3 3
Age
21-30 6 4
31-40 5 4
41-50 1 0
51-60 1 1
Marital Status
Single 7 6
Married 5 3
Widowed 1 0

Table 3-4: Demographic information of phase two CHIEDZA mobilisers
participants in this study

Females (N=12) Males (N=11)
Province
Harare 4 4
Bulawayo 4 3
Mashonaland East 4 4
Age
16-20
21-25 7
Marital Status
Single 9 11
Married 2 0
Divorced 1 0
Residential Status
With parents 0
With partner 8
On my own 3

Highest education level
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Secondary 10

University 2

Sexually Active?

Yes 9 7
No 3

Only in phase 2 (youth mobilisers) where male participants included, as I sought
to get a broader understanding of family planning experiences, and perceptions
among young people. From findings in this phase, and the considerations made
in the above paragraph, the decision to focus on female participants and their

experiences, beliefs and perceptions of family planning was made.

3.4 Qualitative Data Collection

A qualitative methodology was chosen due to the exploratory focus of this PhD
enquiry, which aims to examine the influences surrounding the implementation
and beneficiary experiences of the family planning intervention and to help
understand the broader context shaping their experiences of the intervention
(53, 54). Process data were collected at multiple time points (55) (Table 3.2). The
methods used within this PhD included individual interviews, participant and
non-participant observations, field notes and meeting minutes (Table 3.2).
Throughout the evaluation, the use of methods remained flexible and dynamic,

responding, and adapting to emerging trial and process findings.

[ began this study with exploratory key research questions of inquiry. These have
been laid out in the Background Chapter 1 section 1.5.1 However, as Creswell
(2007: page 120) has noted, qualitative questions evolve (56). I was conducting

a process evaluation that due to the adaptative lens of the family planning
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intervention would also need to evolve. Such that the entry questions in this PhD
were exploratory and broad. As the trial and qualitative data collection
progressed, research questions sharpened and became both more focused and

responsive to the changing intervention and to pursue emerging lines of analysis.

3.4.1 Semi-structured interviews

Interviews were my primary data collection method (57). Initially, my PhD
intended to involve mystery clients (58) to assess quality of family planning
service delivery. The plan for the mystery clients had been to recruit young
women who were already accessing oral contraceptives or depo injectables from
CHIEDZA. The idea was to have a participatory training workshop about what
these recruits consider to be quality family planning care, and how that
intersected or not with national guidelines on quality care. This workshop would
have occurred before their next family planning refill visits (~three months for
oral contraceptives and Depo), where this next visit would be utilised as a
mystery client visit. I'd defined the mystery client visit as one where the young
woman goes to access their routine family planning care at CHIEDZA but pays
particular attention to quality factors as we’d have agreed in the participatory
workshop. They would write, in a provided diary, about their experiences
relating to these factors on the same day as they received services; and then have
an interview with me or a research assistant about the mystery client visit within
72 hours of the visit. The diary notes, participatory workshop, and interview

transcripts would have been the data sources from the mystery client visits.
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The intention to use mystery clients did not eventuate as it did not receive ethical
approval. When I submitted an ethics amendment for the CHIEDZA trial, to
include COVID-19 related amendments, research ethics bodies also then
requested the removal of mystery clients from my methodology. The rationale
for the removal was that the mystery clients process required constant
movement to and from CHIEDZA, which would encourage mobility and group
gathering during a time when COVID-19 related lockdown measures did not
allow for such. Given these unforeseen restrictions, my choice of methods shifted
to focus on interviews that could be conducted over the telephone during
restrictive lockdown conditions, and in person when these emergency measures

eased (Table 3.2).

[ had also intended to incorporate focus group discussions (FGD) into my
portfolio of data collection methods to gain a broader understanding and
experiences of family planning from clients. The FGD plans had to change given
that the COVID-19 pandemic occurred immediately after my upgrading when [
was about to commence data collection. Group gatherings, including for research
purposes were not allowed as part of COVID-19 preventative measures.

Therefore, I did not conduct FGDs, and conducted only individual interviews.

As described earlier in this chapter, my relationship with the CHIEDZA providers,
particularly those from Harare, shifted during my PhD journey. [ was part of the
team that hired and trained these providers, such that when they commenced
their jobs, they associated me with being on the project

coordination/management team. When I informed them that I was doing the
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process evaluation for CHIEDZA and family planning, it took some time for them
to warm up to the idea of sharing information and evidence with me as part of
the process data versus as their ‘manager’. I put in some effort in shifting this
relationship dynamic through visiting the field to engage with them outside of
the office setting; and returning with feedback after team meetings. This built
rapport, and possibly trust, in the relationship [ had with these providers, which
contributed to the depth and quality of interviews I would go on to have with

them.

| interviewed over 80% of the providers at all data collection phases, except
phase 6 (Table 3.2). The rapport we had was evidenced by the ease with which
they shared information both during the interviews and beyond, going as far as
nicknaming me ‘the Process master’. The details of the setting and context of
these provider interviews is described in the manuscript chapters 4,6,7 in this
thesis. The topic guides are provided as appendices in this thesis. The interview
data was collected and collated as the study progressed and contributed to the

interpretative process and the next data collection phase.

The approach, and experiences with CHIEDZA clients differed from the one with
the CHIEDZA providers. For my interactions with young women, although we
were similar in regard to being young, black African women, these similarities
did not dilute or reduce often cited (2) concerns about potential hierarchies or
the lack of parity in the research-participant relationship. I attended my
undergraduate studies in USA and I happen, according to one of the youth

participants, to now have an ‘accent’ that reveals that I am not similar to them.
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They could deduce that I had been ‘abroad’ before, which was translated as my
having more influence or power than they did. I brought this identified
awareness of how I was perceived to be different I actually was into the
interviews that [ had with young people. Sometimes I could see it in the attentive
nature they listened to my questions, which was in contrast to the conversational
and interactive nature I wanted the conversations to flow. To mitigate the
influence of this perceived ‘distance’ between myself and some of the
participants, I had a youthful research assistant support me with interviewing
the young people (it was also cost and time effective). The research assistant
ended up conducting most of the interviews with the young people (roughly 75%
of these interviews). The topic guides used in these interviews are presented as
appendices in this document. Additionally, when I did conduct these interviews I
would share my own experiences and reflections during the interview as shown
in the excerpt below from phase 4 data collection with young women using
contraceptives. In this excerpt we were discussing about whether or not the three
sexual partners she had knew she had an implant in her upper arm and what they

thought about it.

I: Hoo, okay. Some men will do that [touch the upper arm looking for
implant insertion] ...(laughs) And how did you feel about it?

R: I justlaughed, and he also laughed about it

I: Based on what you said earlier, do you think it has anything to do
with wanting you to have his children?

R: Yes, that's what he wants and says that [ should remove it

I: Aah, why does he want you to remove it?
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R: Don’t you know that it's men’s routine to always want women to
continue giving birth and have their child and maybe move on to the next
woman they see passing by

I: Oh, yes, I heard that happens in Hopley a lot. I also had a partner
once, who was not happy I was on the pill.

R: Yes, the moment you get it removed and fall pregnant they will leave

you for someone else

Sharing some of my experiences during the interviews, as appropriate, worked
to build rapport and in becoming comfortable with each other. These young
women could see that despite the high position they saw me being in, there were

some contraception issues that we all experienced.

The details of the interview setting and processes with CHIEDZA clients are also
detailed in the forthcoming manuscript chapters 5, 6, and 7. Most of the client
interviews occurred in person, with only a few interviews with CHIEDZA
mobilisers occurring over the phone. Phone interviews were presented as an
option because the mobilisers were employees of CHIEDZA who needed to be at
work, during the times that we often conducted in-person interviews. Therefore,
these mobilisers agreed to be interviewed telephonically, outside of work hours,

at a time convenient for them.

As noted earlier, my data collection period was during the COVID-19 pandemic.
Therefore, recruitment and interview procedures had to be adapted. For
example, clients were recruited on the same day that they were interviewed with
help from providers who identified the purposive sample characteristics that I

was looking for. This was to minimise the number of times that individuals had
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to move around the community, in line with the COVID-19 restrictions in place at
the time. This strategy had some disadvantages because even though the clients
agreed to participate, they were interviewed after receiving CHIEDZA services
which unexpectedly increased their time at the centre. [ paid attention to the fact
that some clients would be tired, even though they were participating in the
interview, and this shaped the approach that [ would take in a particular

interview.

Adding to that, CHIEDZA was youth and participant-centred in its approach,
including the data collection processes. For me, this included allowing the
interviews to be led and guided by the youth participant instead of researcher
priorities. For example, when tired clients participated, the interview would end
when they wanted or needed it to, which sometimes resulted in shorter
interviews. As I had already reassured them that the interview would be led by
their needs and what they wanted to share, despite the curtailed timing, this often
led to high quality interviews as the participants concentrated on contributing
what they wanted to in the conversation within the time that they were able to

provide.

Another example is the approach that [ adopted in some of the Phase 4 interviews
(Table 3.2), in which I was keen to use a participant-centred approach to
collecting the narratives (59) of young people and took an unstructured
approach to conducting the interviews. This served as a form of experimentation,
to see which approach was more enabling for young people to share their own

priorities and concerns within interviews. In this approach, I went to the
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interview with the topic guide as a backup in case the conversation didn’t flow.
Rather, I had a general idea of the sensitive topics around contraceptive use,
fertility, sex, and pregnancy that I wanted to converse with the young people
about and I let them tell me as much or as little as they wanted around these
issues. To encourage engagement, [ would often share my experiences, or what I
had heard or seen and have them respond to that information (see excerpt above
as an example). Even though the responses provided with both approaches were
similar, I found that the narrative style produced more nuanced and self-
reflective responses compared to using the topic guide. The narrative style
provided shorter interviews, but the responses were detailed self-experiences.
With the topic guide, the narratives were longer and young people tended to talk

about the experiences of others and less details about their own.

3.4.2 Observations

As part of my research journey, [ was interested in the intervention experience
from both the implementation and beneficiary side because this experience can
be shaped by what occurs when providers and clients engage. Social realities are
complex in their range and variability. Many things can be happening at the same
time to create diverse layers of meaning, and shift perceptions (18, 60).
Therefore, while providers and clients may provide descriptions of the
intervention experience during interviews, these descriptions may be according
to how they assign meaning to central events and occurrences and miss certain
details that they are not paying attention to. Observations can then be used to
collect data (61), and are key to understanding the experience of the

intervention- both as a data source itself and to inform more nuanced data
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collection tools. For example, informing interview guides to prompt more
insightful questions and participant reflection. Being able to spend most of my
research time deeply involved in the natural setting of the intervention was

critical to be able to capture these shifts and possibly meanings.

Non-participant observations involve the researcher watching the intervention
scene without engaging or being part of the team. In my study it occurred at
CHIEDZA community centres where the intervention was offered from. At a non-
participant observation event, I would arrive at the community centre within an
hour of service delivery starting and stay all day until about an hour before
service delivery ended. With these events, the providers were informed the week
prior that I would be doing non-participant observations of how they were
delivering the intervention and it was their role to inform clients that there would
be a CHIEDZA research member observing implementation events. All
observations happened outside of the health booths where the services were
offered, such that the health booths remained private and confidential spaces. No
written consent was obtained for these observation events. With time, as I
enhanced my relationship with the providers, they became more relaxed often

sharing their work lives and experiences with me during these observations.

[ often stationed myself at various points at the community centres during a non-
participant observation event. It was important to me, as much as possible, to
maintain an invisible presence and look like I was just a girl typing away at her
computer. | wore my CHIEDZA t-shirt, which identified me as part of the

CHIEDZA team to ease clients. This did not always support my desire for
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invisibility; and challenged the notion that observations as a data collection
method can be non-participatory. Almost every time that I stationed myself close
to the entrance, I would have potential clients come and ask information about
CHIEDZA, and often they were asking whether CHIEDZA was providing certain
family planning methods, HIV testing or STI testing. In some moments during my
responses to them, conversations with these young people would commence that
often gave insight into their daily lives, and contraceptive use. Changing stations
from the entrance usually enhanced my invisibility and I was able to observe
intently and sometimes close my eyes and listen attentively to events and

conversations going on around me.

[ had an observation diary where I free-wrote everything on my laptop I was
observing and seeing during the event and then [ used an observation template
to compile the observation data and identify aspects worthy of significance and
relevance. My observations diary also served as field notes where I recorded how

[ felt and reacted to the observations and experiences of being in the field.

In addition to the non-participant observations that I conducted, I was also in a
continuous informal observation and interview role. This was due to my position
on the process evaluation team based in Zimbabwe, and my PhD in family
planning. Specifically, CHIEDZA providers at any given moment would walk into
my office to inform me about events that would have happened at CHIEDZA,
either about CHIEDZA or about family planning more specifically. The CHIEDZA
operations and research offices were in a Harare suburb and the CHIEDZA

providers would meet at these offices at the beginning of every workday to
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collect their supplies before going to the intervention communities. They would
also come to these offices at the end of their workday to drop off supplies, as well
as once a week on Fridays. Fridays was the day for meetings and restocking
supplies, and providers did not provide services on this day. I worked primarily
from the offices, and then went to the intervention communities when collecting
data. It was during these moments that we intersected at the office, that the
CHIEDZA providers would come in to tell these occurrences and experiences to
me and/or the CHIEDZA project manager who I shared an office with. These
occurrences provided micro-context details and data that | may never otherwise
have been aware of, was I not in this position. For example, at the height of the
national shortage of contraceptives period, one of the providers came to inform
me at the office that, as CHIEDZA was running low on COC, and PoP, women were
willing to get whatever method was available/still in stock. These were

commonly recorded in fieldnotes, described in Section 3.4.4.

3.4.3 Meeting minutes

Since the trial’s inception, the CHIEDZA providers and the research/management
teams convened once every month to discuss the trial. These meetings usually
consisted of presentations on routine uptake data of CHIEDZA services, working
through any challenges with service delivery, including any data errors that
might need to be addressed; as well as discussing any interesting or unexpected
client cases that the providers would have come across. The latter allowed the
providers to discuss how they could address and support such cases in the future,
to be able to provide more client-responsive services. One key objective of these

meetings was to have them be a co-creative and collaborative space for the
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providers and research/management teams to work through research and/or
implementation problems to find solutions, and/or opportunities for adapting
the intervention so that they could continuously improve the CHIEDZA
intervention. This objective was not always achieved. There were perceived and
real professional hierarchies and power dynamics between the implementation
team and the research/management teams of CHIEDZA. This sometimes resulted

in the providers participating with limited engagement.

[ attended most of these meetings. | had both a participant and non-participant
observation role. For participant observation (62), I contributed to the meeting
mostly by asking for clarification, making process related inquiries or providing
process interpretations from data already collected for some of the issues that
would come up. For example, there was often concern that the service uptake
data presented in these meetings showed that family planning uptake was low,
and [ would provide qualitative interpretations including the belief in only post-
partum contraceptive use and the need to prove and protect fertility (see Chapter

7 findings).

My non-participant role usually consisted of me taking the meeting minutes in
detail as they were a data collection tool for real time experiences of not only
what was being implemented, but also the work culture and environment in
which CHIEDZA was being implemented. An abbreviated version of these
meetings was shared with the broader team using the meeting template for the
trial. The dual observation role and the outputs from it, were an example of my

process evaluation findings contributing to ongoing adaptations of the
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interventions. For example, after sharing the prevailing beliefs around fertility
and post-partum contraceptive use, youth workers were encouraged to speak
about these during the health education sessions; and providers to anticipate

addressing this during family planning conversations with clients.

3.4.4 Field notes

Field notes are essential for documenting immediate context, and conversations
during the data collection process (63). As a researcher on the process evaluation
team, primarily based in Harare Zimbabwe during the 2.5 years of the CHIEDZA
intervention, I was able to immerse myself in the data collection through
interviews, observations, meeting minutes and field notes. Due to my continued
presence, and clearly established role as a member of the process evaluation tool,
CHIEDZA providers would often randomly and unprompted inform me in real
time, about events or experiences happening in the CHIEDZA communities. This
formed their consent for me to incorporate them into my data analysis. They
perceived or thought this data/knowledge was relevant for the CHIEDZA process
evaluation more broadly, as well as for my understanding of family planning. In
this aspect my role as researcher became a unstructured data collection tool (63),
and the data became detailed field notes that I would draw on to inform

qualitative interview research questions and/or points of inquiry.

Contextual information also became part of my field notes for my PhD. This
ranged from notes about broader CHIEDZA intervention conversations that could
influence the family planning component; national events associated with family

planning; notes from broader stakeholder meetings that may assist in
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contextualised interpretation of my study findings, as well as notes and ideas

arising from conversations with my supervisors and colleagues.

3.4.5 Qualitative Data Analysis

All interviews were audio recorded conducted in Shona, Ndebele or English
according to participant preferences. They were then transcribed in English. Due
to time and resource constraints interviews were neither transcribed in their
original language or translated from one to the other (except into English). This
decision was mitigated by the fact that the transcribers were fluent in both
English and the languages of the interviews. I had the support of two research
assistants who helped with both data collection and transcribing the interviews.
[ transcribed some provider interviews in phase 1 of data collection; and the
research assistant did the rest. To ensure rigor, I would select a sample of
transcripts by the research assistant and listen to the audio files to check for
quality and accuracy in the transcripts. This quality-check process would also
trigger my analysis, as data summarisation and interpretation would occur

during these listening and checking sessions.

As described when outlining my epistemological position in section 3.1.2, critical
theory aims to critique the organization of the social world and the space that
science occupies in trying to understand the social world, (34, 64) and the
generation of knowledge in that world. In this study’s case, the interchanges
between myself and the family planning intervention, its beneficiaries, providers
and management within a social world, shaped more informed knowledge as this

knowledge was mediated and therefore dependent on the values of researchers,
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participants, stakeholders, communities (34, 65). In my analytical processes,
critical realism was complemented by post-positivism which assumes that an
imperfect reality exists that can be shifted and objectivity is not ultimate (34, 65).
The two reinforced each other due to their focus on how context influences and

shapes knowledge, which is assigned meaning by participants in a social world.

My analytical processes were guided by a thematic analysis approach to make
sense of the qualitative data in this study (66, 67). This study’s research questions
were largely explorative in nature- seeking to examine, investigate and
understand occurrences and experiences. Therefore thematic analysis was the
appropriate approach to support this exploration (68). The detailed analytical
processes are described in each of the manuscript chapters presented in this

study.

More specifically, I utilised a reflexive thematic analysis approach (69) to engage
with the data that I was collecting. I chose this approach because it was
conceptually sound, pragmatic and aligned to the data collection and analysis
strategy | was employing for the study. Reflective thematic analysis, like
qualitative content analysis, has been known to work for research situations that
are atheoretical or theoretically flexible (38, 69). [ was collecting my data and
analysing it in real time, through an iterative, emergent, and reflective process.
As described through the data collection processes and experiences in section
3.4, context was pertinent in my reflexive thematic approach, including the
relationships within context, between myself, the intervention, participants,

stakeholders, and the community. Context and relationships are non-static and
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can shift or change. [ transferred the pertinence of context and relationships that
[ had in the data collection process, to my analytical approach as well. Therefore,
[ needed an analytical approach that was theoretically flexible as I had several
implicit and explicit theories at play in my research design, procedures,

questions, and my epistemological assumptions.

The reflexive thematic approach was also familiar to the way I work. It also
supported the research strategy that I had co-founded with my supervisors,
which was that I would analyse, summarise, and interpret data as it was being
collected, (and not at the end). This strategy is similar to a reflexive thematic
approach which involves considerable analytical and interpretive work from the
researcher during theme development. Coding is recognised as being subjective,
occurring in organic and unstructured ways as I gain deeper and more
understanding of the data that is being analysed. With this approach, the
researcher is not separate from the themes but rather, the themes generated are
mediated by the researcher’s engagement with the data including the
researcher’s (me) values, skills, experience and training that they bring to the
theme development process (70). The approach involves six key stages:
familiarisation; coding; generating initial themes; reviewing and developing
themes; refining, defining and naming themes; and writing up (70, 71). These
stages complement the way that [ approached making sense of the qualitative

data.

To familiarise myself with the data, I analysed it manually first. After manual

reading and coding, I then in cooperated word processing for data summaries

125



and analytical memos and excel spreadsheets to organise themes, subthemes,
and associated quotes (72). Data summaries assisted me in describing the data
that [ was collecting, and beginning to code and interpret this data (73). For the
inductive part of the coding analysis, the constant comparison method was used
to explore the data as well as different data sets and develop the initial coding
into categories (67, 74). Analytical memos enabled me to extend my
interpretations and analysis further, often triangulating data sources to begin
understanding the findings and the research questions that were being explored
until thematic saturation was reached (75, 76). These analytical memos were
often developed in parallel with the excel spreadsheets of emerging themes and

associated quotes.

[ utilised Nvivo software (77, 78), in the first phase of data collection, and
recognised that it did not suit my researcher style. While the software helps in
organising my data and ensuring easy access to it, I thrive better with the hands
on approach afforded by manual coding (72). The manual nature of the approach
[ used assisted me with analysing often large amounts of qualitative data, and
writing things down, which helped me remember, identify, interpret, understand

and make linkages across the data set.

3.5 Quantitative data collection and analysis

This thesis was a qualitative one. The quantitative data that is presented in this
PhD is descriptive routine family planning services uptake data from the

CHIEDZA trial. This data was collected as part of service provision during
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implementation; and analysed, upon request by the Data team in CHIEDZA. These
descriptive analyses are shared in the background chapter (chapter 1); as well as
the linking sections (background sections for a manuscript) in the Findings
chapters; and in some parts of the discussion section. These data are provided to
give background and contextual understanding of the family planning

intervention that was then qualitatively evaluated as my PhD.

3.6 Triangulation of data

Data triangulation occurred from the multiple qualitative sources: field notes,
interviews, and observations (79, 80). Combining interviews and observations is
a common form of triangulation (79) that permits fuller participation in the
research endeavour. For example, CHIEDZA providers or clients would mention
in the interview that wanting to provide integrated, youth-friendly mixed
methods family planning services for the young people in CHIEDZA resulted
respectively in them feeling overworked, and for younger people long wait times.
[ would then go and observe in the field and find that a young woman had to wait
4-5 hours for her LARC consultation, and still was not able to receive the services
that she needed. I was able to more fully appreciate the circumstances
surrounding particular experiences and demonstrate how the interest in, and

focus on context informs insights about what interventions need to respond to.

3.7 Reflexively doing field work

Reflexivity is a necessary feature of qualitative research (81). I, as the researcher,

was a key figure in the collection, analysis and interpretation of the data (82).
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Moreover, as already described, this PhD work was beyond intellectual and a
moral passion on my end. Prior to beginning my PhD journey, I worked at the
intersection of SRH research, policy, and advocacy for AGYW. This has shaped my
academic and professional career. These parts of me came along for my PhD and
formed the foundational aspects for why I chose this research topic as my PhD I
knew that the reasons I chose to do a process evaluation of family planning was
beyond getting methodology or process evaluation skillsets, but rather it
spanned my interest, exploring literature gaps, as well as being driven by

personal experiences (83).

With this research position that I occupied, it is often encouraged that one
nurtures distance from the participants and data to acquire deeper insights and
understanding while also experiencing personal and professional growth in the
process (84). By which [ meant I felt that there was a risk that [ was ‘too close to
my data’ and sometimes feeling like I couldn’t move beyond that ‘closeness’. This
indicated a tension I faced in managing my position as a family planning
researcher, while maintaining some distance from the participants (providers
and clients) that I saw and interacted with quite frequently. I managed this
tension in a few ways. Firstly, while the providers could see and access me often
at the office, I was not always at the CHIEDZA centres where they provided
services to the clients- which meant that I only saw the clients on the times [ went
to the field. Additionally, after going through and analysing transcripts once, I
would leave that analysis often for at least a few days and sometimes more, and
go through the analysis again at another time, to see if my interpretations of the

data remained the same or had evolved.
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However, the conscious presence of this continuous tension was beneficial to my
data interpretation as | navigated participants’ perspectives about family
planning, together with my own. I consistently shared or discussed my data with
both my supervisors, who by virtue of not being in Zimbabwe, could maintain
distance and critically engage with my interpretations of the data, in ways that

could ease the tension, and dilute the ‘closeness’.

There have been diverging viewpoints about the appropriateness of having
personal interests and experience on a topic as the starting point of research
endeavours, but other scholars have noted this as an acceptable and unavoidable
place to begin in (83, 85, 86). While some scholars have iterated that it is
necessary for health research to be steeped in social justice and driven by desire
to redress inequity and injustice (2) (page 54). This can sometimes imply that a
researcher must take a position within a binary of ‘justice’ or ‘injustice’. Rather
than pick an arbitrary side, I have used where I started my research journey from
and acknowledging my personal interest and experience in family planning, to
continuously ask myself what this research can contribute to understanding

family planning interventions for young people.

During the research process, | was aware that the interview processes for
example, that I took part in would be more than just gathering information but
where a construction of reality co-created by the participants and the researcher
(me). As I described in section 3.4.1, [ often shared my own experiences, and in

other instances like the narrative style interviews I was a sounding board
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listening to young women’s perspectives. The result of such experiences was
often reflections on my part, of how the interview shifted my thoughts,
viewpoints, and theories, leading to the construction of next phases of
research/inquiry. For example, as mentioned in the discussion section of Chapter
7, talking to young women about their contraceptive decision-making processes
made me reflect that as a public health interventionist, providing accessible, high
quality family planning interventions will only work for young women who show
up to engage with the intervention. There is much more work that needs to be

done to motivate engagement.

While I may have been a researcher with a specific skillset to conduct this work,
[ am also a person with certain beliefs and values that contributed to the
knowledge creation in this body of work. Hence because of the research
approaches, activities, and decisions I made that have been described in this
chapter, the critical and post positivism theories were implicit approaches used

throughout this research journey and experiences.

3.8 Ethical considerations

The study’s ethical approvals were embedded in the broader trial’s ethics
application packages. Ethical approvals were obtained from Medical Research
Council of Zimbabwe (MRC/A/2266), London School of Hygiene and Tropical
Medicine (14652), and Biomedical Research and Training Institute
(AP144/2018). All participants provided written consent and voluntarily agreed

to participate in the study, before any interviews were conducted. CHIEDZA
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received a waiver from the ethics bodies to be able to offer health services to
young people aged 16-18 years without parental consent (87). It is on this same
mandate that this age group when participating in interviews could also provide

written consent without parental assent.

Before a data collection event could occur, the process evaluation study was
explained to the participants as being separate from but complementing the
CHIEDZA intervention; and that it allowed the researchers to understand how
participants were experiencing the intervention, and whether or not they
considered it appropriate so that if possible, improvements could be made to
CHIEDZA. This explanation would also include why that particular data collection
phase was happening and an overview of the questions that would be asked. The
participant was then provided with a consent form in a language of their choosing
and given time to read through the study information sheet and consent form
before signing. After both the participant and researcher signed the consent form,
and with permission to record, the interview would begin and again the
participant was asked to confirm on audio that they agreed to participate in the

interview. The rest of the interview would then occur.

Qualitative research, in common with much research, is an ethical exercise, but
specifically so because it fundamentally inquires into people’s lives such that
ethics in practise considerations are experienced. Several ethical considerations
have already been alluded to in this chapter, including negotiating my
relationships/positions with youth clients by sharing my own experiences

during an interview; and not reporting on demographic information of the
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providers as they were a very small group and there was a need to maintain
confidentiality. In addition, some ethical considerations also occurred due to the
influence of transitioning my role to being full time process evaluation, after
having been part of the management team, as already described in sections 3.4

and 3.5.

At the beginning of the CHIEDZA trial, as I transitioned from being both a
coordinator and process evaluator to only doing the process evaluation, I had to
conduct a focus group discussion (pre-COVID-19) for the broader CHIEDZA trial,
during a time when the providers felt under pressure to successfully implement
the complex CHIEDZA intervention. In the FGD, few providers spoke, and I could
sense that there was more they needed to say, but were not saying. I decided to
stop recording the FGD, and have a narrative conversation, taking detailed notes
instead. Only after stopping the recording did the providers inform me that they
still felt I was part of the management and would report any criticisms of the
intervention, if they informed me. [ had to explain again the goal of the process
evaluation study, and my role in it- which in part was to understand any criticism
of the intervention as provider acceptability of it is important for intervention
delivery. The detailed explanation, and not being audio-recorded, seemed to
work. We had a detailed, quality FGD for which I could only write detailed notes.
Some of the findings from this FGD were a critique of the intervention, and the
trial management. To maintain their anonymity, I presented these critiques as
findings from the FGD with no identifying information, to the

research/management team. [ returned with feedback for the providers, based
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on our FGD, and this helped in delineating, and making my role in process

evaluation more explicit.

My research study was inquiring into sensitive topics in young women’s lives:
contraceptive use, fertility, and access to family planning services among other
topics. In revealing their stories and lives during the interviews, some
participants did allude to issues of domestic disturbances for example “my
partner and I were always fighting and shouting”. However, in all the situations
where potential harm was revealed, the clients also informed us when describing
CHIEDZA and its effects on them, that they come to CHIEDZA to see the counsellor
about that same issue, and things were improving. Due to the privacy and
confidentiality ethical mandates of both the process evaluator and the
counsellors who had to protect their clients, I could not ask/confirm with the
counsellor if such clients had been counselled or referred elsewhere for
additional support. In these instances, their self-reported support structures

were taken as is.

My very visible role as a process evaluator also came with some ethical
considerations. [ had to put a lot of effort in ensuring that participants always
knew and remembered that [ was doing the process evaluation for the study,
since I was easily accessible to them, and them to me. This was important for the
informal observations and interview role that I continued to have throughout the
trial as all parties involved were aware that usually when I am asking questions

about the intervention ( which I tried to always precede with ‘this is for the
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process evaluation’), or they are telling me information about the intervention it

would be data/information for the process evaluation study.

3.9 Summary

This chapter followed from the end of chapter 2, that established the relevance
of process evaluations in illuminating what may work (or not) for young people’s
SRH interventions. This chapter began by explaining process evaluations,
including some of the significant frameworks that have been used to guide the
implementation of process evaluations. A brief overview of some of the process
evaluations on SRH interventions specifically for young people, that have been
conducted was also provided. The chapter then proceeded to describe the
process evaluation methodology deployed for this study. In this process I
explained the academic, professional and or personal rationales, and processes
that guided the data collection and analytical decisions that were made over the
almost three years of data collection and analyses that produced the four

chapters of findings/results that are about to be presented.
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Chapter 4 : Fidelity, Feasibility and Adaptation of a Quality
Family Planning Intervention for Young Women in
Zimbabwe: Provider Perspectives and Experiences

Overview

This study describes how the family planning intervention in CHIEDZA was
implemented, including describing the adaptations that were made along the

way and the contextual influences which prompted these adaptations.

The data used for the analysis in this chapter were collected throughout the trial.
This study focused on the experiences of the health care providers who delivered
family planning services in CHIEDZA. Often times when designing and
implementing youth interventions, the focus has been dominantly about what the
young people want and the providers who have to deliver on this ‘want’ are side
lined. I wanted to make sure my PhD, as much as possible, also included the
voices of the implementors who determine how accessible an intervention can

be through their control of service provision factors (1, 2).

It is the last manuscript that [ put together for this PhD as I waited until the trial
had almost come to an end, to be able to examine the complete implementation
narrative. | have placed this manuscript as the first chapter of the findings in this
PhD because it sets the foundation for this research by providing a description
and explanation of what, why, when, and how the family planning intervention

was implemented, including a description of the intervention’s logic. This is
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important to talk about first, because the rest of the chapters (findings) are

situated within this intervention.

The upcoming manuscript has been submitted to the Global Implementation and
Research Application Journal and is under peer review. The referencing style in
the upcoming manuscript has been reformatted for the purposes of this

document
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Abstract
The CHIEDZA trial evaluated an integrated package of HIV and sexual and
reproductive health services for young people aged 16 - 24 years in Zimbabwe.
The family planning component aimed to improve access to information,
services and contraceptives delivered by trained youth-friendly providers
within a community-based setting for young women. Responsive adaptations
were part of the intervention design rationale (Barratt H et al.,, 2016;
Greenhalgh et al., 2004). We investigated the factors influencing
implementation fidelity, quality, and feasibility using provider experiences and
perspectives. We conducted provider interviews (N=42), non-participant
(N=18) and participant observation (N=30) of intervention activities. The data
was analyzed thematically. CHIEDZA providers were receptive to providing the
family planning intervention, but ‘outer setting’ contexts (Damschroder et al.,
2009) caused challenges to the intervention’s fidelity. Strategic adaptations
were required to ensure service quality of contraceptive methods choice in a
youth-friendly context. These adaptations strengthened service delivery but
also resulted in longer wait times, more frequent visits, and variability of LARC
provision which depended on target-driven programming by partner
organization. This study was a practical case of how process evaluation as a
method in implementation science makes tracking responsive adaptations vital.
Anticipating that changes will occur is a necessary pre-condition of strong
intellectual evaluation and tracking adaptations ensures that lessons on
feasibility of design, contextual factors and health system factors are responded

to during implementation and can improve quality. Contextual factors are
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unpredictable, and implementation should be viewed as a dynamic process

where responsive adaptations are necessary, and fidelity is not static.

Keywords: implementation, fidelity, adaptation, feasibility, quality, family

planning services, young people, Zimbabwe.
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Fidelity, Feasibility and Adaptation of a Quality Family Planning Intervention

for Young Women in Zimbabwe: Provider Perspectives and Experiences

Barriers to young people’s access to sexual and reproductive health
(SRH) services in sub-Saharan Africa have been well documented and remain a
challenge (Denno et al., 2015; Kennedy et al., 2010; Phillips & Mbizvo, 2016).
Despite numerous interventions to address family planning for young women,
utilization remains persistently low (MacQuarrie, 2014; Mutumba et al., 2018).

In Zimbabwe, the unmet need for family planning among young
unmarried sexually active women is 37% (15-19 years) and 17% (20-24
years), compared to the national unmet need of 12.6% (Zimbabwe National
Statistics Agency & International.,, 2016). Negative attitudes and judgmental
health providers dissuade young people from seeking SRH care (Amnesty
International, 2018). Despite the Ministry of Health and Child Care (MoHCC)
prioritization of adolescent SRH in key planning documents, youth-friendly
integrated SRH services remain largely inaccessible for young people (Ministry
of Health and Child Care, 2016a, 2016b), and are offered vertically with limited
integration (Church & Mayhew, 2009; Warren et al., 2017).

CHIEDZA is a pragmatic cluster-randomized trial investigating the
impact of community-based integrated HIV and SRH services for young people
aged 16-24 years on population-level HIV outcomes. The trial was conducted in
three provinces in Zimbabwe: Harare, Bulawayo, and Mashonaland East (Dziva
Chikwari, 2022) with each province having four intervention and four control
clusters. Harare and Mashonaland East are primarily Shona-speaking provinces,

whereas Bulawayo is predominantly Ndebele-speaking. The intervention was
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implemented for 30 months in community centers in each cluster by a team that
included nurses, community health workers (CHWs), counsellors and youth
workers. CHIEDZA was conceived based on the rationale that offering youth-
friendly, integrated (one-stop-shop) HIV and SRH services outside of facility
settings (community-setting), would increase engagement with, and uptake of
services by youth (Dziva Chikwari, 2022). Family planning is one component of
the CHIEDZA trial intervention. [t was anticipated from the outset that
adaptations would be required during the trial to respond to contextual issues
across settings (Barratt H et al., 2016). As part of the trial, a process evaluation
was conducted alongside delivery of the intervention as a recognized method to
understand realities of implementation, including whether, how and why the
intervention operates as anticipated (Moore et al., 2015).

Process evaluations have become an integral element of evaluating
complex interventions that are multi-component and context-dependent
(Moore et al., 2015). They seek to understand what is working, for whom, when
and how (Oakley et al., 2006). Process evaluation concepts have existed since
the 1960s and have developed and diversified over time and some of the key
concepts like implementation, fidelity, are also implementation research
concepts more broadly (Quasdorf et al., 2021; Rabin et al., 2008). One of process
evaluations and implementation research’s intended aims can be to anticipate
and enable adaptations (Greenhalgh et al.,, 2004; Moore et al,, 2021).

During interventions, frontline providers play a critical role in
determining the intervention’s feasibility due to their willingness to deliver
planned activities (Amoakoh et al., 2019; Sekhon et al., 2017). Providers’

readiness to accept the intervention is a determinant of feasibility where their
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skill and motivation are key to devising and ensuring that an intervention is
acceptable to its recipients (Sekhon et al., 2017). Therefore, providers are
critical informants for capturing the implementation processes of an
intervention (Damschroder et al., 2009). This paper examines the perceptions,
experiences, and opinions of the frontline providers in CHIEDZA, and
represents a component of the broader process evaluation.

The aim of this study was to address the complexities of implementing
family planning and the adaptive processes adopted in response. To do this, we
sought to: (1) assess whether the family planning intervention within CHIEDZA
was implemented as intended (fidelity); (2) understand the feasibility of
implementing the intervention; (3) assess quality of the intervention and
identify unintended consequences; and (4) examine the contextual
underpinnings of fidelity, feasibility, and quality.

Family Planning in CHIEDZA

The family planning service delivery model (Figure 1) in CHIEDZA aimed
to contribute to the MoHCC'’s goal of providing accessible family planning
services to young people, with a focus on provision of long-acting reversible
contraceptives (LARCs) to increase access to and use of family planning by
young people (Ministry of Health and Child Care, 2016a). The delivery model
aligned with the MoHCC’s systems through procuring commodities through the
government’s supply chain and reporting family planning uptake to MoHCC
registers. In Zimbabwe, Secure is the brand name of the progesterone-only
contraceptive pill (POP), Control is the brand name for combined oral
contraceptive pills (COC), Jadelle is a brand name for an implant and Depo

refers to the Depo Provera injectable. To become a family planning nurse,
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qualified nurses must undergo government-run family planning-specific
training. While most nurses can offer oral contraceptives, LARCs (implants and
[UCDs) can be provided only by nurses trained in family planning through a
government program.

Young women attending CHIEDZA could hear about available family
planning services from youth community mobilisers, the youth workers at
CHIEDZA or the service providers (CHWs or nurses) at the CHIEDZA sites. Every
young person who entered the health booth was offered HIV testing and
treatment if applicable and risk reduction counselling as well as condoms,
management of sexually transmitted infections, referral for voluntary male
medical circumcision (for males), and health counselling services and menstrual
health education and products (for females). Female clients were offered family
planning services including information, education, and counselling, as well as
oral contraceptives (COC and POP), Depo, emergency contraceptives (EC) and
pregnancy testing. First time users of oral contraceptives were initially given a
one-month supply to enable monitoring of side effects. Thereafter, three
monthly supplies were given. The LARCS were provided by a non-governmental
organization, Population Services Zimbabwe (PSZ), which employed
government-trained nurses.

When PSZ was located at CHIEDZA centers, they also offered services to
older women (over 24 years), and therefore they had to operate in a separate
booth to avoid diluting the focus on youth. The nurse provided the first
consultation, counselling and information on all family planning products and
services offered at CHIEDZA and PSZ. Clients then selected and were provided

with their contraceptive or service of choice. At subsequent visits, they could
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receive contraceptive pill refills from CHWs. Those who used injectables and
experienced any complications/side effects were always served by nurses.
Outside of the CHIEDZA community centers, information on the available family
planning services were also offered via community mobilization efforts by
youth champions, which included flyer distribution and peer-to-peer
interactions.

The family planning intervention’s logic model as initially envisioned,
specifies the pathways to change below (Figure 1).

Methods

Study Design: Process evaluation

We used the Medical Research Council’s process evaluations framework
that looks at implementation, mechanisms of change and context of complex
interventions (Moore et al., 2015). This component of the process evaluation
study investigated implementation. To describe and understand
implementation and adaptation processes we focused on three evaluation
components: 1) fidelity 2) feasibility and 3) quality of the service being
delivered. Fidelity refers to the extent to which an intervention is delivered as
intended (Moore et al,, 2015). While we examined fidelity within a process
evaluation, it is closely linked to the broader field of implementation research
(Rabin et al., 2008). In the case of CHIEDZA, adaptation was included as an
ongoing part of the intervention design (Figure 1), and regular team meetings
were in place for both decision-making and documentation of agreed changes.
Thus, in our process evaluation, fidelity refers to the adapted implementation
model as re-designed over time. Feasibility is often examined as part of pilot

studies, to determine to what extent a departure from fidelity is due to supply-
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side challenges or gaps (McLeod, 2021). While “feasibility studies” sometimes
refer to pilot interventions, the viability of provision remains relevant
throughout delivery of any intervention, necessitating feasibility as a key
component of a process evaluation. Quality refers to whether providers were
able to provide youth-friendly, non-judgmental, time efficient, integrated, family
planning services with adequate choice of contraceptives. These components
may directly or indirectly affect each other and subsequent outcomes.
Eligibility and Participant Recruitment

Health providers from the three provinces were eligible to participate in
the study. Purposive sampling ensured that there was representation of each
cadre of health provider (CHW, nurse, counsellor, youth worker). All invited
providers agreed to participate. At each phase of data collection all cadres of
providers were interviewed and repeat interviews with at least one nurse,
CHW, youth worker and counsellor were conducted to gauge changing
perspectives over time.
Data Collection

Interview topic guides and observation guides were the main data
collection tools. The main qualitative researcher (CM) was located with the
CHIEDZA trial since its inception, and the CHIEDZA providers interacted with
her frequently, leading to an established rapport.
Provider Interviews

Between April 2020-November 2021, 42 interviews with 27 CHIEDZA
providers were conducted. Data was collected at three time points (Table 1).
These time points ensured that the process of adaptation and related

adjustments, implementation, and feasibility over time, as well as dramatic
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contextual shifts (COVID-19) in intervention delivery, could be captured. Each
data collection phase built upon the previous one through an iterative process
(Table 1). Topic guides had open-ended questions. The phase one interviews
(n=16) sought to understand, very broadly, the family planning issues or
concerns that young people raised with providers at CHIEDZA. The phase one
(n=15) interviews explored providers’ perceptions of the service delivery
model and its implementation. The phase three interviews (n=11) were
conducted at months 25/30, when the CHIEDZA intervention was ending and
focused on providers’ reflection on family planning services over time (Table 1).
All interviews were audio-recorded.

All phase one interviews occurred during the first week of COVID-19
lockdown and were telephonic. For these, written consent was obtained during
the last in-person team meeting two days before interviews began. The lead
researcher (CM) contacted those who had consented to arrange telephonic
interviews. Twenty providers consented and 16 were interviewed: two did not
respond to contact attempts, one was an oversampled cadre (CHW), and one
was excluded based on their temporary position on the team. Phase two
interviews were conducted during a less severe lockdown that still restricted
intercity travel, so interviews were either in-person or telephonic. With the
intercity telephone interviews, a local research assistant obtained in-person,
written consent from the providers in the province to which we could not
travel. CM then conducted the interviews telephonically as in Phase one. The in-
person interviews were conducted by CM and RN after written consent had
been obtained. Phase three interviews were conducted in person by RN and PN,

during moderate lockdown measures, with providers who gave written consent.
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All in-person interviews took place in private rooms at the research offices on
days that the providers did not have to be at the community centers providing
services.

All interviews were conducted in either English, Shona, or Ndebele,
depending on participants’ preference, and transcribed into English. Each
interview took between 30-100 minutes. All transcripts were anonymized to
maintain confidentiality.

Non-participant Observations at CHIEDZA Community Centers

The purpose of visits to CHIEDZA centers was to observe how providers
implemented family planning services, including interactions with provision of
other SRH services. The researchers did not participate in service provision.
Observations enable the examination of contextual influences (Tashakkori &
Teddlie, 2010) and we assessed interactions between providers, community
members, youth clients, and the family planning service. Field notes, guided by
an observation guide, were written immediately in real-time. They were then
reviewed and written up into a more detailed description 24-48 hours later
(Walford, 2009; Wolfinger, 2002).

Participant Observations and Meeting Minutes

Participant observations and minutes of meetings between the research
and implementation (CHIEDZA providers and coordinators) teams (n=30)
occurred between April 2019- December 2021. CM or RN attended meetings as
both a participant contributing to the team discussions (participant role) and a
researcher observing and taking notes and minutes. The observations and

meeting minutes captured real time experiences and perspectives of providing
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family planning services, including any decisions made by the broader team to
adapt/change the implementation model for improvement.
Data analysis

CM familiarized herself with 42 transcripts, 30 meeting documents and
18 observation summaries. Thematic analysis was employed, and initially
descriptive codes were arranged into emerging inductive themes, compiled in
data summary notes. Summaries were further developed into analytical memos
exploring connections between phases, highlighting significant themes and
distilling ideas that materialized (Birks et al., 2008). Themes included
perceptions of the family planning service delivery model, barriers, facilitators,
and recommendations for implementation; client flow for family planning;
service provider roles and responsibilities; commodity availability; and fidelity
to the implementation strategy and intervention. The analytical processes were
iterative and occurred as data was being collected with phase-to-phase
comparison of emerging themes. The collaborative analytical process involved
discussions amongst CM, SB, and |B.

Results

Implementing the family planning service delivery model

According to the providers, the CHIEDZA family planning service
delivery model was based on the hypothesis that if provided with adequate
information, young women could make an informed decision on their
contraceptive method of choice. Information on family planning methods was
provided to clients at various points of the CHIEDZA client flow, from the youth
workers at first point of contact who gave health education talks, then the CHW

in the health booth, and then the nurse who prescribed the method. Across the
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different points, this information varied in depth based on the expertise of the
provider. The providers considered the intervention to be broadly appropriate,
and they clarified that they spent time and effort informing clients about each
contraceptive on offer, and the side effects so that clients could make informed
contraceptive decisions
“When a client came, they would see the youth worker and we would
talk about what we offer at the social area first then when they got into
the booth that’s when they would tell the CHW which family planning
method they wanted personally. The CHW will also tell the client the
methods available that very day if PSZ wasn’t there. So, the methods we
usually offered when PSZ wasn’t there were the Control, Secure, and
Depo and then the client would choose what method they wanted...the
CHW would properly explain that if they want more detail on the
methods, they will get it in the nurses’ booth..When they come to my
tent, [ would ask them what they know about the method they have
chosen... When you explained the side effects [Depo for example] that’s
when they would switch to another method...” (Harare, IDI02, Phase3)
Providers noted that they also invited clients to ask questions about
family planning or contraceptives. In some instances, providers were asked to
verify or deny information about contraceptives that clients heard. Sometimes,
providers felt that they did not have adequate responses or answers to these
questions, which for them, compromised their ability to provide quality
information to young women. However, over time, experiential learning

improved their knowledge of family planning and contraceptives.
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"It [knowledge of family planning] has improved so much! It has! Now I
am partly responsible in helping clients choose their family planning
service that they may think is suitable for them” (Bulawayo, IDI04, Phase

2)

Factors Affecting Implementation

Implementing the family planning intervention was affected by
significant factors and events that influenced where, when, and how young
women received, and providers delivered the intervention (Table 2). Affected
intervention components included contextual events in Zimbabwe, and
partnerships within the intervention.

Events in Zimbabwe

This refers to contextual events that occurred in the country during the
implementation period and influenced how the intervention was implemented
and experienced by CHIEDZA providers.

National Contraceptive Shortage. In September 2019, a national-level
shortage of all contraceptive commodities was announced. At this point, CHIEDZA
was procuring contraceptives from private suppliers (Table 2), and the availability of
family planning commodities at CHIEDZA was affected. In the lead up to the
announcement, CHIEDZA providers experienced occasional stockouts of some
contraceptives (COC) which increased demand as there was now limited supply.

"If you come to our site and see the numbers of people who are not

eligible who would have come to get family planning services you will be

shocked...I remember a policewoman came in her uniform and said I

have come because I need family planning... She was pleading with me

saying ‘she is a civil servant if you refuse to give me the family planning
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pills where do you expect me to get them from?’ But we couldn’t her

because she is above 24 years" (Bulawayo, IDI06, Phase 2)

To minimize the chances of stockout, CHIEDZA providers started
supplying one month of oral contraceptives instead of the recommended three
months’ supply.

“Giving someone only a month’s supply was a challenge but we knew

that a lot of people wanted the pills so we would offer a month’s supply

instead of offering three months” (Bulawayo, IDI05, Phase 3)

Many young women now had to inconveniently return to CHIEDZA every
month instead of every three months for oral contraceptive refills.

Covid-19 Affected Access to Family Planning. At the start of the COVID-
19 pandemic, service delivery stopped for six weeks (Table 2). According to the
providers, young women who were due for their monthly contraceptive refills during
this closure period, could not access CHIEDZA services.

“I am thinking about those women who have their review dates drawing

near in April and they would want to come but we are not there then

what will happen? Because they are reliant on us to provide that service

to them.” (Bulawayo, IDI1, Phase 1)

When CHIEDZA reopened, providers reported that they experienced
increased requests for pregnancy tests, and many of the women seeking
services in that month were coming for family planning services, as they were
not easily affordable in other places.

COVID-19 Affected Implementation Quality. Inmediately after the
intervention reopened, the workload increased for many of the CHIEDZA providers,

due to increased volume of clients. While CHIEDZA staff strategized so that they
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could continue to provide health services for young people, they felt overworked,
and exhausted.

"On workload you would find that these days you go, and you might

spend the whole day... and even to find food you would feel that you

cannot go and eat leaving the booth just like that and the clients
complaining that you are delaying us. There are some people who get
annoyed with the waiting period but there is nothing we can do because

there would be too many people." (Mashonaland East, IDI11 Phase 2)

The providers felt that the increases in workload jeopardized the service
quality they could offer to young people:

" So, the pressure on numbers [ wouldn’t lie it was now making us divert

from being a youth-friendly service because we were now chasing

numbers. Because at the end we would even ask the youth workers at
what number we are at and for real at the end of the day that became the

main question." (Bulawayo, IDI02, Phase 2)

Partnerships Within the Intervention

This describes the barriers and facilitators of working with another
partner (PSZ) to provide short-term and long-acting family planning methods
for young people in CHIEDZA.

Working with a Program Partner to Provide Commodities. The trial’s
pilot phase had established a need for LARCs and securing government supply of
family planning methods was a challenge. Therefore, when the implementation
period began (April 2019), CHIEDZA partnered with PSZ to offer both short-acting

and long-acting family planning commodities during service hours (Table 2).
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“We had a good working relationship [with PSZ]. They really assisted us
because at first, before we were in partnership with the PSZ guys, we had
clients who wanted long term but were disappointed because we could

not offer it.” (Bulawayo, IDIO5, Phase 3)

However, PSZ was not able to consistently come to every CHIEDZA site
during service delivery hours; and this left young women without ready access
to implants and IUCDs, and services like implant removals.

“Removals were the worst because there wasn’t any alternative unlike

when someone says they want jadelle but later switch to another family

planning that's available at the site. For removals clients simply wanted
it removed but still others did not have bus fare [to go to a non-CHIEDZA
clinic] and we could not provide them with the funds.” (Bulawayo, IDI03,

Phase 3)

Implant removals were a challenge even when PSZ was present at
CHIEDZA. CHIEDZA providers perceived that PSZ considered removals alone a
misuse of already limited resources, especially when the target outcomes are
implant insertion (uptake) and not necessarily removals. This constrained some
CHIEDZA clients who only wanted implant removals.

“The PSZ staff didn’t have kits and the packs to use so they would want

someone who wanted to remove an implant and reinsert it because to

them it wasn’t a target number or something like that...We had clients
who wanted to get implants removed but they [PSZ] would tell them that
they are not removing the implants on that day and the client should

come back tomorrow.” (Harare, IDI02, Phase 3)
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Additionally, if clients wanted implant removals but did not get their
implant inserted by PSZ, they were asked by PSZ nurses to return with proof of
when and by whom their implant was inserted, before getting the help they
needed.

Family Planning Training-to-Practice. To mitigate against some the
challenges being faced with the partnership model for providing LARCs, CHIEDZA
nurses were registered to receive government-run training to be able to offer all
methods, within CHIEDZA. This was a two-part training with a theory-based and a
supervised practical component. The nurses attended theory sessions run by a
parastatal government partner and found the training to be beneficial in capacitating
them to provide quality family planning services. However, completing the practical
component of the training was not feasible. For the practical, a theory-trained nurse
is required to insert ten implants and ten [UCDs under the supervision of designated
personnel. CHIEDZA nurses, could have done this practical with the supervision of
qualified nurses. However, this was not possible as partners could not spare
commodities to train colleagues during a national shortage.

“I did not do all the procedures [IUCD] for me to qualify... for one to do

these procedures they should at least have done ten procedures. With

[UCD I need supervision and about six procedures then I am good. I can

do implants though.” (Bulawayo, IDI0O5, Phase 3)

Although there was consensus that providing a range of family planning
modalities within CHIEDZA was optimum, this was not possible because of the
incomplete training.

Adapting the Partnership with PSZ to Ensure Provision of LARCs. As

CHIEDZA providers could not complete LARC training, and PSZ could not always
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be present on all CHIEDZA days, the service delivery model for family planning
was constantly adapted to ensure that as often as possible, young women had access
to the full range of family planning methods (Table 2). Instead of PSZ committing to
come to all CHIEDZA sites, the young women at CHIEDZA would instead be
referred to a PSZ site or clinic, that was not at CHIEDZA, for implants and ITUCDs.
“So now PSZ would come and if PSZ is not there we would refer them to
a PSZ clinic so that they would get checked first if it’s hormonal
imbalance or not and resort to using the loop” (Harare, IDI02, Phase 3)
According to the providers, establishing, and effectively implementing
and maintaining this adapted referral-based system was challenging. They
perceived that this system diverged from CHIEDZA'’s free, youth-friendly one-
stop-shop integrated model, as young women would have to go to a non-
CHIEDZA provider to access their contraceptive of choice. At non-CHIEDZA
facilities young women were not prioritised over existing/other clients and
sometimes these facilities did not have enough commodities and passed that
cost onto young women.
" So sometimes clients will need to bring their own sterile blades and at
times the client won'’t even have a dollar to buy the blade. it’s now the
same as saying that the service is no longer free as compared to when
they come on site to us. Now they have to incur transport costs and go to
the PSZ centers in the city or a specific place that they are referred to."
(Bulawayo, ID102, Phase 2)
Between July-September 2020, due to organization-level changes and

targets, PSZ was able to commit to bringing its services to the CHIEDZA sites
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again, so that young women wouldn’t have to go to another place for implants
or IUCDs (Table 2).

"The lady [from PSZ] comes to every site we have... We first oriented her

about CHIEDZA services and our client flow. PSZ services are also for

free here, and there is no age limit for their services. So, a youth coming
through even for PSZ services only, first passes through the youth and
then they go through to the [health] booth. We talk to them and register
them in our tablets. If they want an implant, we direct them to PSZ. If we
are not busy one of us goes with them to PSZ so that we can also have the

hands-on experience of doing implants." (Bulawayo, IDI03, Phase 2)

As before, it was not always feasible for PSZ to be present at the
CHIEDZA community centers even when clients had been mobilized for LARC
services. The CHIEDZA providers perceived that this was due to differences in
ethos between CHIEDZA and PSZ. For them, PSZ was target driven (uptake of
contraceptives), whereas CHIEDZA was focused on youth-friendliness, such that
the small numbers of young women at CHIEDZA who requested LARCs would
be at the expense of PSZ'’s targets.

“When we got to our sites [ remember in [Cluster 1] and [Cluster 3], we

would get their clients already waiting for PSZ but then they would not

show up.... we would ask them why they failed to come, and they would
tell us that they went somewhere where a lot of clients turned up. We
told them that you are losing trust of people who are in our clusters and
want to access the service.... Their target were numbers and as CHIEDZA

we didn’t give them the numbers at all” (Harare, IDI02, Phase 3)
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Therefore, the availability of implants or [UCDs ranged from site to site
depending on if PSZ was present or not.

Maintaining Function but Shifting Implementation Strategies to
Improve Access. In some instances, when the PSZ team was not able to come and
offer LARCS, the CHIEDZA providers noted that they would pre-book CHIEDZA
clients so that they could come and be served with LARCs on a day that PSZ would
come for services

“Sometimes we would prebook clients and tell them to come on such a

date that would have been set by the PSZ people. Pre bookings were for

[CHIEDZA cluster 1], [CHIEDZA cluster 2] and [CHIEDZA cluster 3]”

(Bulawayo, IDIO5, Phase 3)

In other instances, the CHIEDZA providers would offer such clients the
methods that were available at CHIEDZA. These were not always the client’s
preferred choice, but clients took them up.

“Not all our clients preferred short term methods, and PSZ would

disappoint us a lot of times. A lot of clients would ask for the long-term

methods and say ‘if you give me the pills [ will forget. I need a method
that can stay for a very long time without remembering or forgetting’”

(Harare, IDI10, Phase 3)

Feasibility of Offering Long-Acting Reversible Contraceptives in an
Integrated Model of Care. Some of the providers considered the service delivery
model with PSZ to be a more suitable option for offering LARCs at CHIEDZA,
compared to being fully trained and having to provider the LARCs within the

CHIEDZA integrated care model. The CHIEDZA nurses felt that if they had to insert
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implants and IUCDs, it would compromise the quality of other HIV and SRH
services as they would not have adequate time to do it all.
“It would have been more work to insert long-term methods because you
have to practice the inserting technique and setting up with packs
involved. So, it was going to be added work for the nurse. That is why
PSZ focuses specifically on inserting and removing LARCs only because
you must watch out for infection and after every client you make sure
that the place is clean to make sure that the place doesn’t get infections”
(Harare, IDI02, Phase3)
Unintended Consequences of Intervention Adaptations
Responsive adaptations to the family planning intervention resulted in
unanticipated effects that are presented in this section.
Increased Duration of Consultation and Wait Times
When PSZ was at the sites, clients eligible for CHIEDZA but only needing
PSZ services still had to follow the CHIEDZA client flow before engaging with
PSZ services. In some instances, the researchers observed that young people
spent all morning at the centre waiting in line or in a long consultation
alternating between the CHIEDZA and PSZ booths. In one instance, a client who
wanted her implant removed waited all morning (~ 5 hours), only to be asked
to go home and return with proof of when and by whom her implant had been
inserted.
Discussion
Our study provides a case study on the complexities of delivering a
family planning intervention, and the adaptations made in response to these

complexities. We conducted an exploratory qualitative process evaluation study
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that sought to assess fidelity, feasibility, and quality of implementing an
integrated family planning service delivery model. Specifically, we looked at
CHIEDZA provider experiences, and the response to contextual factors in the
delivery of family planning services within CHIEDZA. Our study examined the
contextual elements like the national shortage of family planning and COVID-19
pandemic, that disrupted fidelity and catalyzed adaptation. Quality family
planning service delivery in CHIEDZA was envisioned as one that was free,
offering both short and long-acting reversible methods, and delivered by youth-
friendly, adequately trained providers. Our study describes adaptations made to
maintain this quality and the respective feasibility. Incomplete training for
CHIEDZA providers led to a change in the delivery model where another
organization had to be brought in to provide the full contraceptive method mix
for young women. This had unintended consequences around youth-
friendliness, wait times and provision of LARCS.

Our study investigated the concepts fidelity, quality, feasibility, and
adaptations. Some of these concepts straddle both process evaluations and
implementation research frameworks (Quasdorf et al., 2021). Assigning
theoretical allocations to these concepts was not central to this study’s goal.
Rather we sought to provide a case experience that was produced within a
process evaluation setting and illustrates how implementation fidelity can be
tracked, the viability of adaptations, and the impacts on feasibility and quality.

Our study demonstrated the implementation of a complex intervention
(Figure 1) within a complex set of partnerships/networks and a dynamic and
complicated context (Table 2). CHIEDZA's family planning intervention was

designed to respond to emerging challenges (Moore et al., 2021). Designing the
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intervention this way shifted the focus from fidelity as implementing the
original intervention, to having effective adaptations subsumed into measures
of fidelity that ensure integrity (Cannata et al., 2021; Ghate, 2016; Lanham et al,,
2013). Intervention integrity was the delivery of quality family planning
services for young women.

There have been opposing arguments about fidelity and adaptation, and
in trial instances, there is often an assumption that the components of an
intervention would be standardized, and fidelity to the standard is maintained
across all intervention sites (Moore et al,, 2015). In our case, unexpected
disruptions like the commodity shortage and COVID-19 led to program
adaptations. In the former case, the supply of oral contraceptives given to
clients was reduced, and in the latter, CHIEDZA was classified as an essential
service so it would not be closed during severe lockdowns. Implementation
research has begun to move away from qualifying fidelity/adaptation to
examining the impacts of intervention adaptations (Kirk et al., 2020). For our
intervention, adaptations were necessary, but feasibility remained a genuine
challenge throughout implementation.

Our study supports that fidelity and adaptation are not in opposition.
Implementation is itself a social process entangled in its context (Davidoff et al.,
2008) such that the meaning of ‘interventions as intended’ (fidelity) may differ
for the various stakeholders who have to adopt it within the same context
(Greenhalgh et al., 2004). Skilled implementers’ active attempts to make an
intervention more suited to its population or setting, should not be considered
poor fidelity (Bumbarger & Perkins, 2008), and can have an influence on users’

acceptability of the intervention. Our providers’ deviations from the original
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intervention design to responsively adapt, while remaining consistent to the
theoretical and functional underpinnings of the intervention (Brand et al., 2019;
Hill et al., 2020) may contribute to understanding interventions that are
context-resilient in the long run. Therefore, there is a need to support and
execute methods and evaluation designs that reflect the fluidity and often
unpredictability of social contexts.

Attempts to examine how different adaptations may enhance (or not)
the likelihood of interventions being transferable or scalable have remained
ambiguous due to a dearth in clarity when conducting and reporting
adaptations (Miller et al., 2020; Sundell et al,, 2016). Implementing the adapted
service delivery model in partnership with PSZ affected quality. Without PSZ,
the CHIEDZA nurse would have had to dedicate significant time only inserting
implants/ IUCDs, at the expense of other nurse tasks like sexually transmitted
infections and antiretroviral therapy care. Having a partner organization
available for insertions prevented the family planning intervention from
potentially obstructing the CHIEDZA integration model overall. When PSZ was
present, they were able to merge into the CHIEDZA model well enough and offer
LARCs to CHIEDZA clients. On the other hand, their inability to provide
commodities on every CHIEDZA service day and the target-driven nature of
their work, diluted the intended quality components of CHIEDZA like short wait
times, ready availability of full range of family planning methods, and youth-
only spaces.

Process evaluations often take a retrospective approach (Webster et al.,
2018). Our study’s strengths include conducting data collection and analysis of

the process evaluation study during implementation of the intervention. This
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allowed us to capture real time evolutions and dynamic processes of
implementation, as well as notice opportunities to improve the intervention as
it was being delivered. Qualitative research is an essential component of
systematic approaches to adapting interventions to examine feasibility,
acceptability and likely impact on outcomes (Duggleby et al., 2020). Our study
utilized a qualitative approach involving key stakeholders- the providers
implementing the intervention (Moore et al., 2021) to guide and inform
adaptations in the family intervention in CHIEDZA. Historically, process
evaluation reports have not adequately elucidated context and its interplay
with interventions (Greenhalgh et al., 2004; Hawe et al., 2004; Wells et al,,
2012). As part of a process evaluation, our study demonstrates that what might
be considered a failing of the intervention (challenges with LARC provision)
highlights lessons for partnership approaches and adopting learning to actively
respond to rather than ignore specific contextual conditions which shape
implementation.

The limitations of the study are that we did not interview the providers
from PSZ about their experiences implementing family planning within
CHIEDZA. This would provide us with additional nuance about what works or
doesn’t work for an intervention model like ours. Future studies could
investigate implementation from the perspective of other stakeholders.
Additionally, the main qualitative researcher (CM) was well known to the
CHIEDZA providers. While physical cues could not be noted during telephonic
interviews, the existing and on-going relationship and rapport between CM and
the providers allowed for in-depth narratives. This established conducive

rapport, may have increased the likelihood of courtesy bias as the providers
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became more familiar with her expectation regarding the process evaluation
and implementation. This was mitigated by triangulation of different data
sources and the presence of another researcher (RN) in the study.
Conclusions

Context can be unpredictable such that implementation should be
viewed as an emergent and dynamic process where responsive adaptations are
necessary, and fidelity is not static. Anticipating that changes will occur is a
necessary pre-condition of strong intellectual evaluation. This study was
practical example of how process evaluation as a method of implementation
science makes tracking responsive change vital. Tracking adaptations during a
comprehensive process evaluation ensures lessons on feasibility of design,
contextual factors and health system factors are responded to during
implementation. Adaptations do not necessarily threaten implementation
fidelity if the intended intervention is aligned to the function and not the form
of the intervention. Rather, these adaptations should be tracked and considered
as an integral process of delivering high quality services.
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Table 4-1: Qualitative data collection timelines, participants, methods, and areas of

exploration
. Type of Data
Sampling . . .
Phase Interview collection Area of exploration
Strategy ..
Participants method
1. Apr Purposive 16 health Phone Experiences of
2020 sample: each providers interviews implementing Family
province and planning, including early
type of health (10 females; 6 COVID-19 effects;
provider males) perceptions of training
represented received, and service
delivery model employed
2. Jul- Purposive 15 health 5 Phone Experiences of
Aug sample: each providers interviews implementing family
2020 province and planning & perceptions of
type of health (10 females; 5 10 In-person  service delivery model
provider males) interviews employed; challenging
represented; family planning issues/
repeat 7 repeats; 8 new concerns that young people
interviews for interviews) raise and how providers
change over time meet these challenges
3. Oct- Purposive 11 health in-person The implementation of the
Nov  sample: each providers interviews trial is tapering to an end at
2021 province and this point.
type of (6 females; 5
healthcare males) Experiences of
provider implementing family
represented; 6 repeats; 5 new planning services at
repeat interviews) CHIEDZA over time, what
interviews for worked or didn’t work
change over time overtime?
Apr All Debrief meetings Meeting Real time family planning
2019- minutes and  service provision
Dec 2021 Participant field notes experiences of health
Observations providers.
Adaptation decisions made
during or as part of these
meetings
June Purposive 18 non- Observation  Contextual understanding
2020- sample: each participant forms and of implementing family
July 2021 province; observation field notes planning services at the

clusters where
PSZ was present

events

community centres.
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Table 4-2:

Timeline of contextual factors and events interacting with family planning service implementation in CHIEDZA

Time
. Events Context Adaptation
point
Apr. CHIEDZA began. Family planning commodities were Reports of national shortage of The PSZ partnership was established. PSZ
2019 meant to be provided by the government with CHIEDZA  contraceptive commodities at NatPharm staff would come to CHIEDZA sites and offer
nurses offering oral contraceptives and injectables. (National Pharmacy) level. mixed- methods family planning products.
CHIEDZA was not a registered health
facility, therefore could not get
contraceptive supplies through the MoHCC
system.
May PSZ attended CHIEDZA sporadically, to offer mainly CHIEDZA decided to procure COC, POP and
2019 implants and IUDs, and sometimes did not have enough Depo and offer them inhouse.
commodities. If they had stock, they also offered oral
contraceptives and Depo
June CHIEDZA nurses now offered oral contraceptives and CHIEDZA clients who requested for LARCS in
2019 Depo injectable, and uptake of family planning the absence of PSZ onsite, now got referral
commodities increased. PSZ continued to attend slips to go to a PSZ centre or clinic.
CHIEDZA sporadically to offer LARCS.
July 2019 PSZ stopped coming to CHIEDZA sites during July. PSZ experienced challenges procuring LARCs are now completely provided
enough family planning commodities and through offsite referrals.
could not adequately support CHIEDZA
CHIEDZA nurses attend family planning
training for implants to be able to offer
LARCs inhouse at CHIEDZA
Aug. Young women were coming to CHIEDZA to access family  In mid-August, CHIEDZA's oral contraceptive  CHIEDZA clients now get a health book
2019 planning commaodities for their ineligible siblings, supplier noted that there was no COCinthe recording when & type of contraceptives

friends, and mothers.

country.
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taken. They would need to bring this book
with them for their next refill.

CHIEDZA would now offer 1 month supply
of COC instead of 3 months per national
guidelines, to mitigate against shortage

Sept. CHIEDZA providers face challenges completing the Official announcement of national shortage

2019 practical training to be able to offer implants due to in contraceptives.
scarcity of family planning commodities. Commodities
cannot be spared for training procedures.

Feb. Ongoing national shortage of family planning Implants are reported to be out of stock-

2020 commodities. nationally

Mar. CHIEDZA nurses attend theory training for lUCD COVID-19 is declared a pandemic CHIEDZA shut down on March 31%

2020

May Coordinators reported receiving calls and text messages In addition to complying to national

2020 on the CHIEDZA cell-lines from clients asking when lockdown measures, CHIEDZA covid-19
CHIEDZA would reopen to access STI treatments, family adaptations (published elsewhere) included
planning and condomes. removal of social activities, installing

handwashing, and sanitising stations,

CHIEDZA reopened on May 14" as an essential service, mandating social-distancing and ‘no mask
observing all COVID-19 infection and prevention control no services’, moving the health booths
measures. outside for better ventilation

June High volume of clients after CHIEDZA reopened Lockdown measures included curfews that

2020 increased workload for providers. Providers noted reduced the work hours for CHIEDZA

decrease in the quality of service provision as they tried
to serve many clients within a short period of time.

providers.
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June 19, doctors, and nurses in Zimbabwe
went on strike.

July 2020 Requests for emergency contraceptive and pregnancy The national shortage and resultant In mid-July2020, Bulawayo re-established
test increased. Young women noted having unprotected  exorbitant price of contraceptive partnership with PSZ. PSZ would come offer
sex and running out of their contraceptive supply inthe = commodities deepened, and community family planning at the CHIEDZA centres it
lockdown. members are complaining about it was able to. For those centres where PSZ

(Bulawayo) could not come, referrals to PSZ
Young people were access family planning to resale. clinics/centres for LARCS would continue
In CHIEDZA communities, the clinics were referring
youth to CHIEDZA for family planning and HIV testing,
instead of serving them at the clinic
Aug. Mid-August, lockdown measures were
2020 eased, and work hours increased for the
CHIEDZA teams

Sep. Harare and Mashonaland East re-established relationship with PSZ. The initially consensus was that PSZ would come offer family planning at all the

2020- CHIEDZA centres, except for a few exceptions, where the PSZ teams already had prior commitments to other communities. In the latter case, PSZ

Mar. would proactively inform CHIEDZA of their availability so that at the centres where PSZ does not come, the clients who want LARCS continue to be

2022 referred to PSZ clinics/ centres.

(Final In practice, PSZ came to offer family planning (mostly implants and IUCDs) at the CHIEDZA centres it was able to.

Adaptati

on)

Oct. PSZ nurse in Bulawayo has not been coming to CHIEDZA  PSZ faces resource challenges in trying to

2020 all month support CHIEDZA.

Oral contraceptives in short supply in
Bulawayo.

180



Dec. Giving clients 1 month supply of oral contraceptives is Clients continuing to come to CHIEDZA
2020 driving client traffic as clients are coming back every every month only for contraceptive refills is
month just for a refill. considered high risk behaviour for COVID-
19
CHIEDZA closes on December 18" for the holidays.
Jan. CHIEDZA reopens as an established essential service. A level 4 lockdown is announced due to CHIEDZA returns to providing clients with 3
2021 Family planning refills account for most of the client increase in COVID-19 cases. months’ supply of oral contraceptives on 18
flow since CHIEDZA has closed for the holidays. January 2021.
June Reports that several clients who come to CHIEDZA to PSZ functions in a specific manner for
2021 have their implants removed by PSZ have been turned implant removals. If the client’s implant was

away.

A recognized need to have CHIEDZA providers trained
and able to offer LARCS independent of PSZ.

not inserted by PSZ, the client often faced
challenges the implant removed by PSZ.
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Inputs

Activities

Outputs

Grant Funding to
finance FP
services-including
product
procurement

1. Set up a youth engagement
strategy

\ 4

Health provider
team to implement
FP services

Management and
supervisory
support assistance
for Implementation
Team

2. Using the Manual of
Operations to capacitate
Intervention team in youth-
friendliness and delivery of FP
health services for youth
2b. Training on a per need basis
during implementation period

Active youth participation in
the adaptation and
performance of the FP service

\ 4

Monitoring/data
collection systems

3. community and center-based
mobilisation to improve
-client awareness of FP,

-access to CHIEDZA FP services,
-positive health-seeking

behaviors of youth.

Stakeholder
partnerships to
streamline FP
service provision

4. Government provided
training on the provision and
delivery of LARC

High quality, youth-friendly

and community-based

delivery of comprehensive FP

health care for youth by

competent staff.

e accessible and attractive FP
services being delivered.

e CHIEDZA and FP health
information being provided

e  Full choice of all relevant
FP methods provided.

Outcomes

Impact

Short term
e Increased awareness and
knowledge of FP health
services and information
e Increased motivation of
implementation team
e Increased uptake of
contraceptives products,
e Increased uptake of other
services

Long Term

e  community and
individual behavior
changes

e  1FP use among young
women

o  THIV+ youth accessing
FP

e  Unintended
Consequences

saueusaad papuajurun
JO UONINPII pUE SIIIAIIS HYS Ul sjusdwadsoxdur]

5. Maintaining relationships
that improve and increase
linkages between CHIEDZA,
communities and the health
system

Regular community
outreach

Causal Assumptions
CHIEDZA/Family planning is implemented
over two years
Stable economic and political system
Government family planning training is
available
Family planning Commodities are available
Young people want family planning services

Figure 4-1: Model describing the implementation of the family planning Intervention as intended, as well as the anticipated outcomes and Impact
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Chapter 5 : Interrupted Access to and Use of Family Planning
Among Youth in a Community-Based Service in Zimbabwe
During the First Year of the COVID-19 Pandemic

Overview

This paper explores the effects on use and access to CHIEDZA family planning
services and methods, before, during and after the covid-19 pandemic and its
mitigation measures. This paper was published in Frontiers for Global Health

journal.

The CHIEDZA trial began in April 2019. I completed my PhD upgrading in
February of 2020, and roughly a month later the COVID-19 pandemic began just
as | was beginning to think about data collection for my PhD. While the family
planning intervention was being implemented as illustrated in Chapters 4, the
COVID-19 pandemic, a macro-contextual event was occurring, and my PhD
journey was continuing. The pandemic shifted the chronology of research
questions [ wanted to explore, and [ immediately responded to explore the effects

of COVID-19 on family planning within CHIEDZA.

In crises like natural disasters, health worker strikes or economic downfalls, that
have occurred before the COVID-19 pandemic, SRH services have often been
side-lined during the responses to crises (1). As the world and Zimbabwe sought
to contain, and mitigate for the COVID-19 pandemic, we sought to describe and

understand how the COVID-19 pandemic was interacting with family planning
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delivery, access, and reception within CHIEDZA, as well as how CHIEDZA was

responding to this.

Implementing an intervention is a social process immersed in the context in
which it takes place (2). There is a growing need and interest for methods that
embody and successfully capture the potent interactions between context and
the implementation of complex interventions, and case study research and
analysis have the potential to do this well (3). COVID-19 was an active, interactive
contextual variable that surrounded the implementation efforts of the family
planning intervention. The analysis presented in this chapter was packaged as a
case study, illustrative of how macro-level context in the form of a crisis (COVID-
19) could impact the implementation and reception of the family planning

intervention in CHIEDZA.

While the analysis presented in this Chapter was about the effects of COVID-19
on family planning, | wanted to use the learnings from the findings to inform a
larger narrative about health systems’ pandemic readiness when it comes to
sexual and reproductive health services. The study took on a case study approach
as an in-depth exploration of how the family planning intervention played out
during the first year of the covid-19 pandemic using a multi-method qualitative
approach to illustrate its impact and to generate valuable insights to inform

future preparedness.

Data collection began at a time when many activities had been paused and some

services had to cease operating. At that time there was limited empirical evidence
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on how a crisis like COVID-19 could impact SRH services like family planning. It
was an opportunity to add to this body of knowledge. To be able to conduct
research within such circumstances, data collection methods had to be adapted
to include remote data collection (telephonic interviews) as part of COVID-19

mitigation measures and responsible research conduct.

This chapter is focused on understanding the influence of the broader context, at
a significant historical moment, on the intervention. Concentrating on the effect
of the pandemic restrictions on the family planning intervention in CHIEDZA is a
dramatic but illuminating example of how the context in which an intervention is
implemented in is not neutral or independent from what the intervention
becomes. Rather, context can change the shape, practice, and nature of the
intervention, and it should not be side-lined or separated from the intervention.
Therefore, there is a need for critical engagement with the influence of context if
we are to evaluate and understand why the intervention had the impact that it

did and what the intervention ‘becomes’ through the process of implementation.

By examining COVID-19’s effects on the access to, and use family planning, this
chapter connects the first findings’ chapter about implementation with the last
two findings chapters about mechanisms of effect/experiences. This is
illustrative of how, across the process evaluation domains- context is cross-

cutting and influences the others (4).
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Family Planning Among Youth in a
Community-Based Service in
Zimbabwe During the First Year of the
COVID-19 Pandemic

Constancia V. Mavodza, 2 Sarah Bernays,
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Portia Nzombe, Ethel Dauya, Chido Dziva Chikwari, Mandikudza Tembo,
Tsitsi Apollo, Owen Mugurungi, Bernard Madzima, Katharina Kranzer,
Rashida Abbas Ferrand, and Joanna Busza

The COVID-19 pandemic has had serious impacts on economic, social, and
health systems, and fragile public health systems have become overburdened in
many countries, exacerbating existing service delivery challenges. This study
describes the impact of the COVID-19 pandemic on family planning ser-
vices within a community-based integrated HIV and sexual and reproductive
health intervention for youth aged 16-24 years being trialled in Zimbabwe
(CHIEDZA). It examines the experiences of health providers and clients in
relation to how the first year of the pandemic affected access to and use of
contraceptives.
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A total of 72 interviews were conducted at four time points between April 2020 and May
2021 with CHIEDZA providers and clients. Nonparticipant observations of the CHIEDZA
centers (n = 18) and participant observations of provider and research team meetings
(n = 14) during this time were also documented. All interviews, field notes, and meeting
minutes were thematically analyzed using NVivo, word processing and analytical memos.
We illustrate how the CHIEDZA intervention functioned before COVID-19 and then
chronologically track the effects of the pandemic on access to and use of family planning
methods during the temporary closure, subsequent reopening, and adaptation of the inter-
vention in response to the pandemic. We show how existing barriers to family planning access
were exacerbated by the pandemic and how youths navigated and responded to these barriers.
Fear of contracting COVID-19 and the consequences of breaking national lockdown restric-
tions hindered youths’ access to services, leading some to discontinue using contraceptives.
This study highlights the critical need for quality youth-friendly services, which was height-
ened by the conditions of a pandemic. The study demonstrates that the uneven protection and
prioritization of some sexual and reproductive health services (e.g., HIV treatment) over oth-
ers (e.g., family planning) reflects an investment in only narrow components of the health sys-
tem, which undermines broader systemic resilience. Additionally, we explore learning about
health system vulnerabilities more broadly and the strong need for investment in sustainable
and resilient health systems and comprehensive sexual and reproductive health services for
youth. We highlight the role, gaps, and opportunities for an intervention such as CHIEDZA
operating in community settings but distinct from the health system during the pandemic.

INTRODUCTION

Youth aged 15-24 years are at high risk of poor sexual and reproductive health (SRH)
outcomes (WHO 2011, 2017). Sub-Saharan Africa (SSA) has the world’s highest rates of ado-
lescent pregnancies (10-19 years), with 28 percent and 25 percent of girls in West and Central
Africa and in East and Southern Africa, respectively, having given birth by age 18 (Loaiza
and Liang 2013). Additionally, approximately 35 percent of pregnancies among 15- to 19-year
olds are unintended, underscoring an unmet need for family planning among young women
(Chae et al. 2017).

In Zimbabwe, there is a high unmet need for family planning among young women aged
15-24 years. The most recent demographic health survey (DHS) data in 2015 showed that the
unmet need for family planning among women of reproductive age (15-45 years) was 12.6
percent and was particularly high for unmarried young women: 37 percent (15-19 years) and
17 percent (20-24 years) compared to married young women in the same age groups, 12.6
percent and 10 percent, respectively (Zimbabwe National Statistics Agency and ICF Interna-
tional 2016). According to the 2019 Multiple Indicator Cluster Surveys Report, 17.6 percent
of 15- to 19-year olds and 24.1 percent of 20- to 24-year olds gave birth and teenage fertility
rates are 108 (15-19 years) and 193 (20-24 years) births per 1,000 girls, respectively (Zimbabwe
National Statistics Agency (ZIMSTAT) and UNICEF 2019).

Despite the country’s high modern contraceptive prevalence rate (65 percent), challenges
in ensuring youth-friendly, voluntary, informed choice and access to a range of contracep-
tive methods for youth remain in the Zimbabwean health care system (Ministry of Health
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and Child Care 2016; Zimbabwe National Statistics Agency and ICF International 2016).
Most people (73 percent) access family planning services from the public sector, which has
facility-based services and community-based distribution (CBD) programs. According to the
Zimbabwe National Family Planning Costed Implementation Plan 2016-2020, facility services
should offer the full method mix, but they are inadequately equipped, the services are not
free, and there are not enough skilled personnel to provide long-acting reversible contracep-
tives (LARCs). The CBD program offers information on all contraceptive methods but only
provides pills and condoms in the community, and coverage has been declining over the years
(Ministry of Health and Child Care 2016). Access to family planning information for young
people has also been limited, with only 13 percent of 15- to 19-year olds having media access
to family planning information, compared to 24 percent of the rest of the population, and
only 3 percent of them reported receiving family planning information at either outreach
or static clinics (Ministry of Health and Child Care 2016). The government of Zimbabwe
pledged to invest in and address the unmet need for family planning among married ado-
lescents aged 15-19 years and to reduce it from 12.6 percent to 8.5 percent by 2020 (Govt. of
Zimbabwe 2017).

Before the COVID-19 pandemic, Zimbabwe’s health system was fragile, with degraded in-
frastructure and shortages of basic health supplies and staff (Kidia 2018; Green 2018; Meldrum
2008), largely due to the economic crisis that began in the early 2000s. Since then, user fees
have increased sharply (Makoni 2020; Green 2018), and national shortages of contraceptive
commodities and devices are frequent (Manyonga 2019; Moyo 2019). Since the onset of the
COVID-19 pandemic in March 2020, programmers and researchers have highlighted and/or
predicted that the pandemic would impede youth’s access to SRH globally, leading to nega-
tive health and social outcomes (Mmeje, Coleman, and Chang 2020; Wilkinson, Kottke, and
Berlan 2020; Lindberg, Bell, and Kantor 2020; Lewis et al. 2021b; Compact for Young People
in Humanitarian Action 2020; UNFPA 2020, 2021; Hussein 2020; Both, Castle, and Hensen
2021). Real-world data confirming these predictions have started to emerge. As elsewhere, the
onset of the COVID-19 pandemic resulted in disruptions to contraceptive supply chains in
Zimbabwe (Aly et al. 2020; Kumar, Malviya, and Sharma 2020). As part of COVID-19 mitiga-
tion measures, the government, private sector, and NGOs were forced to close health facilities,
mobile clinics, and community-based interventions (Riley et al. 2020; Pratt and Frost 2020),
reducing access to health services.

This study aims to explore the role of the COVID-19 epidemic and associated mitigation
measures in shaping access to and use of contraceptives over time by young women within a
cluster randomized trial evaluating a community-based integrated HIV and SRH interven-
tion in Zimbabwe.

METHODOLOGY

Study Design

This study was part of the nested process evaluation for the CHIEDZA trial, which uses the
Medical Research Council’s guidance framework to explore and understand the implementa-
tion, mechanisms of change, and context of this multicomponent trial (Moore et al. 2015). A
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qualitative, exploratory and descriptive design was used for this study to explore the percep-
tions and experiences of CHIEDZA health providers in providing family planning services
and youth clients in accessing and using contraceptives during the first year of the COVID-
19 pandemic. A qualitative approach was chosen because it permits information sharing
between researchers and participants, allowing for in-depth exploration of experiences
(Khan and Chovanec 2010).

Study Setting

Zimbabwe has a population of approximately 15.2 million people, with a median age of
18.7 years, and 38 percent reside in urban areas (“Worldometer” 2022). Young people aged
15-24 years make up 20 percent of the population, with 42 percent of women of reproduc-
tive age and 34 percent of maternal deaths also being within this age group. Contraceptive
use among adolescents, both married and unmarried, is 46 percent compared to the national
average of 67 percent (Zimbabwe National Statistics Agency and ICF International 2016).
According to the 2015 DHS, among women aged 15-19 years, 10 percent (Harare), 12 per-
cent (Bulawayo), and 25 percent (Mashonaland East) had begun childbearing. The unmet
need for family planning among women of reproductive age (15-49 years) was 10 percent in
Harare and 9 percent in both Bulawayo and Mashonaland East (Zimbabwe National Statistics
Agency and ICF International 2016).

Family Planning in the CHIEDZA Intervention

CHIEDZA is a cluster randomized trial testing a comprehensive and integrated intervention
of HIV and SRH services for youth (16-24 years) delivered in community-based settings in
three provinces in Zimbabwe: Harare, Mashonaland East, and Bulawayo. The services are de-
livered by a team consisting of nurses, community health workers, youth workers and a coun-
sellor. Each province has four intervention clusters and four control clusters (Dziva Chikwari
et al. 2022). A key component of CHIEDZA is the use of some clients as community mobi-
lizers, tasked with reaching out to youths and sensitising communities to the intervention to
increase engagement.

As part of the package of CHIEDZA services, youth-friendly trained providers offer
family planning information and a choice of methods, including condoms. Nurses dispense
oral contraceptives and Depo-Provera (Depo) injectibles for young women, and commu-
nity health workers distribute condoms at the community centers located in the intervention
clusters. All commodities are provided free of charge. At the trial’s inception, implants and
intrauterine devices (IUDs), LARCs, were offered via referral to a nongovernmental organi-
zation, Population Services Zimbabwe (PSZ), at either public sector clinics or specific PSZ
centers. This changed in October 2020 when CHIEDZA partnered with PSZ to offer these
methods at the CHIEDZA centers alongside the other methods. CHIEDZA was implemented
in the absence of affordable alternatives, and access centered on making contraceptives easily
available both physically and economically.
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TABLE1 Summary description of the two lockdown levels that Zimbabwe underwent during
the first year of the COVID-19 pandemic sourced from Public Health (COVID-19 Prevention,
Containment and Treatment) (National Lockdown) Orders in Zimbabwe

Lockdown levels Description

Level 5 The entire country is in national lockdown. All businesses closed, except essential services (as
defined by the statutory instrument). Those working in essential services were able to leave
home for work but required to carry documentation to prove employment. Public and
private clinics had restricted operating hours. Mobility restrictions—stay-at-home orders in
place for all nonessential workers. Travel for necessities (groceries) limited to 5 km radius,
except if seeking medical attention.

Level 2 Formal businesses are allowed to reopen with COVID-19 prevention measures
(mask-wearing, sanitising, testing of employees) in place. Movement was allowed beyond
the 5 km radius, provided one had a valid letter to show the reason/rationale for this
movement. Mandatory wearing of masks in public. Police presence is used to monitor
movement and ensure everyone is wearing masks.

Study Context

In September 2019, Zimbabwe experienced a national shortage of contraceptive commodi-
ties (Moyo 2019; Manyonga 2019), which lasted approximately one year, thus preceding and
then overlapping with the first wave of the COVID-19 pandemic. During this period, in
October 2019, CHIEDZA went from offering three months of supply of oral contraceptives
(per national guidelines) to one month of supply to avoid stockouts. This study focuses on
the COVID-19 impact during the first year of the pandemic: March 2020 to May 2021.

When a national state of emergency was declared on March 28, 2020, in response to the
COVID-19 pandemic and a level 5 restrictive national lockdown began on March 31, 2020,
there were already depleted supplies of family planning commodities across Zimbabwe. Dur-
ing this lockdown, HIV care and treatment services were considered essential services and
could be accessed at selected public and private facilities that remained open. HIV testing
and other SRH services, such as family planning, were not considered essential services and
could not be readily accessed during this time. This lockdown lasted six weeks until May
14, 2020 and impeded the provision of a wide range of non-COVID-19 health services. In
May 2020, the lockdown was reduced to level 2, during which businesses and other essential
services were allowed to reopen COVID-19 protective measures in place (Table 1). The be-
ginning of the level 5 lockdown coincided with school closures for the holidays at the end of
March 2020. The Ministries of Education determined whether schools would open, and the
school schedule remained disrupted in the first year of the pandemic. In the instances when
schools reopened, attendance was prioritized for classes that had to sit for national exams in
October-December 2020 (Dziva, Zhou, and Zvobgo 2021).

At the onset of COVID-19, the CHIEDZA trial closed for the six weeks of the level
5 lockdown. The trial reopened on May 18, 2020 as it was granted an essential service excep-
tion under level 2 lockdown. COVID-19 infection prevention control (IPC) measures were
implemented to ensure safe service provision. Some of these measures changed the structure
of service delivery. The structural adaptations included moving service delivery from inside
community centers to an outdoor space within the centers’ compounds, reducing service de-
livery hours to accommodate COVID-19 curfew restrictions, removing social activities, and
halting mobilization activities in the community (Figure 1).

September 2022 Studies in Family Planning 0(0)



Constancia V. Mavodza et al.

FIGURE1 COVID-19 in Zimbabwe, CHIEDZA implementation and data collection timelines
for this study

COVID-19 and CHIEDZA events

Data collection timeline
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Study data collection (phase 3) Jul-Aug
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Study data collection (phase 4)
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Data Collection

This study draws on 72 interviews conducted over four phases with CHIEDZA health
providers and youth clients from all twelve intervention clusters in the three provinces
(Figure 1; Table 2).

Provider Interviews

We interviewed 16 providers (Phase 1) at the beginning of lockdown and 15 providers
(Phase 3) after CHIEDZA had reopened as an essential service (Table 2; Figure 1). Telephonic
interviews were conducted in Phase 1 due to lockdown mobility restrictions. Health providers
were invited to participate in phone interviews during the last team meeting before the lock-
down went into effect. Twenty providers signed written consent forms, and 16 were inter-
viewed. Of the remaining four, two did not respond when contacted for a phone interview,
one represented a health provider cadre (Community Health Worker) that had been well-
represented already, and one was working on an intermittent volunteer basis and therefore
excluded from these interviews.

Eight weeks after CHIEDZA reopened, an additional 15 provider interviews were con-
ducted in Phase 3. Seven of these were repeat interviews, following up the same providers
interviewed in Phase 1 to examine whether and how provider perceptions of COVID-19 and
CHIEDZA had changed over the two data collection time points. The Phase 3 interviews were
conducted either in person or by phone, depending on the national social distancing and in-
tercity travel restrictions at the time of each interview. A research assistant in the provinces
we could not travel to obtained written consent before the telephonic interviews were con-
ducted by CM. The semistructured interviews were conducted using a topic guide (see the
Supporting Information) to explore the objectives under investigation (Table 2).

Client Interviews

Interviews were conducted with 26 CHIEDZA clients (Phase 2) immediately after CHIEDZA
had reopened in May 2020, with an additional 15 clients (Phase 4) interviewed about a year af-
ter the start of the pandemic in March 2021 (Table 2). In Phase 2, all 23 of the CHIEDZA youth
community mobilizers were invited to participate in the study because of their combined
experience of being young people, clients of CHIEDZA, and a link to communities where
CHIEDZA services occur. All (n = 23) agreed to participate and provided written consent,
and interviews occurred either in person or telephonically. For those who chose telephone in-
terviews, written consent was obtained by a research assistant, and interviews were conducted
at a time convenient for the mobilizers. Additional interviews (n = 3) were conducted with
CHIEDZA clients, who were not mobilizers, to explore any differences/similarities between
mobilizers and nonmobilizers in CHIEDZA experiences: no major differences were seen.
Topic guides (see the Supporting Information) were used for the semistructured interviews.

In March 2021, 12 months after COVID-19 was declared a pandemic, Phase 4 inter-
views (Figure 1) were conducted with female CHIEDZA clients using contraceptive methods
(n = 15). Unstructured interviews were used with some of the clients (n = 8) to elicit their
narratives about their SRH, including pregnancy prevention, perceptions of fertility, contra-
ceptive use/uptake and the impacts of COVID-19 on these issues (Table 2). The unstructured
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style enabled us to collect data that were specifically oriented toward exploring the concerns
and issues selected by young people. Although there was flexibility in the topics discussed
in the prior rounds of data collection, an unstructured interview approach was adopted to
reflect young people’s priorities rather than those deemed relevant by the researchers. In the
remaining interviews with seven clients, a topic guide was used to elicit their experiences of
contraceptive access and use.

Observations

Nonparticipant observations (n = 18) were conducted at 10 of the 12 CHIEDZA centers over
two time periods (Table 2) using observation guides (see the Supporting Information).

Participant observations of meetings between the research and implementation
(CHIEDZA providers and coordinators) teams’ meetings (n = 14) that occurred monthly be-
tween March 2020 and May 2021 were also conducted. An experienced qualitative researcher
(CM) was part of these meetings as both a contributor to the team discussions (participant
role) and a data collector observing and taking notes during proceedings.

Data Analysis

All interviews were audio-recorded and conducted in English, Shona, or Ndebele depending
on participant preference and subsequently transcribed in English. The interviews ranged
in length between 15 and 90 minutes, lasting approximately 45 minutes on average. Obser-
vation and meeting notes were written up using guiding templates. All 72 transcripts were
read, and emerging inductive themes were compiled in data summary notes using Microsoft
Word. Following the data summaries, the drafting of analytical memos, which explored con-
nections between codes and developed emerging ideas (Birks, Chapman, and Francis 2008),
and NVivo were employed to advance the analysis. Coded excerpts were extracted from the
transcripts and data summaries and grouped under the identified themes. The analytical pro-
cesses were iterative and occurred during each data collection phase with phase-phase com-
parison of emerging themes. The process involved collaborative discussions of codes and
emerging themes among CM, SB, and ]B.

The group of health care providers who participated was small, and some professional
roles were represented in this study by only one person. To protect anonymity, quotes from
providers are labeled by interview number, sex, province, and time point of data collection.
Quotes from CHIEDZA clients are labeled by interview number, province, sex, age, and time
point of data collection. PSZ offers free LARCS at the CHIEDZA centers (through partner-
ship) and offers family planning methods at their own centers and public facilities. To de-
lineate between the two in participant quotes, “non-CHIEDZA” will be used to refer to the
latter scenario, and “CHIEDZA” will be used to refer to the former.

Ethical Approval

Ethical approval was granted by the Medical Research Council of Zimbabwe (MRC/A/2266),
London School of Hygiene and Tropical Medicine (14652), and Biomedical Research and
Training Institute (AP144/2018). All participants provided written informed consent.
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Findings

This section first presents findings to illustrate how the CHIEDZA intervention functioned
before COVID-19 and then describes the effects of the pandemic on access to and use of family
planning methods during the intervention’s temporary closure, subsequent reopening, and
adaptation of the intervention in response to the pandemic.

It Was Already Hard: Difficult Access to SRH Services Preceded COVID-19

A significant portion of the family planning access challenges that youth in Zimbabwe faced
before COVID-19 were due to the already fragile health system and worsening socioeconomic
situation in the country. For example, CHIEDZA providers explained how accessing LARCs
at other health programs and clinics came at a financial cost for youths.

The clinic will charge money for LARCS. PSI charges but it is a smaller amount.
And PSZ [non-CHIEDZA] offers for free when commodities are available...
(CHIEDZA provider-IDI1l1, female, Mashonaland East, Phase 3).

In the months before the pandemic, at times some public sector facilities did not have enough
commodities to provide youths with the free family planning method of their choice. To try to
circumvent commodity shortages, these facilities referred young women to an NGO partner,
which also presented access challenges.

So sometimes clients will need to bring their own blades [to the clinic] yes those
sterile razor blades and at times the client won’t even have a dollar to buy the
sterile razor blade you understand. It’s now the same as saying that the service
is no longer free... Now they [clients] have to go an extra mile of being re-
ferred. They now have to incur transport costs or even go to the PSZ centres
[non-CHIEDZA] in the city or a specific place that they are referred to.
(CHIEDZA provider-IDI11, Female, Bulawayo, Phase 3)

According to CHIEDZA providers, outside CHIEDZA, youths experienced rationed, diffi-
cult, and expensive access to contraceptives. This preceded the national contraceptive short-
age and COVID-19. For many of these young women, these existing constraints were then
made more acute by the pandemic.

Pre-COVID 19: CHIEDZA Perceived as a Source of Reliable, Acceptable, and
Free Contraception

When the national contraceptive shortage occurred in October 2019, young women came to
CHIEDZA in part because at pharmacies and clinics, these commodities, if available, were
expensive.

What made me come to CHIEDZA to seek family planning services was the
issue of the pills themselves being sold at exorbitant prices these days whether
at the pharmacy or clinic. So at times, you won'’t afford to buy the pills on a
monthly basis... I came to CHIEDZA to access family planning services be-
cause they are given for free. (Youth-IDI1, Harare, female, 24 years, Phase 2)
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CHIEDZA was viewed differently from other health care services because contraceptives
were free and services integrated. Furthermore, youth did not have to navigate negative at-
titudes, seek financial support for commodities, or admit their sexual activities or need for
SRH services. These features encouraged engagement with CHIEDZA and the uptake of fam-
ily planning services.

There isn’t any other place where they [young women] can get those services
for free, and it is sort of taboo anyway in our tradition for a young girl to ask
from her mother money to buy family planning pills. It is like taboo but because
CHIEDZA came with these free services, it has become easier to access them
for free. (Youth-IDI17, Mashonaland East, male, 24 years, Phase 2)

Unlike at local clinics, at CHIEDZA, youth felt they could freely, safely, and openly take con-
traceptives and condoms. They felt comfortable talking to providers about their SRH needs
and lives without fear of being criticized for being sexually active. One client described expe-
rience at the local clinic where nurses would say:

‘yeeeee at your age what do you need family planning for?!” in a judgmental
tone, while there was also no privacy: one ‘might bump into their neighbors.
This young woman came to CHIEDZA instead of the clinic for family plan-
ning because, ‘CHIEDZA makes one feel comfortable as there are only youths
present and privacy is maintained. The clinic is not youth-friendly.” (Youth-
IDI7, Bulawayo, female, 24 years, Phase 2)

COVID-19 and Its Mitigation Measures’ Effects on CHIEDZA

Due to COVID-19, three key factors coincided with reducing youths” access to family plan-
ning services at CHIEDZA.

Deprioritization of Sexual and Reproductive Health Care

In the few weeks leading up to the level 5 lockdown, CHIEDZA providers attempted to pre-
pare clients by encouraging them to come for supplies before the closure, including through
the youth mobilizers. This was to avoid interruptions in contraception and other commodity
supplies in the hope that the supplies would see them through the lockdown period. However,
in those last days, other immediate economic concerns provoked by the prospect of lockdown
meant that attending CHIEDZA was not perceived as a priority by many youths. For clients
who ordinarily engaged with CHIEDZA, as economic stress increased, the concerns about
their SRH were subsumed by more pressing needs, such as having enough food to prepare
for and survive the lockdown.

One of them [CHIEDZA youth mobiliser] was almost assaulted by people in
the communities with them saying that we know that there is CHIEDZA at the
hall; can you please just leave us in peace in our homes because right now we
are focusing on mealie-meal [food] such that when we go on lockdown we will
have something to eat. (CHIEDZA provider-IDII, Bulawayo, female, Phase 1)
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The health providers noted that the shifting priorities reduced the number of clients accessing
CHIEDZA services in the weeks prior to lockdown.

By the time we got to Cluster-X as the last centre we visit on [a specific week
day], the numbers were even much less. Those who were coming were usually
ladies who were coming for their family planning, and they were saying that
they need their supplies because when the lockdown starts they don’t know
what will happen. (CHIEDZA provider-IDI5, Harare, Phase 1)

Growing Fear of Contracting COVID-19 Kept Youth Away from Care Settings

According to CHIEDZA providers, youth also started to fear coming to CHIEDZA because
they associated all health care settings with high infection risks.

Our regular clients they would boldly tell us that they will come after this
COVID thing has passed. And then the other time it happened that I sneezed
in the booth and the client I was with actually said, “aah sister do you want to
give me COVID? What’s happening here, please refrain from coming near me.”
(CHIEDZA provider-IDI1, Bulawayo, Phase 1)

Similar to the youth, the CHIEDZA providers also became anxious and afraid of contracting
COVID-19, as they had to travel to and from work using public transport and provide health
services to the youth who were still coming to CHIEDZA. The quality of service delivery
became compromised.

And when we were interacting with the clients, I would talk to them but with
fear, because I didn’t know who had COVID or not amongst the clients so I
would try and maintain a distance. Of course, it wouldn’t be a meter or 2 me-
ters apart distance because our booths are very small...I would talk with the
clients with hesitance and having some small reservations that I shouldn’t judge
a client, maybe they don’t have the virus or they have it but I honestly didn’t
know. (CHIEDZA provider-1DI4, Harare, Phase 1)

I was worried at times even you know talking to the client. We also had this
fear that you didn’t need to be with the client for a longer time. So the issue
was like even if the clients were coming, they wouldn’t get all the information
that we wanted to give them because the provider is also you know having all
the fears of talking to someone and the fear of spreading COVID. (CHIEDZA
provider-IDI2, Harare, Phase 1)

Closure of CHIEDZA and Travel Restrictions

CHIEDZA providers noted that in anticipation of CHIEDZA’s closure, to prevent pregnancy,
some women took readily accessible, available, and/or affordable contraceptives at CHIEDZA
even if the method might not have been their ideal choice.

...some of the clients were even changing their family planning methods...they
were changing from tablets to injectables which last for 3 months and not
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because of the side effects of the pill that they were taking, but because of fear-
ing that we won’t be able to get the family planning pill if we lockdown because
right now we were giving the one month supply. (CHIEDZA provider-IDI7,
male, Harare, Phase 1)

When CHIEDZA was about to close, there was little time for providers to prepare for and
address all of clients’ family planning needs. Both provider and youth participants described
how some youths stopped using contraceptives and condoms during the lockdown.

I only stopped during the first lockdown when CHIEDZA was closed and I
didn’t have enough supply. (Youth-IDI2, Harare, female, 22 years, Phase 4)

I know there’s one boy in [cluster-X] who would come every week to get con-
doms and one day I asked him like you come every week, can I know like are
you using them or are you selling them? And he told me that, look I have got
4 girlfriends and I have slept with all of them in the week that you guys are away
so I need these condoms and I said okay, what happens when they get finished?
And he was straight up in saying that when they finish, then I do unprotected
sex. (CHIEDZA provider-IDI4, Harare, Phase 1)

Providers and youth agreed that closing down a readily accessible and youth-friendly HIV
and SRH intervention such as CHIEDZA for even six weeks left youth clients vulnerable to
SRH problems.

The next big thing was family planning because the ladies we see at the centres
always talk about how they appreciate the services and that they can get it for
free and at the pharmacies, it’s so expensive now so out there on the streets it’s
the same. So I know that people are going to be affected like those who have
reached their resupply dates for family planning and the control pills. I know
they will be affected by this because people don’t have money to buy (them).
(CHIEDZA provider-IDI4, Harare, Phase 1)

During the lockdown, I failed to access my Depo because of the restrictions...I
did not change my family planning, and I did not use anything. I am just lucky
that I never fell pregnant, but I was not using any contraceptive. I was always
in fear and scared. Men do not understand that you are not on contraceptives
because all they want is sex, regardless of whether the contraceptive is effec-
tive or not that is none of his business to him. (Youth-IDI13, Bulawayo, female,
24 years, Phase 4)

Unlike family planning and HIV testing, HIV care and treatment were considered essential
services. Where feasible, youth living with HIV were supported and provided with three to
six months of treatment to accommodate the lockdown and its restrictions.

For our CHIEDZA clients who are in the HIV cohort, there were arrangements
that were made that they are all contacted to come and collect their resupplies
and meet up with the nurses being given 3-6 months’ resupplies. So for those,
I am not worried. (CHIEDZA provider-IDI1, Bulawayo, Phase 1)
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Impeded Access to Safe Family Planning Services Without CHIEDZA

New challenges brought about by COVID-19 reinforced existing ones, such as poverty and
commodity stock-outs, and some existing weaknesses in the health system appeared more
pronounced. This affected family planning service use patterns. Three of these patterns are
described here.

Limited Alternatives to Accessing Contraceptives

In the absence of the readily available and accessible CHIEDZA services at a time of restric-
tions that minimized movement, some young women found alternative strategies to obtain
contraceptives. Some of them or their partners risked harassment from the police by breaking
travel restrictions and trying to find oral contraceptives at the few formal health facilities that
remained open, while others told providers they bought contraceptives on the black market.

I stay close to the [neighborhood] so that’s where my husband would go and
buy from the pharmacy.... (Youth-IDI9, Mashonaland East, 24 years, female,
Phase 4)

After reopening CHIEDZA we were asking clients what they were doing to
access family planning services during the lockdown and they will tell you
that they bought some from [suburb-black market] or in their communities
there are some people who sell pills illegally. So we encourage them that they
shouldn’t buy pills from the illegal market because you won’t know the ex-
piry date of the pills or where they got them from. Because a lot of people
sell painkillers like Ibuprofen and the family planning pills as well, for them
to know where they come from is a question left unanswered.... (CHIEDZA
provider-IDI4, Female, Mashonaland East, Phase 3)

In Zimbabwe, the sale and purchase of contraceptives on the informal market occurred before
COVID-19, but lockdown restrictions likely increased it, as many young women had no other
choice. Some young women were cognisant of risks associated with the black market, such as
procuring expired oral contraceptives.

I realized through my interaction with clients that if you deny them the services
they will find other ways to get the service, like they end up buying from those
people selling the pills in the community. I then ask them does the person sell-
ing explain how to use the pills, check their vitals, and their compatibility with
the pill. They will tell you that when they go to the clinic, the nurses there refuse
to give them the pills so they end up buying them on the streets. (CHIEDZA
provider-IDI15, Female, Bulawayo, Phase 3)

For those who sell family planning pills at the tuck shops; it is scary to buy from
them because they may be selling expired pills (Youth-IDI9, Mashonaland East,
female, 24 years, Phase 4)
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Presented with limited alternatives, young women had to assess and weigh relative risks be-
tween the high likelihood of unintended pregnancies and accessing contraceptives by any
means.

Reduced (or Unreliable) Supplies by Trading in Contraceptives and Condoms

The outbreak of the pandemic did not diminish young women’s contraceptive needs
and exacerbated the hard socioeconomic conditions in Zimbabwe. The youth participants
supported provider reflections on how the pandemic reduced women’s ability to afford
contraception.

Aaah, I remember [referring to 2020’s lockdown] others used to buy them from
the community health workers and some would get the pills in exchange for
hard labor like doing laundry, slashing or cutting grass you know so that they
would get money like $50 Bond to buy the family planning pills with...Other
women couldn’t do anything [no more hard labor opportunities] and I know
quite a few who are pregnant now. (Youth-IDI2, Harare, female, 22 years old,
Phase 4)

In both the formal and black markets, contraceptives had to be purchased and were too ex-
pensive for many young women. Not only did youth have less money during the lockdown,
but they had become accustomed to free supplies offered by CHIEDZA. According to youth
participants, among those who could not readily afford contraceptives, some “borrowed” oral
contraceptives from neighbors or peers who had a surplus.

You would hear people going around to their neighbors asking them if they have
any extra supplies of family planning. (Youth-IDI13, Harare, male, 25 years,
Phase 2)

My mother is the one who gave me the batch to use up until I came back to
CHIEDZA. She got them from a friend of hers who had bought extras, and
she replaced them after buying her supply. (Youth-IDI24, Mashonaland East,
female, 18 years old, Phase 2)

When all other options were not possible, some young women discontinued taking
contraceptives.

Recently, when we were still in total lockdown [level 5], I stopped taking them
when my supply ran out and at the pharmacies. They were going for USD$1 for
one pack and CHIEDZA was closed. (Youth-IDI16, Harare, female, 24 years,
Phase 2)

Staying Away from “Unfriendly” Clinics

Having gained confidence in accessing the more reliable, supportive, and youth-friendly ser-
vices at CHIEDZA, youth were forced to reconsider seeking family planning services from
the public sector facilities that remained open when CHIEDZA closed. In some instances,
this compromised condom and contraceptive refills due to the fear of negative staff attitudes.
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I stopped using condoms, and I feared going to the clinic because of what my
friends said about how the nurses treated them. Plus, since we were on lock-
down I feared the police as we were not allowed to move around. (Youth-IDI4,
Bulawayo, male, 19 years, Phase 2)

Public sector clinics were meant to remain open during the lockdown, as they were clas-
sified as providing essential services. However, according to the mobilizers, young women
constantly asked them if and when CHIEDZA would reopen so that they could refill their
contraceptives as they had run out. This implies that these young women may not have re-
turned to the public sector clinics, could not afford to, preferred to avoid them, or the public
sector clinics did not view family planning as an essential service.

Challenges to CHIEDZA Access After Reopening

Once CHIEDZA reopened, mobility restrictions continued to constrain youth’s ability to get
to CHIEDZA. Some youth reported military or police resistance and harassment. From non-
participant observations in the field and provider reports during team meetings, the po-
lice and military presence in the streets instilled fear of movement among young people.
They were questioned and intimidated by the police as they were making their way to the
CHIEDZA community centers. This interrupted access to CHIEDZA.

Accessing Contraceptives on Behalf of Parents or to Resell

While reopening CHIEDZA reinstated youth’s access to free contraceptives, according to the
providers, it also put pressure on some of them to use CHIEDZA as a source of contraception
for others (ineligible parents or siblings) or to convert it into a resource to generate some
income (selling the free contraceptives on the informal market).

We discovered that some of these girls were getting these pills for resale. So
some of them are in a bad space financially, and they do not have breadwinners
to provide for them, so they then decide to come to CHIEDZA to get the pills
and resell them to other people in their neighborhood.... At clinics, they screen
people at the gate, so those who want condoms are turned away because collect-
ing condoms is deemed not essential. Clients then end up coming to us to get
condoms, possibly for resale. (CHIEDZA provider-IDI15, Bulawayo, Female,
Phase 3)

The only problem is that some mothers in the communities are now sending
their 16-year olds to CHIEDZA to take the family planning services on their
behalf since they don’t fit in terms of criteria of inclusion. So you usually catch
out that they are lying when you start asking them questions like how they take
the pills, what the pills look like or when they started taking the pills... They
will eventually tell you the truth that they were sent by their mother to take the
family planning pills on their behalf. (CHIEZA provider-IDI4, Mashonaland
East, Female, Phase 3)
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In retrospect, health providers felt that CHIEDZA should have reverted to providing three
months of oral contraceptive supply (as was done for ART) before the pandemic to reduce
repeat visits to CHIEDZA and to subsequently ensure young women had sufficient supply
during the lockdown. However, this could have increased the frequency of reselling or giv-
ing contraceptives to ineligible family members. CHIEDZA eventually decided to absorb this
risk, and since mid-January 2021, it has resumed providing a three-month supply of oral con-
traceptives as part of COVID-19 mitigation measures.

DISCUSSION

This study highlights how COVID-19 exacerbated existing barriers to youths’ ability to safe-
guard their sexual and reproductive health. Even before the COVID-19 pandemic, youth
faced considerable barriers to accessing HIV and SRH services. CHIEDZA was configured
to address some of these barriers and improve access to and coverage of HIV and SRH ser-
vices. Contraceptive demand by young women continued to be high during the pandemic,
but their ability to ensure the continuity of their supply was threatened by the lockdowns,
mobility restrictions and limited availability of youth-friendly service options. When a ser-
vice such as CHIEDZA, which is perceived as youth-friendly, was disrupted by the pandemic,
youth sought alternative, often suboptimal, pathways for accessing and using contraceptives
during the pandemic. Some stopped engaging with any care system and went without con-
traceptives as they waited for CHIEDZA to reopen.

CHIEDZA is based on empowering youth to act with autonomy by providing direct (and
free) health services. During closure, some young women had to procure contraceptives at
public clinics, private pharmacies, or the black market, all of which incurred costs. Respon-
dents underscored the ways that crisis-related barriers to using family planning services were
compounded by preexisting poverty. However, reopening CHIEDZA illustrated uneven ac-
cess disaggregated by age. Youth who are often considered the most underserved had a greater
degree of protection through CHIEDZA than their adult siblings and mothers, as their needs
were generally considered to be better met. Thus, the pandemic revealed existing gaps in
family planning access.

Research on the accessibility of SRH services for youth shows that there are many dif-
ferent components, including availability, affordability, acceptability, and quality services
(Mazur, Brindis, and Decker 2018; WHO 2011; Denno, Hoopes, and Chandra-Mouli 2015;
Ndayishimiye et al. 2020). This study showed that youth will prioritize different components,
and when options become limited, compromises on these priorities will be made. Prior to the
COVID-19 pandemic, due in part to existing difficult socioeconomic conditions, CHIEDZA
offered affordability and acceptability. When the intervention was closed temporarily, accept-
ability was compromised for some as they engaged with less ideal care settings, and some
youth pursued the only affordable and available options. Additionally, as the pandemic per-
sisted and CHIEDZA reopened with COVID-19 control measures in place, the perceptions
about CHIEDZA that made it acceptable shifted with the pandemic. CHIEDZA was origi-
nally designed in response to what youth had said they wanted: a place where they can access
youth-friendly health services that do not look or feel like a health facility. However, with
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the advent of the COVID-19 pandemic, CHIEDZA’s status as a health care setting became
more visible, both because the service sought recognition as an essential service provider and
because growing fears of COVID-19 led to it being associated with potential risk of infection.

This study demonstrated the underinvestment and low attention to family planning for
youth when compared to other SRH services such as HIV. In Zimbabwe, at the advent of
the COVID-19 pandemic, within the health system, every effort was made to ensure effec-
tive continuity of care for HIV so that people living with HIV had adequate ART supplies
to weather the lockdowns (Ministry of Health and Child Care 2020). In contrast, there was
little attention invested in family planning, despite recognized adverse short- and long-term
consequences of unintended pregnancies. Thus, we found that some young people switched
contraceptive methods prelockdown or borrowed oral contraceptives during the lockdown.
Although this demonstrates their willingness to adapt and make active decisions in the con-
text of a fragile system, it also shows a lack of prioritization of family planning services despite
government pledges to reduce unmet needs.

A substantial body of research has focused on health systems preparedness and resilience
during crises (Kruk et al. 2015; Nuzzo et al. 2019; Kieny and Dovlo 2015; Martineau 2016;
Fridell et al. 2020). Resilience became particularly relevant during the COVID-19 pandemic
(Kieny and Dovlo 2015). Resilient health systems can operationalize a robust public health re-
sponse during a crisis and provide an effective service delivery system during noncrisis times
(Kruk et al. 2015; Martineau 2016). Such a health system must be able to maintain its core
functions when a crisis occurs (Sundararaman, Muraleedharan, and Ranjan 2021; Doubova
et al. 2021). Zimbabwe’s health system was already fragile, with core functions compromised
even before the COVID-19 pandemic (Meldrum 2008; Makoni 2020; Green 2018; Kidia 2018).
Therefore, the system’s capacity was rapidly overwhelmed. Our study reflected conditions in
peri-urban and urban communities and systems in Zimbabwe. Predictions and simulations
were made about disrupted access to SRH in other parts of Africa (Govender, Naidoo, and
Taylor 2020; Sen and Govender 2015) and other parts of Zimbabwe (Murewanhema 2020).
Decisions were made to suspend mobile outreach provider teams, shrink geographical cov-
erage, and limit service provision at static clinics; in some instances, the provision of LARCS
was terminated (Church, Gassner, and Elliott 2020). This indicates that it is likely that young
women in remote and rural settings experienced harsher disruptions and interruptions to
contraceptive use and access to care due to COVID-19. Discussions on COVID-19 recovery
strategies have included building health systems resilience and preparedness (Kruk et al. 2015;
Sundararaman, Muraleedharan, and Ranjan 2021; El Bcheraoui et al. 2020). Crises such as
the COVID-19 pandemic present learning and systems transformation opportunities so that
health systems do not return to the original vulnerable state but rather become continuously
adaptive systems that can withstand shocks (Fridell et al. 2020). For example, the presence
of protected conditions such as HIV care and treatment during a pandemic shows that, with
attention and investment, it is possible to have robust systems in place for other conditions
such as family planning, which can weather crises.

Since the COVID-19 pandemic began, commentaries (Hussein 2020; Aly et al. 2020; Ku-
mar, Malviya, and Sharma 2020; Hall et al. 2020) and empirical studies on the impacts of
COVID-19 on SRH have emerged (Gilbert et al. 2021; Bolarinwa 2021; Lewis et al. 2021a;
Both, Castle, and Hensen 2021; Yarger et al. 2021; Endler et al. 2021; Balachandren et al. 2022;
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Steiner et al. 2021). Some studies, such as ours, found that access to contraception became
difficult during lockdowns (Balachandren et al. 2022), and others focused specifically on the
impact on adolescents and young people (Lewis et al. 2021a; Both, Castle, and Hensen 2021;
Yarger et al. 2021; Steiner et al. 2021). Two of these studies have shown findings that sup-
port our findings (Both, Castle, and Hensen 2021; Lewis et al. 2021b). In Scotland, an online
survey was used to investigate the effects of COVID-19 on condom and contraceptive access
and use among 16- to 24-year olds. Disrupted prevention care included unanticipated contra-
ceptive pathways and switching from freely provided to commercially sold contraceptives to
mitigate disrupted access (Lewis et al. 2021b). A mixed-methods study including 2700 youth
from six low- and middle-income countries, including Zimbabwe, found that 30 percent of
young women in the survey were unable to access the contraceptives they needed due to fear
of catching COVID-19 in health facilities, lack of transport, and closure of health facilities
(Both, Castle, and Hensen 2021). Different contraceptive pathways, purchasing contracep-
tives and fear of catching COVID-19 were effects that were also present in our study. Unlike
in Scotland, where switching to purchasing contraceptives was affordable, affordability was
limited for the young people in our study, as contraceptive prices were inflated due to rationed
supply.

Studies focusing specifically on the impacts of COVID-19 on SRH in LMICs are
scarce (Mukherjee et al. 2021), and those on young people’s SRH in LMICs remain limited
(Seme et al. 2021; Peters et al. 2021; Meherali et al. 2021). Our study adds to this body of
knowledge and reflects how SRH is often sidelined and forgotten during crises.

The study had limitations. It was conducted during the pandemic period when percep-
tions and knowledge of COVID-19 were constantly evolving. This could affect retrospec-
tive data interpretation, as interviewees knowledge and perceptions of COVID-19 may have
shifted depending on when they were interviewed. The temporal specificity of the data is
not unusual, but it becomes potentially more explicit as our developing understanding and
knowledge of COVID-19 may illuminate how the existing empirical context shaped inter-
pretations and experiences. The findings are also restricted to the context of the CHIEDZA
trial, and therefore, some of them cannot be generalized in the standard of care. However, the
lessons that can be absorbed into the standard of care and health systems are illustrated in this
section. The CHIEDZA trial has responded as quickly as it can to adapt to the new challenges
triggered by the pandemic. Ongoing research will capture to what extent service engagement
has and can be maintained and to what extent there have been losses in satisfaction (if any),
which could be detrimental to contraceptive uptake.

CONCLUSION

Although youth used alternative settings of care to access contraceptives during the COVID-
19 pandemic, our study demonstrates that the sustained provision of quality youth-friendly
services is needed for access and use of contraceptives, even during crises. The COVID-
19 pandemic revealed existing systemic and structural gaps in SRH service provision. They
were made worse by the pandemic and underscores the importance of maintaining access to
broader health services as part of epidemic readiness and preparedness.
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Chapter 6 : Family planning experiences and needs of young
women living with and without HIV accessing an integrated
HIV and SRH intervention in Zimbabwe-An exploratory
gualitative study

Overview

As the implementation and context setting of the family planning intervention
have been described, I now turn to the mechanisms of change for this family
planning intervention that influences choice, uptake and use of family planning
services and methods within the CHIEDZA trial. The following two chapters

present the findings of these enquiries.

In this Chapter, I focus on the family planning needs and experiences of young
women living with and without HIV. [ focus on the family planning experiences
of young women living with HIV (YWLHIV) because the primary outcomes of the
CHIEDZA trial overall are HIV outcomes, and family planning was barely explored
in this cohort of CHIEDZA clients (1, 2). The routine services uptake data showed
that YWLHIV were more likely to access family planning services at CHIEDZA,
compared to those without HIV (aOR 1.85 95% CI 1.63-2.09). It was important
that I established a deep contextualised understanding of YWLHIV’s experiences
and perceptions of family planning as a means to establish the relationship
between HIV and family planning services, and how this may contribute to both
HIV and family planning outcomes. This ensures that, whatever the trial
outcomes would be, there is evidence for components (family planning) of the
trial which may or may not working.
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Background: People living with HIV have higher unmet family planning needs compared
to those without HIV. This is heightened for young people. However, the provision of family
planning for young people within HIV programmes is uncommon. We investigated family
planning uptake, acceptability of, and engagement with a service offering integrated HIV
and sexual and reproductive health services for youth in a community-based setting
in Zimbabwe.

Methods: CHIEDZA, a community-based intervention offering integrated HIV and sexual
and reproductive health services to young people aged 16-24 years, is being trialed
in Zimbabwe. This exploratory qualitative study was nested within an ongoing study
process evaluation. Data was collected between March-May 2021 with two sets of
interviews conducted: ) twelve semi-structured interviews with young women living with
HIV aged 17-25 years and ll) fifteen interviews conducted with young women without HIV
aged between 20 and 25 years who used a contraceptive method. A thematic analysis
approach was used.

Results: Before engaging with CHIEDZA, young women had experienced judgmental
providers, on account of their age, and received misinformation about contraceptive use
and inadequate information about ART-contraceptive interactions. These presented as
barriers to uptake and engagement. Upon attending CHIEDZA, all the young women
reported receiving non-judgmental care. For those living with HIV, they were able
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HIV and Family Planning Experiences

to access integrated HIV and family planning services that supported them having
broader sexual and reproductive needs beyond their HIV diagnosis. The family
planning preference of young women living with HIV included medium to long-acting
contraceptives to minimize adherence challenges, and desired partner involvement in
dual protection to prevent HIV transmission. CHIEDZA'’s ability to meet these preferences
shaped uptake, acceptability, and engagement with integrated HIV and family services.

Conclusions: Recommendations for an HIV and family planning integrated service for
young people living with HIV include: offering a range of services (including method-mix
contraceptives) to choose from; supporting their agency to engage with the services
which are most acceptable to them; and providing trained, supportive, knowledgeable,
and non-judgmental health providers who can provide accurate information and counsel.
We recommend youth-friendly, differentiated, person-centered care that recognize the

multiple and intersecting needs of young people living with HIV.

Keywords: HIV, family planning, integrated service delivery, young people living with HIV, Zimbabwe

INTRODUCTION

Two-thirds of people with HIV globally live in Sub-
Saharan Africa (SSA) (1). In eastern and southern Africa,
adolescent girls and young women (AGYW) aged 15-
24 years old accounted for 26% of all new infections in
2018 (2). In Zimbabwe, HIV prevalence among adults in
2020 was estimated at 12.9% and the prevalence is higher
among women (15.3%) compared to men (10.2%) (3). This
gender disparity is even more pronounced among young
people (20-24 years) with HIV prevalence nearly three
times higher in young women (8.1%) than young men
(2.1%) (4).

Numerous studies across diverse contexts have highlighted the
family planning needs of people living with HIV, which include
but are not limited to reducing HIV-positive births (5-8). Similar
to HIV-negative women, women living with HIV (WLHIV)
may wish to plan, avoid or delay pregnancies or limit family
size (9). Historically, aside from condoms, few family planning
methods were promoted or made easily accessible to WLHIV,
undermining their health and well-being (10). Recent evidence
indicates that they have lower contraceptive use and discontinue
hormonal contraceptives more frequently than women without
HIV (11, 12). One of the reasons for this is often unaddressed
concerns about potential negative interactions between ART
and hormonal contraceptives (13, 14). The few studies that
have been conducted have shown limited data revealing that
efavirenz-based ART may reduce the effectiveness of implants
and combined oral contraceptives (15). Organizations and
international bodies have created guidance materials to describe
these interactions and provide a reference for service provision
(16, 17). However, the limited data, clarity, and education
on these interactions (15) adds additional complexity to
the provision of HIV and family planning counseling, and
further deters the provision of family planning within HIV
programs (18-20).

WHO and other international bodies have made a case for
integrating HIV and family planning services (21, 22). Previous
studies show the acceptability of “one-stop-shop” approaches
to improve both HIV and maternal health outcomes (23) and
that such integration has resulted in increased contraceptive use
among WLHIV (24-26).

There has been much less focus on the family planning
needs of young people living with HIV (YPLHIV), and how
approaches for older women may need to be adapted for younger
women (27-29). Youth have high unmet need and already
face considerable barriers to accessing family planning services
(6, 30). These barriers include provider discrimination, lack
of confidentiality, denial of young peoples sexuality, parental
consent mandates, and contraceptive use stigma (31). HIV is a
chronic, already stigmatized condition that can pose additional
barriers. Providers have reported low self-efficacy in their abilities
to provide contraceptives to YPLHIV, due in part to poor
knowledge about their SRH needs (32-34). Additionally, a review
on the SRH needs of YPLHIV in low and middle-income
countries found a paucity of clear policies to guide the provision
of their SRH services (35). For young people who acquired
HIV vertically, barriers include navigating the transitions from
pediatric HIV programs where there are low/no exposure to
sexual and reproductive health (SRH) services, to adult/youth
HIV programs that may not recognize the need to introduce
YPLHIV to SRH services (18, 19, 29, 36). A study in Uganda
found that for these young people, there were no policies
for youth-friendly transition clinics, and poor institutional and
provider abilities to meet the SRH needs of YPLHIV (37). The
evidence that exists suggests that there is limited consideration
given to the SRH of YPLHIV and even lesser consideration
for why their needs may differ from those without HIV (38).
While there is a strong rationale for integrating HIV and family
planning services, adaptations to address additional barriers to
engagement and access faced by young women with HIV may
be required.
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We sought to understand young WLHIV’s experiences
accessing a community-based integrated service, exploring the
acceptability, engagement, and uptake of HIV and family
planning components. This includes comparing the experiences
of young WLHIV and those without HIV to identify the influence
of HIV status on youth’s family planning needs and engagement
in care.

METHODS
Study Setting

CHIEDZA is a cluster randomized control trial investigating the
impact of offering HIV testing and care with integrated SRH
services to young people aged 16-24 years on population-level
HIV outcomes in Zimbabwe (39). The trial is being conducted
in three provinces: Harare, Bulawayo, and Mashonaland East,
and this study was conducted as part of an embedded process
evaluation of the intervention. The CHIEDZA intervention
package has a ‘one-stop approach’ (23) that was co-designed with
young people (40) and provides HIV testing and counseling,
HIV treatment and adherence support (to those who are HIV-
positive), as well as family planning information and counseling,
mixed-methods contraceptives, condoms, Sexually Transmitted
Infections (STI) testing and management, menstrual health
information and products, and general health counseling in
a community-based setting. For HIV services, young people
with newly or previously diagnosed HIV can choose to join
the CHIEDZA HIV cohort by opting to receive ART through
CHIEDZA. Those who choose to continue to access their ART
from other settings and come to CHIEDZA for non-HIV SRH
services are defined as not being in the HIV cohort. They are
still able to access viral load monitoring and adherence support
through CHIEDZA. All young women attending CHIEDZA are
able and encouraged to access the range of family planning
methods available. A team of trained health providers consisting
of nurses, community health workers, youth workers, and
counselors offer services at community centers. The team
received training on not only their roles and responsibilities
but also in providing confidential, youth-friendly services and
engaging with young people. CHIEDZA seeks to further address
access barriers by creating a space where young people can
access services discretely through private health booths. They
can engage in social activities, which can serve as both an
incentive and an explanation for their attendance. Furthermore,
the integrated nature of service provision makes it difficult to
know what services a young person came to access (39, 40).

From April 2019 to July 2021, 1152 young women living
with HIV engaged with CHIEDZA, of whom 1022 took up
family planning services. All were receiving ART with 22.9%
receiving ART through CHIEDZA (in CHIEDZA cohort), and
the remainder in other care settings.

Study Design

This study used an exploratory qualitative approach (41) to
produce a detailed understanding of young WLHIV’s experiences
accessing integrated HIV and family planning services, and
how these experiences have shaped uptake, acceptability, and

engagement. This included examining through comparative
analysis any differences in how WLHIV and those not living with
HIV interact with and perceive integrated services.

Data Collection and Analysis

We conducted two sets of semi-structured interviews between
March to May 2021 in Harare, Bulawayo, and Mashonaland
East. One set of interviews was with twelve young WLHIV,
irrespective of their current contraceptive use. The other was with
fifteen young women who had tested HIV negative within the
12 months before the interview and were using contraceptives.
Efforts were made to have samples that represented the use of
diverse family planning methods. Participants were identified
using CHIEDZA providers knowledge of clients HIV status
and their contraceptive use. The providers approached eligible
clients accessing the service on scheduled interview days to gauge
their interest in participating and referred those interested to
the interviewers. Interviews were conducted by the three trained
female researchers (CM, RN, and PN), who were unknown
to the participants, and not involved in directly providing
CHIEDZA services.

Data collection took place during a period of restrictions
related to the COVID-19 pandemic. To minimize the need for
extra travel for participants from their homes to the CHIEDZA
sites, in-person interviews were conducted on the same day
that clients were attending the CHIEDZA sites for services.
While COVID-19 restrictions imposed the need to adopt a
convenience sampling approach, it did mean we were able to
conduct in-person interviews where privacy and uninterrupted
discussion could be guaranteed. Relying on telephone interviews,
by contrast, could have been hampered by limited reception and
uncertainty around the privacy of the conversation and restricted
to participants who owned phones (42). Only three eligible young
WLHIV declined to participate due to time constraints and we
were able to include considerable variation within the sample of
young WLHIV (Table 1). All interviews were conducted using
appropriate infection prevention control measures including
the use of face-covering, social distancing, and conduct of the
interviews outdoors.

Given the likely influence of personal contexts in shaping
young WLHIV’s experiences and needs, the potential
vulnerabilities of this group, and the desire for the narratives to
be shaped by the participants rather than the researchers, the
researchers deliberately asked open-ended questions and then
followed the direction of the participants’ conversations. The
researchers (RN, PN) conducting the first set of interviews had
prior experiences interviewing people living with HIV and drew
on their understanding of the potentially emotional nature of
discussions around HIV, and their previous experiences to help
participants feel comfortable. The second set of interviews also
used open-ended questions and an unstructured style to examine
clients’ narratives and experiences of contraceptive access and
use. All interviews were conducted in the participant’s preferred
language (English, Shona, or Ndebele), and covered the following
topics: knowledge and use of contraceptive commodities; access
to and uptake of HIV and/ or family planning services in/out
of CHIEDZA; and partner involvement in HIV and/ or family
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TABLE 1 | Female participant characteristics.

HIV status HIV positive (n = 12)

HIV negative (n = 15)

Age Three were aged 16-19 years, and nine were aged

20-25 years
Median age (range): 22 (17-25 years)

Marital status

divorced
Contraceptive Three were accessing oral contraceptives and two
Commodities depo-injectables at CHIEDZA

Two had 3-5-year implants inserted before attending

CHIEDZA

Two were using only condoms
One was pregnant
Two were not using any contraceptive methods

Dual protection
e 3% had supportive partners

* Y had just separated from their partner

Six were married, six were single/never married, two were

4/7 on contraceptives were also using condoms

All 15 were aged between 20 and 25 years
Median age (range): 23 (20-25 years)

11 married, one divorced, one separated, two in a relationship

Three combined oral contraceptive pills (COC)

seven Depo-Provera injectable
Jadelle

Seven implants

e 4/7 implants were not inserted at CHIEDZA

e 3 of these 4 had come to CHIEDZA specifically for jadelle
Removal

4/15 had switched family planning methods

n/a

Mode of HIV infection Five vertically acquired HIV, seven horizontally acquired HIV n/a
ART care Six were receiving their ART through CHIEDZA,

Six were receiving their ART from other care settings
Parity Seven had children, five did not have children

5/7 women with children indicated wanting to wait before

having any more

All 15 women had children

2/15 used non-condom family planning methods pre-partum,
13/15 only started using non-condom family planning
methods postpartum

planning decisions and care. The interviews were audio-
recorded, lasted between 15 and 50 min, and on average lasted
approximately 29 min. All the interviews were transcribed
into English.

A thematic analytical approach that was both deductive
and inductive was used due to the exploratory nature of the
study (43). The two data sets were collected separately from
each other and analyzed separately initially. These parallel
analyses were then considered comparatively to explore HIV
and family planning integration. For this study, the second
set of interviews (young women living without HIV and
using contraceptives) was used only for comparative analysis
of prior care and family planning experiences. CM manually
coded all transcripts. Inductive codes emerging from the data
were iteratively developed and integrated with deductive codes
that were developed a priori from the research questions.
Analytical memo-ing (44) was used to elucidate the emerging
themes. In this iterative process, CM, JB, SB, and CM-Y
identified, discussed, and compared key themes. This analytical
approach provided a guide for examining the perspectives
of participants, highlighting similarities and differences, and
generating unanticipated insights, that became relevant for
nuanced understanding.

Anonymized quotes are used to exemplify the themes, with
IDI#, HIV status, age, and contraceptive use. Two or more
contraceptive methods placed next to each other indicate a

change in methods. In Zimbabwe, Secure is the brand name for
the progesterone-only contraceptive pill, Control is the brand
name for combined oral contraceptive pills, Jadelle is a brand
name for an implant and Depo is the shortened name referring
to Depo Provera injectable.

Ethical Approvals

Ethical approval was granted by the Medical Research Council
of Zimbabwe (MRC/A/2266), the Biomedical Research and
Training Institute Institutional Review Board (AP144/2018), and
the London School of Hygiene and Tropical Medicine ethics
committee (14652). All participants provided written informed
consent. A waiver for the requirement of guardian consent was
granted for those aged below 18 years.

RESULTS

A characteristic of this group was that some participants provided
concise responses during their interviews. The young WLHIV
were recruited not on account of their contraceptive use but on
account of their status, such that for some of them, their accounts
of family planning were limited which resulted in concise
responses. Additionally, for some participants being interviewed
about HIV and family planning was a novel experience and
there was little familiarity in discussing these topics. The research
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approach was underpinned by a youth-friendliness and youth-
led model such that interviews could be as short or as long as the
youth participants wanted them to be, and the researchers were
not aiming to change or adapt that.

Of the seven horizontally infected young women, six were
infected by partners who did not inform them of their positive
HIV status.

Three major topics were explored: (1) Prior (before
CHIEDZA) family planning experiences (2) Family planning
experiences of attending CHIEDZA, and (3) Family
planning preferences.

Prior Family Planning Experiences of All
Young Women, Regardless of HIV Status

Prior experiences with judgmental providers, having received
incorrect information on contraceptive eligibility and side effects,
and exposure to mixed messages influenced young women’s
uptake, acceptability, and engagement with family planning
services. This was particularly pronounced for those living with
HIV compared to those without HIV.

Judgemental Providers Discourage

Continued Engagement

Prior to engaging with CHIEDZA, most participants regardless
of HIV status had accessed HIV or family planning care in
other care settings. They commonly experienced judgmental and
negative attitudes related to their age or marital status. Across the
sample, participants noted that provider attitudes discouraged
consistent engagement with care.

“When you want pills from the clinic, sometimes the staff at the
clinic don’t work many times and they work on their own time,
and not working is normal. So, they can ignore you and make you
feel like you are useless. So that’s what they do sometimes, and they
are ignorant and attend others” (ID103, HIV+, 23 years, Secure-
Depo).

“Imagine asking an old lady from the clinic about depo and its
effects (laughs). The nurses will obviously look at you and start
judging you. At the end of the day, you will not be open enough
to tell her your problems.” (ID106, HIV+, 23 years, Depo).

“You may be unfortunate to get scolded whilst in the queue at the
clinics and that’s a discouraging factor. Even at the pharmacies, you
may be unfortunate to get served with a teller who had attitude and
be scolded yet you want to buy contraceptives.” (IDI11, HIV-, 21
years, Control-Depo).

Inaccurate Knowledge Influences

Contraceptive Use

Both participant groups accessed CHIEDZA with prior beliefs
and information that influenced contraceptive use. Some
participants believed that they should not use family planning
before having children as this would make conception a challenge
when they did eventually want to have children.

“Well for now I am not taking any family planning because I have
never had a baby, so I am not taking any. I was told that if you take

family planning before having children it will be difficult to have
children so that is why I do not use any family planning” (IDI10,
HIV+, 25 years, condoms).

“I once heard that when you start using pills before having a baby,
they will be depositing in your womb such that when you stop taking
them and now want to have a child; it becomes difficult because the
pills will still be in one’s womb” (IDI7, HIV-, 20 years, Jadelle).

“I don’t think it a good idea to use for example Depo, yet you don’t
even have one child. Maybe when the time comes for you to have
a child, you may take longer to conceive equivalent to the number
of years your family planning method was. So, I think it becomes
complicated for someone who hasn’t had a child yet.” (ID110, HIV-,
25 years, Depo).

Other participants did not have adequate information to properly
take their contraception. One young WLHIV detailed her past
experiences. She was diagnosed with HIV a week before she
gave birth to her first child. Appropriately, at 6 weeks after
the birth of her child, she started taking progesterone-only oral
contraceptives. However, she fell pregnant again when her first
child was still 4 months old.

“When | got my first child thats when 1 started to take
[progesterone-only contraceptive] pills and I wasn’t taking them
regularly. I didn’t have enough education on how they are taken. I
don’t know whether you would drink them every day or something.
I thought you would take them when you wanted to have sex. That’s
what I used to do till I got pregnant again. So, I wasn’t drinking
them every day” (ID19, HIV+, 22 years, Secure-Jadelle-Control).

Across both groups, it was unusual to have accurate knowledge
of contraception if unmarried. Participants associated knowledge
and use of contraceptives with marriage. The limited knowledge
was underpinned by normative judgment, whereby they avoided
family planning to comply with expected moral standards.

“I haven’t thought much about family planning or using it because
I am not yet married” (ID12, HIV+, 21 years, none).

“Those who are not yet married but are using family planning
methods are doing something which is not allowed” (IDI10, HIV-,
25 years, Depo).

“Before having my child, 1 didnt use anything to prevent
myself from getting pregnant... Young girls must not take family
planning pills because they won’t be married.” (IDI6, HIV-, 22
years, Control).

In these cases, these existing beliefs impacted demand for
contraceptives when they did engage with CHIEDZA, with
several opting not to seek family planning services.

Circulating Mixed Messages: HIV and
Contraceptive Interactions

Some participants (n = 6) across both interview sets had
heard mixed messages about drug interaction between ART and
hormonal contraceptives. For young WLHIV, this impacted the
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contraceptive options and decision-making presented to them.
One client had previously visited a health provider wanting one
contraceptive method but was counseled to choose another due
to drug interactions between ART and her initial choice.

“When I went to some surgery in town, I told them that I am
HIV positive, and I wanted to insert jadelle. I was told not to use
jadelle. I was told that ARVs contain chemicals that may disrupt
the effectiveness of the jadelle and that I could easily fall pregnant.
So, they advised me to use Depo and that is what I have been using
ever since.” (ID16, HIV+, 23 years, Depo).

“I heard that a person living with HIV must not use Jadelle as
a family planning method because the method overpowers ARV
hence making it difficult for an individual to suppress their virus.”
(IDI06, HIV-, 21 years, Control).

“I heard that family planning pills are overpowered by ARVs
so, when one takes them together it means one between the two
pills will not work for their intended purpose” (IDI6, HIV-, 23
years, Control-Depo).

Another incorrect message a participant had heard was that
their viral load determined whether one should or should not
use contraceptives.

“It [contraception] works but it depends on how your viral load
status is. You cannot have family planning when your viral load
is high but when it’s low you can do a family planning it depends on
how your status is when you want to do family planning” (IDI03,
HIV+, 23 years, Secure-Depo).

When young WLHIV then came to CHIEDZA, they acted on
previous information received and did not access the range of
available contraceptives that they may have preferred.

Family Planning Experiences of Young
WLHIV Attending CHIEDZA

While the desire for youth-friendly services was universally
expressed, some young WLHIV had not considered family
planning options as being relevant to them because they were
HIV positive, highlighting the critical need of incorporating
wider services within HIV care programmes. The findings in this
section drew on data from young WLHIV.

Integrated HIV and Family Planning Service

Provision for Widened Access

Integration of family planning with other services was considered
convenient by all participants as it allowed for meeting multiple,
simultaneous needs. Some participants came for every available
service, and others combined specific services that they required.
Some participants initially had heard about CHIEDZA only as
offering menstrual pads and family planning. When they arrived
for their first visit, they were surprised at the convenience of
the range of services available to them. For young WLHIV,
this included HIV services they had not immediately prioritized
or considered.

“I was told about [CHIEDZA] by someone who came here. Like
when | was told it was a program related to pads and family
planning only, but when I came here, I noticed that they are
so many services offered... They took my viral load and I got
counseling!” (IDI4, HIV+, 22 years, Implant).

Another client initially came to CHIEDZA with reproductive
issues after being informed by her friend that CHIEDZA would
be able to help with her incessant bleeding problem. She
subsequently was tested for HIV and STIs and tested HIV-
positive.

“She [her friend] said they check on the uterus and other things,
so thats when | decided to go since I had been bleeding for some
time... I sat on the bench, and I got inside and spoke to a lady, and
she asked me why I'd come, my age, and all. So, I told her that I
came to be checked in my uterus... she told me that we have other
tests that we conduct, and she started to explain and then | agreed
to be tested” (IDI5, HIV+, 24 years, condoms).

The integrated approach enabled entry into either family
planning or HIV care and then facilitated access to the
other service. Some participants living with HIV who were
not in the CHIEDZA cohort (ie., were not diagnosed
with HIV at CHIEDZA and continued to access ART
elsewhere) similarly heard about CHIEDZA being a program
providing family planning and menstrual hygiene products.
Many came specifically for contraceptives and the highly
acceptable counseling services. They also received viral load
monitoring (with associated adherence support) at CHIEDZA.
Their viral load samples were collected on the same day that they
came for their 3-month Depo and oral contraceptives refill.

“I first came here because I wanted contraceptives. When I got here,
I was also given pads and that is when I got to know that they
test as well.... the last time, I tested for viral load I went inside
the nurses booth, and she drew blood from my left arm, and she
filled two test tubes. The nurse told me that she was taking blood
samples so that they get to see the amount of virus in my blood.
During the testing, the nurse also told me the importance of taking
my medication as this will assist in having a low viral load” (IDI6,
HIV+, 23 years, Depo).

The first time I went to CHIEDZA, I wanted to take family planning
services and pads and I am glad that I came because I was offered
all these services for free... Here at CHIEDZA, I come for family
planning and my viral load (IDI11, HIV+, 24 years, Control).

The availability of integrated services at CHIEDZA allowed these
clients to customize the levels and content of their SRH and
HIV care.

“I was told that I could take my medication from CHIEDZA if I
wanted to, but I felt that it was going to be a burden. You know
being transferred from the facility to CHIEDZA then back to the
facility again was going to be a problem. That is why I decided to
stick to my facility. .. The nurses [public sector facility] have also
been very friendly and nice. I remember when I started taking ARVs
they even told me that I might face side effects. So, both CHIEDZA
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and the facility have been very supportive and friendly (IDI11,
HIV+, 24 years, Control).

Participants living with HIV reported that the integrated service
package offered by CHIEDZA was able to support them in both
their HIV and family planning needs, especially those related
to adherence. Adopting a similar approach to supporting ART
adherence, CHIEDZA providers also encouraged those who were
sexually active to take contraception regularly.

“CHIEDZA makes sure that I take my medication [ART] because
at times when I think of it I stop and they call me and they
counsel me so that I continue to take my medication. They tell me
that a lot of people are taking their medication’, so continue to
drink your pills. They are the ones who encourage me to take my
medication... CHIEDZA encourages family planning to avoid one
having an unwanted pregnancy, so they have family planning, and
they encourage to you to take pills or injection” (IDI1, HIV+, 17
years, Depo).

The integration of HIV and family planning services was
advantageous for these young women by encouraging both
uptake and engagement with a wider constellation of services.
If they returned for any given service, they would continue to
experience the ease of taking up others, e.g., collecting pads and
being encouraged to (re-) test for HIV. Uptake of services that
clients may not have been specifically looking for or considered
in the past was thus increased.

Components of Youth-Friendliness to Meet

HIV and Family Planning Needs

Participants felt that CHIEDZA demonstrated friendliness
through the availability of supportive and non-judgmental
providers. For young WLHIV, CHIEDZA providers perceived
and interacted with them as more than just being HIV-positive.
They felt that the providers acknowledged that they were
sexually active with a range of SRH needs that deserved to
be met, which in turn encouraged engagement and uptake of
CHIEDZA services.

“I come here for family planning and my viral load and so far, I
have not encountered any problems in accessing these services. I love
coming to CHIEDZA because the providers are very friendly, and
they advise me a lot on a lot of things especially to do with sex as
well as the use of protection.” (IDI11, HIV+, 24 years, Control).

“Yes, treatment is different here [CHIEDZA], you have all the time
to ask some things and to understand everything” (IDI14, HIV+, 22
years, Implant).

“I prefer coming to CHIEDZA to seek family planning services
because the nurses here are very friendly and they do not judge.
Here at CHIEDZA, the services are very good, and I love the
fact that the providers are young people who can relate to our
experiences” (ID106, HIV+, 23 years, Depo).

‘Friendliness’ was perceived as an accepting attitude toward their
sexuality combined with the availability of the full range of SRH

services that a young person may require. For young WLHIYV, this
particularly meant HIV being viewed as a manageable condition
that need not subsume all their other needs and aspirations.
‘Friendliness’ was also perceived to be the provider support young
WLHIV received when they selected only services that they
wanted, respecting their choice not to take up various options.

Family Planning Preferences of Young

WLHIV

Young WLHIV ‘s preference of family planning methods was
influenced by their HIV status and the intersecting multiple
“other” identities (marital status; with/without children).

A Preference for Available Contraceptives

That Do Not Require Daily Maintenance

For young WLHIV, adherence and side effects were already a
challenge in relation to their ART. To potentially reduce pill
burden and further adherence concerns with family planning,
some of them sought contraceptives that did not require daily
intake, which were free and readily available at CHIEDZA.
Participants also reported switching from oral contraceptives to
a medium or long-acting method because of side effects.

T use the implant... The issue of pills, I would forget, forgetting
plus the control [combined oral contraceptive] pill would affect me.
I would feel dizzy” (IDI4, HIV+, 22 years, Implant).

“I was still using Secure since I responded well to them. I recently
got Depo because I sometimes used to forget to take the pills” (IDI3,
HIV+, 23 years, Secure-Depo).

“I take Depo. Depo is better than pills because with Depo, with pills
you forget but with Depo, you can last longer” (IDI1, HIV+, 17
years, Depo).

For some, uptake of long-acting contraceptives was particularly
associated with marital status. One participant who was not
married but sexually active with an also HIV-positive partner
used condoms only. She reported not taking contraceptives
because she was not married yet, explaining that when she gets
married, she would get the Jadelle implant because she would
forget to take pills.

Partner Influences Use of Condoms for

Dual Protection

Most of the participants living with HIV articulated that
regardless of their contraceptive use, condom use with their
partners would offer dual protection against pregnancy,
and HIV and STI transmission/reinfection. While condoms,
contraceptives, and ART adherence services were readily
available within CHIEDZA, their combined use by YPLHIV was
shaped by relational dynamics. For young WLHIV who preferred
to use dual protection, doing so was enabled by supportive
partners. Some participants disclosed their HIV-positive status
to partners who were accepting and supportive.
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“I just told him that I am positive, I don’t know if you accept it
or not. He said, ‘No problem we condomise’... he tells me to eat
healthy food” (ID14, HIV+, 22 years, Implant).

“I told him about it [disclosed status] and he has been supportive
too as he encourages me to take my medication [ART] correctly all
the time.” (ID16, HIV+, 23 years, Depo).

For those WLHIV who did not have supportive partners that
encouraged dual protection and ART adherence, condom use
was inconsistent:

“At first, we used to wear condoms then, later on, we ended up
not using protection since we are both positive and since no one
is infecting the other one... currently we are using condoms...
he refuses at times, but I force him to use” (IDI8, HIV+, 18
years, condoms).

Across both samples, women in difficult or unsupportive
relationships were less likely to use dual protection and
used covert ways of preventing pregnancy. HIV-positive status
amplified this. One client living with HIV switched from
taking oral contraceptives to Depo injectable before her current
pregnancy because her partner had wanted her to get pregnant
and she wasn’t ready. Similarly, another participant had a
husband also living with HIV who did not adhere to his ART
medication. He insisted on having another child with her when
she was not ready.

“My husband was now shouting at me. Since 2019 he wanted to
have another child... so he would see it [implant]. Then he used
to tell me to go and get it removed. He ended up shouting at me
that ‘jadelle is meant for prostitutes. You put it for you not to get
pregnant and do prostitution and have another sexual partner so
that you don’t get pregnant.” So, I went to get the jadelle removed
and I never told him that | removed, and I came to CHIEDZA, and
I collected control pills” (IDI09; HIV+, 22 years, Jadelle-Control).

Her husband was unaware that she was now taking combined
oral contraceptive pills covertly “so now I take them every day at
the same time as my [ART] medication”.

DISCUSSION

In this study, we explored young WLHIV’s experiences
accessing HIV and family planning services in an integrated
community-based intervention in Zimbabwe. This exploration
included comparing experiences with those of young women
without HIV. Our findings illustrate the SRH needs that are
common amongst young women regardless of HIV status
but by adopting a comparative approach we have also
been able to identify the specific needs of young WLHIV.
For young WLHIV, an integrative approach that includes
providing both HIV and family planning services across
their continuum of care was perceived to be acceptable and
preferable to separate services. The importance of the provision
of ‘youth-friendly’ services to meet SRH needs has been
extensively researched (45, 46). However, what friendliness’

entails is rarely examined in a nuanced way. For young
WLHIV, being treated as more than just ‘HIV-positive, support
for their agency, and integration of HIV care and family
planning with flexibility around their care-seeking practices
was important.

Our findings support those from other studies that have
shown that supportive provider-client relationships are crucial
for helping young people seek and adhere to ART and prevent
unintended pregnancies through family planning care (47, 48).
Therefore, in the context of HIV care, where individuals are seen
repeatedly, there is an opportunity to develop such relationships.
Discussions about family planning and fertility discussions could
be layered onto such foundational relationships with providers
within integrated HIV and SRH services (18-20, 49, 50).
Additionally, provider support for women to select only the
services that they wanted, including choosing not to take up
certain options enables them to exercise agency. In our study, for
example, some of these clients were accessing other care settings
(sometimes for their ART), yet still chose to come to CHIEDZA
for free family planning services and additional HIV support.

Our study’s findings echo other studies that suggest that while
HIV care programmes may adequately provide HIV treatment,
they are insufficient in addressing the broader health needs
of WLHIV with family planning (51) and HIV services are
often separate and vertical (10). In addition, in many HIV
programmes, the specific needs of young women within both
adult and pediatric services are overlooked, particularly the SRH
needs of those who are unmarried (29). Seeking family planning
is a recognition of active sexual status (52), which for young
people in Zimbabwe is often considered immoral behavior by
parental figures and health practitioners in clinics. In CHIEDZA
this is not only accepted but anticipated and accommodated
for with a range of options, demonstrating the intent to
provide an acceptable and convenient family planning option
that is tailored to the individual needs of young women. The
study demonstrates the importance of accepting, responsive and
supportive services that for those living with HIV, acknowledges
and views them as sexually active youth with a range of additional
SRH needs.

Studies in eastern and southern Africa have noted the
missed opportunities in providing family planning through
HIV care and treatment programs (ART clinics) to reduce
the unmet need for people living with HIV (53, 54). Some
of our participants were vertically infected. In their HIV care
trajectory, they had been exposed to pediatric HIV services
which tend to deny their fertility or attempt to postpone their
reproductive desires (55), or adult HIV services that may pass
judgment as experienced by our participants (29). Zimbabwe,
like many other countries in the region, has been making a
concerted effort to integrated HIV and family planning services
(56, 57). In cooperating family planning at ART clinics within
a youth-friendly setting, could improve health outcomes for
young WLHIV.

Like women without HIV, WLHIV had limited knowledge
about family planning and contraceptive use, but in addition,
had misguided presumptions about the effects of hormonal
contraceptives. Concerns about drug-drug interactions
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and viral load being a determinant for eligibility to use
contraceptives limited their perceived contraceptive options.
Studies have shown that HIV providers have not always
been confident in their knowledge to effectively provide
quality family planning counseling for young WLHIV
(18, 32-34, 49, 58). Mixed messages from providers and
subsequent incorrect comprehension may result in WLHIV
discontinuing either ART or contraception. Zimbabwe has
successfully implemented and adopted at scale, the ZVANDIRI
CATS programme to provide care and support for children,
adolescents, and YPLHIV (59, 60). With training and support,
there is potential to embed family planning education or
information within this model as part of integrating HIV
and family planning services for YPLHIV. Additionally,
integration of HIV and family planning services must
go beyond making commodities available to incorporate
adequate training of providers, so they are well-equipped to
address these issues and minimize the prevailing inadequate
information about the use of family planning concurrently
with ART.

The choice of family planning approaches was influenced
by the need to minimize pill burden and daily maintenance.
In the context of adherence, young WLHIV’s preference
for medium to long-acting contraceptive options because
of a fear to forget taking pills daily may be revealing of
adherence challenges with ART which also has to be taken
daily. This association between adherence and preferred
contraceptive method requires further investigation. Young
WLHIV’s preference for contraceptive options that did
not require daily maintenance supports the potential of
long-acting injectable ART (61) for improving adherence
and virological suppression in young people, and the
potential for combining delivery of long-acting ART with
that of LARC. Importantly, the provision of choice of
contraceptives enables YPLHIV to exercise more agency
over their contraceptive choices.

Partners play a significant role in contraceptive decision-
making and for young WLHIV. A study conducted with urban
women of reproductive age in Zimbabwe reported that for
WLHIV, male partners had more control in their intimate
relationships and there was a greater association between positive
HIV status postpartum, and male partners who ever refused to
use a family planning method (62). Where feasible, providers can
strongly encourage and support education which may result in
improved HIV and family planning service delivery for young
WLHIV (63).

In many instances, integration is usually examined only
for a component of the cascade. For example, ’integrating
HIV testing with family planning. A strength of this study
was that by including women exposed to the whole HIV
cascade (testing, care, and treatment, adherence support) and
those accessing HIV care outside the CHIEDZA service,
integration with family planning could be examined across
this spectrum. Limitations are that the study had a small
interview sample and only included CHIEDZA clients. Eligible
women not accessing any family planning and /or HIV care
were not included in this study and examining their access

challenges may improve understanding and need for accessing
and providing integrated HIV and family planning services.
Further research is needed to examine some of the findings
in this paper. Understanding research with young men living
with HIV and the partners of young women living with HIV
would provide a more comprehensive understanding as partners
shape choices.

CONCLUSION

Differentiated models of care that customize youth-friendliness
to provide integrated HIV and family planning services that
recognize the multiple and intersecting needs of young people are
essential. The range of services offered (including method-mix
contraceptives and LARCs), the ability of these young people to
have agency over which services work for them; and the presence
of supportive, knowledgeable, and non-judgmental health
providers who can provide accurate information and counsel,
could improve the uptake, acceptability, and engagement of
HIV and family planning services by young WLHIV. Our
findings highlight the need for further research co-designed
with policymakers, implementors, and young people living with
and without HIV to understand the provision and utilization
of integrated HIV and family planning counseling and service
provision, that reflect the diverse experiences and needs of
young WLHIV.
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Chapter 7 : Fertility protection, and preservation: a
gualitative analysis of young women’s decision-making about
contraceptive use in Zimbabwe

Overview

It is well established that social and cultural norms influence the acceptability of
modern contraceptives (1-3). This was also evident from very early on in my data
collection phases as both providers and youth clients constantly cited how the
desire to protect and demonstrate their fertility made people concerned about
contraceptive side effects, which became a barrier to using hormonal
contraceptives. However, what [ then realised was that there was limited
evidence about which social and cultural narratives become or remain dominant
and how do they come to be so closely associated with family planning

preferences.

[ collected data to better understand these pervasive influences and nuances by
asking young women what these norms were and why they believed these norms
as realities and truth. This manuscript presents findings from this inquiry. This
paper specifically seeks to illustrate how socially constructed and imagined
knowledge on contraceptive use and non-use, and the processes by which this
knowledge comes to be accepted, can be a mechanism of change for family

planning outcomes (low uptake of long-acting contraceptives).

This chapter concludes the presentation of findings from my PhD. The

manuscript presented here is the final version that, at the time of submitting this
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PhD thesis has been sent to the co-authors for approval before submitting to

SSM-Population Health.
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Abstract

Background

Young women in Zimbabwe have a high unmet need for family planning and seldom
utilise family planning services. Even when services were available and accessible
through a community intervention, uptake remained low. To better understand why,
we explored the social and health system influences on their decision-making about

family planning methods and services uptake.

Methods

The study was embedded within a cluster randomised trial (CHIEDZA) of a
community-based integrated package of HIV and sexual and reproductive health
services for 16-24 year olds, conducted in Zimbabwe between April 2019 and March
2022. Seventy-two semi-structured interviews were conducted with young women
accessing CHIEDZA, and health practitioners providing CHIEDZA services. Interviews
were conducted between April 2020 - November 2021. A thematic analytical

approach was employed.

Results

Young women decided on which family planning options to take up, within a
broader set of considerations about their present and future needs and priorities.
Influenced by prevailing social norms that were conveyed by peers and female
relatives, young women had concerns that hormonal contraception could
damage future fertility and so tended to these concerns. In their accounts, they

emphasised the widely held assumption that hormonal contraception was only
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appropriate for post-partum women. Despite availability of mixed method
options, nulliparous young women often considered short-term contraception as

the most suitable method for them.

Conclusion

While family planning interventions may seek to broaden the options available
to young women to mitigate the risks of unintended pregnancy, our findings
demonstrate that access to and uptake of family planning options are shaped by
local contextual understanding of suitability, and availability. Successful
implementation of family planning interventions requires responding to locally
specific conditions, including engaging with social norms, and the influential
groups that perpetuate them. These norms shape young women’s decision-

making and may be narrowing the accessibility of available options.
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1. Introduction

Eastern, Southern, Central and Western Africa have the highest rates of teenage
pregnancies in the world (Ahinkorah et al.,, 2021). Within these regions,
approximately 35% of the pregnancies in girls below 18 are unintended, underscoring
the unmet need for family planning among young women (Chae et al., 2017; lzugbara
& Egesa, 2014). Where young women do take-up family planning options, they often
use short-term methods that have high failure and discontinuation rates (Chandra-

Mouli et al., 2014; Radovich et al., 2018; Willan et al., 2020).

In Zimbabwe, substantial investment in modern contraceptive access has led to
Zimbabwe having one of the highest modern contraceptive prevalence rates (mCPR)
for all women of reproductive age (WRA)- 65% (Zimbabwe National Statistics Agency
& International., 2016), compared to the average 29% for the rest of the region
(Ahinkorah et al., 2021). However, the high unmet family planning need for young
unmarried women persists at 37% for 15-19 year olds and 17% for 20-24 years
compared to 12.6% overall for WRA (15-49 years) (Ministry of Health and Child Care,
2016; Zimbabwe National Statistics Agency (ZIMSTAT) & UNICEF, 2019). This suggests
that there are specific factors impeding access which disproportionately affect the

15-24 year olds

Evidence suggests that on the demand-side, socio-cultural expectations, denial of
young women'’s sexuality, and the stigma around contraceptive use by young women
can prevent them from using family planning methods or accessing family planning

services, even when they may be available (Chandra-Mouli et al., 2014; WHO, 2017).
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On the supply side, discrimination by health providers, confidentiality concerns, and
commodity availability challenges, can result in not only limited service provision for
young women but also reduce their willingness to engage with family planning
services (Denno et al., 2015; WHO, 2017). When they do engage, young women tend
to take up short-acting contraception (Chandra-Mouli et al., 2014; Radovich et al.,
2018), but limited attention has been paid to articulating whether they do this in the

presence or absence of mixed methods short and long-acting contraceptives.

Sexual and reproductive health (SRH) interventions which seek to address these
challenges have demonstrated limited sustained impact on reducing unintended
pregnancy outcomes among young women (Kristien et al., 2010; Phillips & Mbizvo,
2016; Wamoyi et al., 2014). This indicates a need to further explore ‘access’ to move
beyond supply and availability to better understand the influences that may shape
young women’s decision-making and uptake (de Vargas Nunes Coll et al., 2019;
Mutumba et al.,, 2018; Smith, 2020) and to examine how this may differ by

contraception method.

Many health service utilisation theories consider the point of contact with the formal
health system as being the most important for understanding access to and use of
these services (Andersen, 2008; Ricketts & Goldsmith, 2005). However, demand-side
experiences and behaviours outside of the health care service delivery system
(supply side) may also be significant contributors to young people’s family planning
decision-making and health seeking behaviours. These in turn shape their willingness

to engage with the health system (Stackpool-Moore et al., 2017; Starrs et al., 2018).
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The World Health Organization (WHO) has made a public health case for making a
wide-range of family planning options available to young women, including long-
acting contraception which can provide discrete and ongoing protection (WHO,
2011, 2017). However, whether this logic of the protective suitability of long-acting
contraception is shared by nulliparous young women themselves, and those that
influence them within their local context, has received relatively limited attention.
This paper examines whether young women consider themselves suitable candidates
to take up hormonal, including long-acting contraception, if it is freely available to
them. The intention is to provide evidence that can inform the approaches to framing
family planning options within interventions, so that they can better align with young

women’s needs and improve health outcomes.

2. Methods

2.1 Study Design

This qualitative study was conducted as part of the nested process evaluation of a
community-based integrated HIV and sexual reproductive service, which included
offering family planning, for young people aged 16-24 years, that is being evaluated
through a cluster-randomised trial in Zimbabwe (CHIEDZA—trial registration number

NCT03719521).

2.2 Study Setting
The CHIEDZA trial was conducted in three provinces in Zimbabwe: Harare, Bulawayo,

and Mashonaland East between April 2019 and March 2022. The details of the
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CHIEDZA intervention are published elsewhere (Dziva Chikwari et al., 2022;
Mackworth-Young, 2022), and evidence indicates that CHIEDZA is generally
perceived to be available and accessible to young people (Mavodza et al., 2021;

Tembo et al., 2022).

2.2.1 Family Planning in CHIEDZA

Family planning services within CHIEDZA included provision of information,
counselling, and contraceptive commodities by youth-friendly and family planning
trained providers. Oral contraceptives and Depo-Provera injectables were supplied
by the CHIEDZA nurses. Between April 2019- October 2020, long-acting reversible
contraceptives (LARCS), specifically Implants and Intra-Uterine Devices (IUDs), were
provided via referral to a partner non-governmental organization, Population
Services Zimbabwe (PSZ) who operate out of public sector clinics or their own
centres. From October 2020, LARCS were provided at the CHIEDZA community
centres by PSZ. Ideally, PSZ should have been present every time that CHIEDZA was

open (same day each week), but this was not always feasible.

2.3 Data Collection

Data were collected in five phases, three with providers (phases 1, 3 and 5) and two
with female service attendees (phases 2 and 4), referred to as clients. Data was
collected across all provinces between April 2020 and November 2021. Each phase
informed subsequent phases and a total of seventy-two semi-structured interviews

were conducted (Table 1).
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Due to COVID-19 lockdown mobility restrictions, interviews were conducted both in-
person and telephonically, depending on lockdown restrictions at the time (Table 1).
Interviews were conducted by qualified qualitative researchers, who were not
directly involved in CHIEDZA service provision (CM, RN and PN). Each interview took
between 15-90 minutes, and on average lasted approximately 45 minutes. Written

informed consent was provided prior to each interview.

2.3.1 Provider Interviews

A total of 42 interviews were conducted with the same group of providers in phase
1 (n=16), phase 3 (n= 15), and phase 5 (n= 11) (Table 1). Only 11 providers were
interviewed in phase 5 as we had reached data saturation. In phase 1, the interviews
broadly explored the issues that arose in their discussions with clients about family
planning. In phase 3, the interviews explored whether, how and why these issues and
concerns persisted, as well the providers’ perceptions of these concerns. In phase 5,
the interviews explored providers’ experiences of addressing these concerns during

the implementation of CHIEDZA.

Table 1: Qualitative data collection timelines, participants, methods, and areas of

exploration
Type of
. Ll . Data collection .
Phase Sampling Strategy Interview Area of exploration
L. method
Participants
4. Apr Purposive sample: 16 health Phone Family planning issues
2020 each province and providers interviews that young people talk
type of health to/ask the providers
provider (10 females; about
represented 6 males)
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5. May- Purposive sample: 13 female 2 Phone What they think about
Jun all female youth youth clients interviews family planning, their
2020 mobilisers to experiences with family

cluster 11 In-person planning, who can and
representation interviews should use family
planning

6. Jul-Aug Purposive sample: 15 health 5 Phone Family planning issues
2020 each province and providers interviews that young people talk

each type of health to/ask the providers
provider (10 females; 10 In-person about; any challenging
represented 5 males) interviews family planning issues/
concerns that young
8 new; 7 people have raised when
repeat seeking family planning
interviews services

7. Mar- Purposive sample: 15 female 8 narrative- Discussions about
May for maximum youth clients  style in-person  fertility, sex, pregnancy,
2021 variation by interviews and contraceptive (non)

contraceptive type  All in-person use.

used (short-acting interviews 7 topic guide in-  Experiences of family

& long-acting) person planning services at
interviews CHIEDZA

8. Oct- Purposive sample: 11 health in-person Implementation of the
Nov each province and providers interviews trial is coming to an end
2021 type of health Experiences of

provider (6 females; 5 implementing family
represented males) planning services at

CHIEDZA over time

2.3.2 Client interviews

CHIEDZA client interviews were conducted in phase 2 (n=13) and phase 4 (n= 15)
(Table 1). The phase 2 interviews sought to generate a broad understanding of young
people’s decision-making about family planning. In phase 2, thirteen CHIEDZA female
youth community mobilisers were interviewed because of their distinct perspectives
in being clients of CHIEDZA, and their roles within CHIEDZA their roles to CHIEDZA.
As youth mobilisers, they sensitised the communities and mobilised their peers to
attend CHEDZA. This positioned them well to understand CHIEDZA, their own needs

as young people, as well as the ideas circulating within their communities
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The phase 4 interviews (n=15) were conducted with CHIEDZA clients. A purposive
sampling approach was used to select participants who were female, not having
participated in phrase 2, using contraceptive methods and in a diverse range of
relationship situations (Table 2). We sampled for mixed-methods contraceptive use
to understand perceptions, beliefs, and experiences by contraceptive method. The
participants were selected from three clusters (1 in each province) where LARC
provision by PSZ had been most consistent, to enable sufficient recruitment of young

women with LARC uptake in CHIEDZA.

Seven interviews were conducted using a semi-structured topic guide. The remaining
eight interviews were unstructured, conducted without a topic guide, to elicit their
own narratives about SRH. In this unstructured style, the researchers (RN and CM)
used a conversational format to talk about fertility, sex, pregnancy, and
contraceptive use with the participants. Prior rounds of data collection were also
flexible in the topics discussed and were responsive to additional issues raised by
participants, but predominantly covered subjects that the research team had
determined as priority areas. We adopted an unstructured approach with seven
participants to enable young people to have more control over the topics discussed.
Despite the slight variation in approaches, topics covered were similar between the

two approaches.

2.4. Data analysis
All interviews were conducted in a participant’s preferred language (English, Shona,

or Ndebele) and audio recorded. Each interview was transcribed directly into English
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by bilingual researchers. To maintain confidentiality, de-identification was done

during transcription.

The analysis was guided by the principles of interpretive thematic analysis (Braun &
Clarke, 2006). CM read all transcripts to familiarise with the data. Data was coded,
and the initial coding was informed by a general inductive approach, with codes such
as ‘contraceptive use postpartum’ and ‘contraceptive use within marriage’. Through
this initial coding process, social influences on young women’s decision-making was
identified as an important topic for further analytical attention to explore what effect
they had on the process and why. Inductive codes like ‘fertility threats’, ‘information
sources and hormonal contraceptive side-effects’ from the whole data set were
compiled in data summary notes using Microsoft Word. Analytical memos were
subsequently drafted to explore connections between codes and further develop
emerging ideas, and to highlight and arrange the significant themes (Birks et al.,
2008). To advance the analysis, coded excerpts from the transcripts and data
summaries were extracted and grouped under the identified themes presented in
this manuscript. The analytical processes were iterative and involved collaborative

discussions of emerging themes between CM and SB.

Anonymised quotes from the providers are described with only the interview
number, province, and data collection phase details to protect their anonymity, given
the small groups of cadres. Quotes from CHIEDZA clients are described by interview
number, type of contraceptive used, marital status, and data collection phase. In

Zimbabwe, Secure is the brand name of the progesterone-only contraceptive pill
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(PoP), Control is the brand name for combined oral contraceptive (COC) pills, Jadelle
is @ brand name for an implant and Depo is the shortened name referring to Depo
Provera injectable. If the participant descriptor has two or more methods, it indicates

that they had switched methods at some point in their SRH journey.

3. Findings

Table 2 outlines the key characteristics of the participants who were attending
CHIEDZA. Many young women described themselves as married, although their
situations may not have met the local, legal or cultural threshold of the definition of
marriage. We intentionally used the descriptor provided by the young women

themselves to determine their marital status.

All participants in phase 4 had children and some spoke of their reproductive
journeys in retrospect. Three of the participants in phase 2 were sexually active,
nulliparous and considered themselves unmarried. The diverse range and statuses
of young women in the study enabled the understanding of both present and past

lived experiences of contraceptive decision-making.

Table 2: Key characteristics of CHIEDZA female client participants

Phase 2 (n=13) Phase 4 (n=15)
Age 4 aged 16-19 years All 20-25 years

9 aged 20-24 years Median age (range): 23 (20-25)

Median age (range): 22 (16-

24years)
Marital status 3 married 12 married

5 in a relationship 1 Divorced

5 single 2 in a relationship
Contraceptive 3 combined oral contraceptives 3 combined oral contraceptive
use 1 Depo-Provera Injectable 5 Depo-Provera injectable

3 Condoms only 7 Implants (3 inserted at CHIEDZA)

6 no contraception
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Parity 5 have children All 15 have children
8 do not have children

3.1 Proving fertility: an embodiment of womanhood

The socially and morally acceptable sequence of sexual and fertility events for
young women was as follows: no sex before marriage, marriage, no hormonal
contraceptives before proving fertility, and having a baby within a marital situation.
Among the clients interviewed, the emphasis they placed on the importance of
young women proving their fertility through childbearing to establish their identity
as embodying socially acceptable womanhood was pervasive. This socially
anticipated sequence of events was very influential in shaping young women’s

decision-making about family planning options.

“You must have a baby first then think of using any family planning you wish to

use.” (IDI04, COC-Depo, married, Phase 4)

Most of the participants perceived that a hormonal contraceptive was for married

women and only once they had had at least one child.

“I know that when you get married you don’t start by using family planning.
You have to have a baby first then think of using any family planning you wish
to use. When you want to have your second child that’s when you start using it
so that there is the spacing between your first and your second child” (IDI04,

COC-Depo, married, Phase 2)
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“I wouldn’t want to use the contraceptives before getting married because
maybe it would lower the chances of me getting pregnant. | think since the
uterus wouldn’t have carried a child before, it might become complicated for an
unmarried woman to start using the contraceptives.” (IDI02, COC, married,

Phase 4)

3.1.1 Protecting fertility

A widely held assumption was that hormonal contraception could disrupt a young
woman’s future fertility. This perceived side-effect significantly shaped why such
contraception should be avoided by nulliparous women. Long-acting contraception
was considered to be a direct threat to their reproductive intentions, and in turn to
their projected attainment of womanhood. Both providers and client participants
cited this as the primary reason for low uptake of hormonal contraception among
young unmarried women and their preference for condoms, or in many cases

deliberately avoiding contraception all together.

“I feared to tarnish my reproductive health system before | have started bearing
children hence the choice of condoms.” (ID110, condoms only, in a relationship,

Phase 2)

“I was not using anything [before having a child] ... | heard that one should never

use family planning especially if they do not have a child. | was told that it makes

one infertile and they may face challenges when they now want to have a baby
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and so | did not want that to happen to me.” (IDI15, Jadelle, in a relationship,

Phase 4)

3.1.2 Performing the moral trajectory of womanhood

The expectation to prove one’s fertility was layered onto moral codes surrounding
sexual debut and marriage. The social ideal was that young women were expected
to have their sexual debut within a marital situation. At that point, the expectation
shifted towards proving fertility, by having a baby soon after marriage. However, the
trajectory of being married before becoming sexually active was not consistently
adhered to and participants’ accounts illuminate the malleability of both what might
constitute marriage and what could become an "approved’ reproductive trajectory in
attaining the status of womanhood. Some young women perceived that being
sexually active with a consistent partner, was a proxy indicator for marriage. For
example, for the participant quoted below it was the event of pregnancy which
conferred her status shift into being married and only post-partum did she then take

up hormonal contraception:

“I got married as a result of the pregnancy. When we were boyfriend and
girlfriend, we used to sleep together. When | later found out that | was
pregnant. | had to go and stay with my boyfriend. It has been two years now

so | can safely say he is now my husband.” (IDI14, Jadelle, married, Phase 4)

Participants’ accounts emphasised that marital status could be conferred

retrospectively or informally. Despite the negotiability of whether a couple were
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considered to be married, becoming a mother through bearing a child was publicly
visible and a clearly definable state. Even if a young woman’s marital status was
somewhat ambiguous at the time of childbirth, bearing a child carried social value
and conferred an elevated status to young women, through their performative
attainment of a critical element of womanhood. Some young women had been, or
were sexually active prior to marriage, and therefore had already deviated from the
socially approved sequence. However, refusing to engage in family planning methods
or services until after having had a baby (usually) within marriage, was an

opportunity to demonstrate a compliance to social expectations.

In phase 4, 13 of the 15 women reported only ever using hormonal contraceptives
post-partum (Table 2). For these 13 women, intervening to control fertility through
hormonal contraception, after having demonstrated it, carried little social risk.
Instead, their transition in status warranted contraceptive use to become a socially
permissible option that enabled responsible planning for subsequent pregnancies. In
phase 2, the nine young women who were using only condoms or no contraception

did not yet have any children.

“So those who take family planning are married people who have newly born

babies so that they don’t have babies after every year or less." (IDI11, no

contraception, single, Phase 2).

3.2 Acceptability thresholds for different contraceptive methods
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Although prioritising the perceived preservation of fertility was a generalised trend
within the dataset, there was some variation in the degree to which it shaped
methods choices. Even once LARCs had become a socially permissible choice for
participants who already had children, some were still very wary of their perceived
fertility-damaging potential side effects. This influenced the choices they made and

limited the appeal of the longer-acting contraceptive options.

There were a number of widely circulating misconceptions about LARCs which
undermined young women’s confidence in the suitability of these options for them.
One perception was that the fertility threat increased proportionate to the length of
time a woman was using hormonal contraception. Specifically, client participants
considered that time on contraception was equivalent to the time it would take to
conceive once they had stopped taking contraception. For example, one young
mother chose not to take Jadelle because of her concerns that it might provoke a
repetition of the previous conception challenges she had encountered once she

wanted to have another baby:

“I thought for me to use Jadelle it may take about 5 more years for me to
conceive. | decided not to use it since | took about 1 year and 9 months without
a child. So, Jadelle was a no for me. | decided to go for the Depo and thought
to myself that if 3 months lapses and | decide that | want a child | will not go
back to the clinic for another shot; simple as that.” (IDI10, Depo, married,

Phase 4)
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This led some women to use Depo, which acted only for three months. Depo was a
convenient medium-term method that allowed them to ‘check’ their fertility through
stopping periodically and allowing their menstrual cycle to return. For them this
option was preferred because it provided reassurance about their ongoing

reproductive potential.

“I prefer Depo because of its short effective period. After three months, | can
go back to my meses cycle. Unlike Jadelle which is effective for 3 years, thus a
long time for someone to be missing her menses... | like the fact that each time
| come for my jab | am tested for pregnancy.” (IDI13, Depo, in a relationship,

Phase 4)

However, the providers highlighted that there were community rumours about the
fertility-damaging side effects of Depo as well, which further discouraged uptake of
this medium-term option.
“Information went viral that if you have only one child you are not supposed to
use Depo; if you decide to have another baby you will face some conception
problems. So, it was wrong information being given and making Depo less

popular.” (Harare Provider, IDI02, Phase 5)

3.2.1 Diverging from the norm
There were exceptions (n=3) to the dominant pattern of prioritising the desire to
prove one’s fertility, over protecting against conception, when deciding which family

planning option to take up (n=25). These three women, who were amongst the eldest
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within the sample, were more persuaded by the public health rationale than the
social expectations prevailing within their communities. They considered
contraception to be appropriate for sexually active individuals, independent of
marital or fertility status, who wanted to prevent unintended pregnancies. As

indicated by this quote:

“For someone who is sexually active but not married, | think they should get a
long-term family planning so that they don’t risk having unwanted
pregnancies when the time isn’t ripe yet for them to have one. | would
recommend that person to use loop or Jadelle which are long term methods
because that will be the safest thing to do” (IDI112, PoP-Jadelle-Jadelle

removal, married, Phase 4)

However, their preference for LARCs as not only because they considered it
protective against unintended pregnancies but also because it enabled them to be
discrete which protected the confidentiality of their contraceptive choices. This
made it preferable compared to the contraceptive pill, which in needing to take it
each day , risked them being ‘found out’, which would highlight a deviation from
social norms and provoke social sanctions. They recognised that needing to take the
pill in secret would potentially disrupt their ability to adhere, and also undermine its

effectiveness:

"People will start asking you why you are taking family planning pills, yet you

don’t have a husband. Others will also make me hide them to the extent that |
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will forget where | hid them and eventually misplace or lose them." (ID108, COC,

in a relationship, Phase 2)

3.3 Sources of Information and influence.

Young women’s decisions about contraception were shaped by the social meanings
attributed to the contraceptive options rather than clinical evidence. These social
meanings were conveyed by trusted adults, as well as peers, within their community,
who drew on their lived experience or the reported learning of others. As each story
and advice that young women heard from those in their community tended to
reinforce each other, the consistency of the accounts and advice they heard
reinforced its status as ‘truth’. As such these influential individuals mediated the

perceived choices available to young women.

"It's not only my friends who said that, also people from my community said
the same thing. Since a lot of people are saying that it could mean it’s true.”

(IDI14, Jadelle, Married, Phase 4)

3.3.1 Role of providers in shaping decisions

Young women also trusted health providers who gave them family planning
information. Before they came to CHIEDZA, some of these young women were told
about infertility being a contraceptive side effect by health providers at their local
clinics. One young woman was still in school, and not yet ready to have a baby. She
got pregnant because she was not using any hormonal contraceptives, and she said

it was because:
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“I was given these teachings at the local clinic. We were told it's not advisable
to use family planning before you have a child. The providers at the clinic just
advised us to use condoms. | used to track my days and not have sex when | was
ovulating. Guess | was not an expert on that. That is why | fell pregnant because
my partner never loved using condoms.” (IDI13, Depo, in a relationship, Phase

4).

When young women then attended CHIEDZA, much of the information that they
were given about family planning options contradicted what they had come to
understand as true through community discourse or from other health care workers.
This was acknowledged by CHIEDZA providers. They recognised that the information
that they were providing, in which all family planning options were appropriate for
sexually active young women, was in direct tension with the localised understanding

about who family planning should be for.

CHIEDZA providers recounted being told by community members that what they
doing was “a taboo” (Harare Provider, IDI10, Phase 5). They attempted to correct
the instructions that young women had previously been given by providing
accurate information on all the contraceptive methods so that young women could

make an informed decision on their method of choice.

“Sometimes there were myths and misconceptions surrounding family

planning. After explaining to the client, some would switch and take up a
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different method after knowing more about it.” (Bulawayo Provider, IDI07,

Phase 5)

For LARCs specifically, CHIEDZA providers tried to directly dispel the misinformation
which was widely circulating within communities and contributing to young women’s

low uptake of LARCs.

“Information that people in the community have (about implants) is false.
They say that implants are irreversible and if you decide to have a baby you
will face many problems. So that’s another issue on long term methods, that’s
why these young people didn’t want to use them... But it also takes time for
one to understand all the information, and with time the clients would come
back switching the methods from pills to implants.” (Harare Provider, IDI02,

Phase 5)

Some of the providers acknowledged that they were also influenced by the social
expectations about what was appropriate for a young woman regarding use of family
planning methods by young women. According to them, these beliefs did not

influence their service provision.

“From my beliefs | think young adolescents do not need those services [family
planning]. At that age it’s time to discover yourself and focus more on growing
yourself as an individual instead of intimacy. But | do not let my beliefs

interfere with my work. | am a professional and it’s not about me. It’s about
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my client. So, | simply offer the clients what they want without asking

questions.” (Bulawayo Provider, IDIO5, Phase 5)

For these providers, their job was to provide family planning methods to young
people. This superseded their personal and socialised beliefs about contraceptive use
for young people. However, it highlights an important tension that may not have

necessarily been addressed through their professional training.

4. Discussion

The findings in this study demonstrated patterns in family planning decision-making
pathways for young women. Young women preferred short or medium acting
methods when they presented for family planning services, reflected in the higher
acceptability of short acting contraceptives including Depo. This aligns with previous
research which has shown that young women often use short-term methods that
have higher rates of failure and discontinuation (Radovich et al., 2018; Willan et al.,
2020). We sought to understand why this may persist, even when LARCs were offered

in a youth-friendly accessible service.

Socially constructed and acceptable identities of womanhood contributed to how
young women viewed themselves as being appropriate candidates to use
contraceptive methods and access family planning services. These young women’s
social contexts prioritised the significance of fertility, marriage, and sexual debut
within marriage. Actively protecting their reproductive potential played an important

social role in effectively attaining womanhood status. As the side-effects of hormonal
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contraceptives, especially LARCs, were framed as a direct threat to this, they only
became a safe and suitable option once their fertility had been proven and even then,

for some, it remained risky.

These perceptions, knowledge, and information on the effects of contraceptives on
fertility, appear to derive from influential and trusted sources within the community-
namely community members, immediate referral groups and health providers. As
such, the local and social contexts that young women engage with before and during
contact with a public health intervention (Mackenzie et al., 2013) directly moderated
their ‘choices’. Their conviction in the damaging side-effects of hormonal
contraception and its inappropriateness for young women influenced when and how

young women exercised their agency to use family planning methods and services.

This study revealed that the priorities concerning young women’s sexual and
reproductive concerns were not necessarily the same as the priorities of public
health interventions. For public health, the rationale is that family planning methods
should be a consideration when one is sexually active, regardless of marital status or
parity. Investments to improve access to LARCs have been lauded as being critical to
improving unintended pregnancy outcomes among young people (Health
Communication Capacity Collaborative, 2014). Yet, our findings showed that young
women considered social acceptability factors like the public acceptance of being
known to be sexually active, marital status, as well as when and how they preserved
and proved their fertility. All these factors converged to influence which family

planning options, if any, they considered to be appropriate for them. Our study
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reflects that there may be a tension between the presumed appeal of hormonal
contraceptives, especially LARCS for young women, underpinned by a public health
rationale, and the rationale described by young women and some providers which
positions LARCS as unsuitable and even threatening to their social priorities. The
inadequate consideration of this within SRH intervention may explain why, even
when family planning methods and services are available to young nulliparous

women, their uptake may be low and uneven.

This illuminates the need to focus on how intended beneficiaries’ motivations to
access services may shape uptake, alongside availability. In our study, decision-
making was influenced by whether or not young women perceived themselves to be
candidates for family planning. Candidacy refers to the ways in which individuals
deem themselves to be eligible for accessing and utilising health services (Dixon-
Woods et al., 2006). There have been a number of studies with young people which
have demonstrated how prevailing local socio-cultural views have converged to
compromise their candidacy for a particular service (Kawuma et al., 2021; Nkosi et
al., 2019). Our study’s findings suggests that young women assessed their ‘candidacy’
for family planning by examining social constructions for family planning decision-
making and help-seeking. For example, in this study, the reticence about the effects
of LARCS persisted even after fertility had been proven (post-partum) suggesting that
the social threshold for hormonal contraception was demonstration of fertility

overall, but the threshold for LARCs may be even higher.
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Improving access to and knowledge of family planning services, although helpful, is
unlikely to be adequate for young women to use services that they know are
available (Haider et al.,, 2013). There is a need to adjust community-based
distribution of contraceptives to suit the context (Marston et al., 2020; Nyundo et al.,
2021), reinforcing the call for research and programs in family planning service
provision to respond to and accommodate the role of socio-cultural factors in
contraceptive behaviours (Agha et al., 2021; Senderowicz, 2020; Williamson et al.,

2009).

Our research which focused on understanding the prevailing, local influences on
family planning decisions can inform how we contextualise and tailor interventions
to more effectively communicate the protective value of LARCs on managing, and
protecting, fertility to improve overall reproductive outcomes. Part of this
contextualisation approach may require directly engaging with how to align the

service so that it can directly appeal to, and adjust, a young person’s candidacy for it.

Our findings also highlight the contextual importance of engaging with social
networks which influence young people’s family-planning decisions. This may include
addressing the broader misconceptions within the community by engaging with
influential community members, as well as health providers. A mixed methods study
in the Democratic Republic of Congo showed that improving community access of
some contraceptive methods by community health agents did not necessarily
improve contraceptive use, but addressing spousal and socio-cultural related barriers

was important to instigate change (Sheff et al., 2019). Proactively engaging with
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social networks to equip them to become sources of correct information on
hormonal contraceptive use, including addressing the misconception that LARCs
threaten fertility, may be critical to shifting the prevailing local norms away from
undermining the protective opportunities of LARCs for young women. Unless, and
until, public health interventions intentionally engage with social influences and

forces, then family planning outcomes for young women may remain compromised.

4.1 Strengths and Limitations

We recruited young women who were already accessing CHIEDZA family planning
services. Although we were not able to include young women who were not
accessing CHIEDZA and/or not using contraceptives, participants reflected on what
had previously impeded them from taking up family planning options, even when
attending CHIEDZA, and, for many, were able to explain their continued preference
for short or medium-term contraception. A strength of the study was the use of
qualitative methods that had open and responsive topic guides as well as
unstructured formats, to more fully explore issues to generate hypotheses and to

develop broader and rich understandings.

5. Conclusion

Understanding how locally specific social meanings around fertility, and perceived
threats, shape the appeal and perceived ‘suitability’ of different types of
contraception for young women is critical, and could occur through intentional

community dialogues. This enables public health interventions to effectively engage
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with, and potentially influence, social norms and structures to optimise the
acceptability of young women accessing and taking up family planning care, and to
improve subsequent outcomes amongst young women. Young women commonly
obtain trusted information on fertility and contraceptive methods from non-medical
reference groups within their communities, as well as health providers, such that
these reference groups could be a public health target for accurate family planning

knowledge and information diffusion.
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Chapter 8 : Discussion

When this research study began, there had been considerable effort and work on
evaluating HIV and/or SRH services for AYP (1-5). However, there were limited
process evaluations of family planning interventions within these integrated SRH
services. The process evaluations that have been conducted have largely been on
information-based interventions, few on service delivery interventions and even

fewer on family planning service delivery models of care.

Within Zimbabwe, although organisations have monitored and evaluated their
SRH interventions for AGYW (6, 7), these evaluations have not focused on the
processes of delivering the interventions and how this shapes how the
interventions are received by beneficiaries and outcomes. Therefore this process
evaluation study on a family planning intervention for young women in
Zimbabwe has the potential to contribute to understanding how family planning
or SRH interventions can work in Zimbabwe, to effectively address young

people’s needs.

The value of addressing unwanted pregnancies amongst young people in
Zimbabwe where rates of teenage pregnancies are high, and contraceptive use in
this cohort is low, has been established (8-11). When prioritising young women's
contraceptive needs, it is crucial to comprehend existing patterns not only of
young women’s use and experiences of family planning services, but also the

experiences of the health care workers providing these same services and the
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broader context in which young women'’s understanding of demand and need are

shaped.

This thesis used the 2015 MRC’s guidance on process evaluations (12) to explore

implementation, mechanisms of change and context of a family planning

intervention for young women in Zimbabwe, with the following six objectives:

L

IL.

[1L.

IV.

Implementation: To investigate how the intervention was delivered
through assessing fidelity to, and adaptations of the intended intervention
including how this shapes feasibility and quality of the intervention
Mechanisms of Change: To explore the experiences and perspectives of
the intervention from both CHIEDZA clients and providers/implementers.
Mechanisms of Change: To understand the effects of the intervention
through participants' expectations and perceptions of the intervention
Context: To identify and assess the influence of contextual factors,
including COVID-19 and any adaptations based on these factors, to
implementation and mechanisms of change for family planning
Relevance to policy and practise: To generate practise and research
recommendations to improve family planning interventions for young

people within this setting

This chapter will begin by examining the potential contributions of process

evaluations, highlighting how the approach utilised in this study sought to

respond to conventional gaps in process evaluations that do not adequately take

into account the complexities of both the intervention and the context, and the
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impact of these complexities on intervention shape and effect. This will be

followed by the synthesis of the study findings.

To synthesise my findings from across the PhD, [ organise the discussion section
into four key learning themes. Firstly, I explore the role and place for adaptive
public health interventions, as was evidenced in my implementation and context
findings. Secondly I make a case for the need to be proactive about including
contextual knowledge into public health intervention design, delivery and
evaluations. The role of context in shaping the implementation of the family
planning intervention, and the process and outcomes of engaging with it as
clients and providers, was illustrated across all my findings chapters. Thirdly,
which is related to, the second theme, I argue that critical approaches which
consider the sociocultural, political, historical conditions of the system that an
intervention will be embedded in, are necessary for intervention design and
delivery. Often, critical approaches are seen as methodology concerns for a
researcher or evaluator to consider, but [ will use my findings to show that these
approaches are valuable for implementors to consider in the delivery of family
planning interventions. Lastly [ will draw together the first three learnings to
inform what we can learn from this study about working with young people, and
what works for family planning interventions for young people, to maximise

effective impact.

The strengths and limitations of this work as well as the dissemination strategies
are then also presented. This is followed by additional reflections on this

research’s contributions and implications for policy, synthesising the reflections
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on impact, that are woven throughout the discussion section, and potential areas

of future research.

8.1 Conducting Process evaluations

Process evaluations are considered as integral part of complex public health
interventions (13-15). As established in the Methodology chapter, the
information on how to integrate and conduct these evaluations is sparse (16),
and Oakley and colleagues have argued that the conduct of process evaluations
is often not systematic, and deliberate (17). As such the knowledge generating
potential of process evaluations is rarely realised. Hence, process evaluations are
encouraged to be ‘nested within a trial’, so that they can be implemented within
experimental conditions and contribute to intervention adaptations as
appropriate (13); and then later to understanding and explaining the findings

from outcome or impact evaluations.

The UK's MRC’s process evaluation guidance has over time significantly
influenced the funding, conduct, implementation and evaluation of complex
public health interventions (18). As the guidance has gained momentum, so have
critiques in the literature advocating for a complex systems approach instead of
a complex interventions approach as presented by the guidance (19-21). By
highlighting the blind spots and narrow application lens in the previous version
of the guidelines, these critiques have been beneficial and resulted in the updated
2021 MRC guidance that offers more understanding of adaptability and how

evaluations interact with complex systems approaches (22). While there has
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been a theoretical development, which has extended the potential value of
process evaluations, the lack of practical examples about how to execute complex

system approaches continue to hinder the realisation of this potential.

Trial interventions that are being evaluated do not exist in a vacuum and are
inevitably shaped and changed through the context in which they are being
trialled. When assessing complex interventions, investigating complexity beyond
the intervention itself to include complexity in the context and setting in which

the intervention was introduced and interacted with is necessary (20).

My research experience conducting this process evaluation was an attempt to
provide a practical example of the consideration in applying process evaluations
in the design, delivery, and evaluation of a complex intervention. Conceptualising
the intervention within the health and social system it is embedded in, and also
assessing context and implementation (23) was necessary to understand
whether the intervention will really make a difference to family planning access
and use. My methodological decisions, as detailed in Chapter 3, were focused on
designing and conducting a process evaluation that could attend to and respond
to the context of the implementation of the intervention. The findings in Chapters
4, 5, 6, and 7 presented these interactions between the intervention and the

health and social systems it was immersed in.

My research question deliberately focused on understanding the mechanisms of
change in evaluating the effect of the intervention, instead of the often

quantitative measure associated with ‘effect’. Intervention effects do not need to
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be considered absolute, and can be implicit. By this [ mean, ‘effect’ does not have
to be only in terms of binary outcomes in which an intervention is considered a
success or failure. My approach was interested in impact that includes soft
outcomes. Therefore, in my investigations, effect sought to understand whether
the way that the family planning intervention was being experienced or
perceived was better or worse than what would have been happening anyways
(standard of care). This is a question that I thought was best explored by being
contextually sensitive in the collation of data, so that I could learn what could be

transferable to other diverse health and social systems.

There is often a specific logic/rationale underpinning the design of a public
health intervention. This logic, and way of understanding the health problem and
considering the ‘solutions’ may not be shared by other stakeholders, including
those for whom the intervention is intended. The understandings of the latter,
often socially constructed in the local setting, will affect implementation
effectiveness. It is thus important to design evaluations conducted alongside
implementation interventions, that carefully consider how to elicit, construct,
and interpret findings to reflect the perceptions and experiences of the

beneficiaries, not just those of researchers or experts.

8.2 Synthesising the findings
8.2.1 Implementing adaptative family planning interventions

Since its inception, the CHIEDZA intervention was designed to respond to needs

and context during its implementation. Adaptation was accommodated in the
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intervention’s program theory as a way of ensuring that contextual influences
were assimilated into a logic model that was designed to retain integrity in the
(anticipated) events of context-induced shifts. Chapter 4 documented the
implementation of the CHIEDZA family planning intervention, including the
adaptations that were made to the form of the intervention so that its function
could be maintained. This manuscript also explored how this implementation
strategy impacted feasibility and quality of the family planning intervention. In
Chapter 5, the effect of the COVID-19 pandemic on contraceptive access and use
by young women in a CHIEDZA that now had to accommodate preventative
measures for COVID-19 (adapted) was investigated (24). As presented and
argued in Chapter 4, implementation fidelity was a dynamic concept, and the
value of responsive adaptations to need and context in the family planning

intervention, and its setting, were an overarching finding.

Historically, fidelity has referred to the faithful implementation of the
intervention as originally intended by its creators; and adaptations have been
seen to seemingly be in tension with intentions (16, 25). In line with the
suggestions made by Perez et. al, and others, my findings support the necessary
co-existence of fidelity and adaption (22, 26, 27) within complex interventions.
As shown in Chapter 4, implementation of the family planning intervention was
dynamic. The process and sequences of adaptations were similar across all sites
and performed the same function, with the precise form of the intervention
shifting over time. The adaptive design element diverges from the typical
definitions of fidelity where an intervention is expected to adopt a standardised

form that essentially remains the same across all sites (28, 29).
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The delivery of the family planning intervention, including the adaptations and
rationale for them (Chapter 4), illustrated the non-linearity of the intervention
and need for iterative local tailoring (22) due to the changing contexts, to be able
to continuously meet the needs of beneficiaries by understanding what they want
and need. Rather than have fidelity nullify adaptation, Chapter 4 showed how
one, through a process evaluation, can systematically assess the intervention
aspects that are adapted. My findings demonstrated that when fidelity is
dynamic, it is not necessarily compromised, because the intervention still
adhered to its underpinning program theory displayed in the logic model. The
function of the family planning interventions: providing youth-friendly, quality
family planning services was core and standardised, and the aim was to keep this
function the same across intervention sites (30). However, I did not define or
determine what a meaningful fidelity-adaptation balance can look like, because
this was challenging to do in advance of the intervention and study. For others
who may implement adaptive interventions, assessing this balance may be
necessary to better establish which adapted components positively or negatively

contribute to outcomes.

Carroll et al. mentions how several factors can moderate the degree of
implementation fidelity, and the effect on implementation outcomes (31). For
example, CHIEDZA used to have social spaces before the COVID-19 pandemic
which distinguished it as being a non-clinic setting (24). These were removed as
young people were not allowed to gather because of the COVID-19 pandemic, and

this removal meant that the space shifted into becoming akin to a clinic-like
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setting. This adaptation was necessary but did not reflect what the young people
wanted. Overall, the function of the intervention (providing SRH services) was
still acceptable, but the form it had now taken was met with some

disappointment and disgruntlement from the young people.

In Chapter 4, I identified that one of the unintended consequences of introducing
a partner organization to deliver LARCs was the increased wait times for young
women, and the diminished guarantee of actually receiving the service and
support that they needed within the time that they had available to attend. Before
COVID-19, young people constantly mentioned that not only was the wait time
short for CHIEDZA services, but while waiting they had something to do/engage
with (social activities). Before COVID-19, it wasn’t so much that young people
minded the wait, but it was about what to do/what they did during the time that
they were waiting that worked for engaging young people in care. Further
research would need to be conducted to explore how the presence of
social/engagement activities for young people affects acceptability of ‘wait time’

and influences engagement with family planning services.

A component of the family planning intervention’s logic was meaningful youth
engagement ( see logic model Chapter 4, Figure 1). Meaningful youth engagement
contributes to the youth friendliness of health services. It implies that young
people are experts on their health needs and wants, and should therefore
participate in the design and delivery of the interventions to address their needs.
These wants and needs are not static- they change with time, context and

circumstance. Therefore public health interventions that seek to address these
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wants and needs also cannot be static. Intervention developers should be willing
to consider adaptative programming (22, 26, 27) from the conceptualisation of
the intervention, so that it can always respond to the dynamisms of young

people’s SRH needs.

8.2.2 Context matters

Contextual elements in my research study included the national family planning
shortages, covid-19 pandemic, national guidelines that only allow stationery
health facilities as settings for LARC provisions; community resistance to SRH
services; and community beliefs and values about contraceptive use. CHIEDZA
was embedded in these contextual complexities, and by addressing these
elements, my research study sought to demonstrate dynamics in the delivery and
reception of the family planning intervention that might not have been

understood and potentially point out ways to improve the intervention.

Mukherjee et al. conducted a systematic review in 2021 to identify empirical
studies examining the direct and indirect impacts of COVID-19 on SRH (32). Of
the 24 identified studies included in the review, 22 were quantitative in nature,
and the remaining two were mixed methods. Only one study was in Africa. In the
research that I conducted on the effects of the COVID-19 pandemic on family
planning (Chapter 5), context was not explicitly defined, but rather it was
operationalised through detailed descriptions of the interventions, its
stakeholders and the macro-level shifts that ultimately framed and shaped the

delivery of the intervention (33).
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At the start of the COVID-19 pandemic, CHIEDZA temporarily closed. For four to
five months after CHIEDZA reopened, the routine services uptake data, presented
during team meetings would show a noticeable increase in the uptake of family
planning commodities. This could be indicative of young women’s family
planning needs during crises, which I presented in Chapter 5. My qualitative
study on the COVID-19 impacts on young women in Zimbabwean communities
(Chapter 5), contextualizes numerical findings for improved decision-making
about circumventing averse SRH outcomes during crises. It is also a study

conducted in Africa, which as seen from Mukherjee’s review is rare.

Previous studies and reviews conducted prior to the pandemic have established
what has historically worked to improve access to, uptake of, and use of family
planning services (34, 35) for young people (36-38). However, Bonell et al
(2012), and Moore & Evans (2017) have argued, that a history of what has
worked is exactly that- history. This has been starkly illuminated by the analysis
of the temporally specific impact of the COVID-19 pandemic. Time and places
shift and influence mechanisms of change (21, 39) which directly affects what
works or doesn’t. My PhD is not seeking to prescribe a generalisation of what
works or does not work for family planning interventions. Rather, [ intentionally
paid close attention to the role of context within a particular place and moment
in time to show that evaluation of the family planning intervention can reveal
disruptive systems that perpetuate or sustain access challenges during a

particular time, and in Zimbabwe.
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In Zimbabwe, the government made a commitment to double the family planning
budget from 1.7% to 3% of the national budget to support better access to family
planning for the poorest women and girls in the country (40). It also committed
to improving method mix with a focus on LARCs and, strengthening integration
of family planning with other reproductive health services like HIV and maternal
health services (40, 41). These commitments have not yet been realised. This
directly affected implementation fidelity in the CHIEDZA family planning
intervention. For example, the provision of training for CHIEDZA providers on
how to deliver LARCS did not happen in its entirety. This was because the
training was offered inconsistently by the government parastatal organisation,
but the training also coincided with the national contraceptive shortage. The
suboptimal provider training in LARCs therefore impacted the quality of family
planning service delivery in CHIEDZA as a partner had to be brought in that could

not operate with the same intensity and consistency that CHIEDZA did.

Additional complexities of the family planning intervention’s context surfaced
over time. It was revealed that the trial’s community-based set up, that was
separate from but complemented the public sector clinics in these communities,
disqualified CHIEDZA from being a recipient of the supplies of LARC within the
national supply-chain. Unable to rely on national suppliers, CHIEDZA had to
procure its own commodities, which became a challenge during the national
commodity shortage as shown in Chapter 4. Navigating these health system
contexts revealed the nuances and components that have to be in place, available,

accessible and acceptable for a quality, youth-friendly family planning
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intervention that offers both short and long acting methods to be consistently

delivered for young women in Zimbabwe.

On the demand side, there is a need to understand why young women in
Zimbabwe and elsewhere may decide to use or not use a method, so that
interventions can respond accordingly and effectively. The findings in Chapter 7,
showed how even though the family planning intervention in CHIEDZA might
have been accessible and acceptable, the intervention’s social context
conditioned accessibility by narrowly validating contraceptive use only for post-
partum women. These findings highlight that there are varying characteristics
deeply enmeshed in social practices and that these must be understood and
engaged with for any processes geared towards improving contraceptive uptake
and use amongst young women to be successful, especially if attending to reach

those who are unmarried, and nulliparous, but are also sexually active.

The factors that influence young women'’s contraceptive decision-making that
were raised in the manuscript in Chapter 7 could possibly be amplified for those
living with HIV or interact with the additional vulnerabilities that young women
living with HIV may face. In my study, young women’s reproductive desires
sought to protect and prove their fertility- where hormonal contraceptives were
perceived as a threat. It is possible that this desire may be present in those living
with HIV, but further complicated by other vulnerabilities- fear of stigma,
disclosure issues that they may already face in their communities. Therefore,
efforts to improve demand-side drivers for contraceptive use, in the context of

HIV need to be understood and better supported.
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Within public health, family planning means giving individuals/couples the
information and services to be able to decide how to manage their reproductive
health, as well as how many children they want or will have and when (42). For
the young women in my study (Chapter 7), not using hormonal contraceptives
before they’ve had a child was a means of planning for a family. They were
protecting their fertility for the eventuality of wanting to conceive later in their
reproductive lives. When designing interventions and during their delivery, it
remains critical to continue paying attention to compatibility- the degree to
which the meanings and values attached to the intervention, align with the

involved individuals’ own norms, values and perceived risks and needs (43).

There is a potential misalignment as public health might rationalise that family
planning is necessary for young women, but the meaning attached to, and
configuration of priority needs for family planning is different for young women
compared to the public health intervention. From my findings, these young
women’s cultural system, understands and enacts ‘family planning’ differently
from generic public health. Public health interventions and policies may need a
greater understanding of how the enforcement of hegemonic womanhood,
women’s performance of sociocultural norms, and the social production of

fertility and reproduction, influence contraceptive method and use.
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8.2.3 Critical approach to intervention design, delivery, and
evaluations

Critical approaches, as 1 established in the methodological chapter 3, are often
considered as part of evaluation methodological and epistemology approaches
that a researcher or evaluation can use. In that case, critical approaches entail a
researcher taking into consideration that social, political and/or historical
conditions contribute to how knowledge and meaning are generated; and this
will not look the same for different stakeholders (44, 45). This same critical
approach may be just as important to consider and use when designing,
delivering, and evaluating public health interventions like the one that was
evaluated in this study. Taking into account the socio-cultural, political, and/or
historical conditions in which an intervention is immersed, acknowledges how
intervention activities and their effects may expose, challenge, express, and/or
support beneficiaries’ understandings of their experiences and the choices

available to them (19, 21).

[ highlighted in chapter 4, the complex intervention (family planning) being
implemented in a complex health and social system which complemented the
prioritisation of adaptative programming within CHIEDZA. This thread of
findings critically showing the adaptative trajectories of the family planning
intervention that can help explain the outcomes, highlights how the drivers of
intervention outcomes, even in randomised trials like CHIEDZA, are not
necessarily directly caused by the intervention. Rather, the interactions between
young people, their communities, health providers and the family planning

intervention in context also play a role. The focus on these interactions as the
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basis for knowledge generation and creation of meaning, exemplify a critical
approach to intervention delivery and its evaluation. In this manner, the critical
approach is about viewing the intervention within its context (in design, delivery,
and evaluation), rather than trying to extract the intervention from its

implementation context.

8.2.4 What works for delivering family planning interventions for
young women

The WHO has established LARCs to be the first recommended option for AGYW
(46), as young people may have less predictable sexual behaviours, which makes
non-daily options like LARCS, more appropriate for this age cohort (47).
However, while there have been significant commitments to, there has been
limited actual investment in LARCS in SSA (48). A recent study used DHS data
from 60 countries in SSA to investigate where young women aged 15-24 years
sourced their modern contraceptives, and the capacity and content of care of
these sources (49). The study found that compared to older women (25+ years),
young women used more short-term methods sourced from private providers
and there was limited capacity to provide mixed-methods contraceptive options.
Of the few young women who sourced long-term methods, over 85% of them did

so from the public sector (49).

LARCs are highly effective (50, 51). Yet they are sparsely accessed by, or
considered acceptable by and for youth- particularly those who are unmarried
and nulliparous (49, 52). Young women in my study feared and did not get [UD

insertions because they had heard much more about the lived experiences of [UD
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expulsion or pain, than more positive stories, from their peers. There is some
evidence from research that showed that young women under 18 are more at
risk of IUD expulsion compared to their 18-21-year-old counterparts; and those
who are nulliparous compared to those who are multiparous are also more at
risk (51, 53). This might explain some of the peer expulsion experiences, and
subsequent non-use of IUDs by young women. Therefore, public health
interventions should proactively engage with and address information that
conveys disproportionate emphasis on the probability of side effects, rather than
risk dismissing or ignoring it. Additionally, public health interventions should
assess method preferences for young women. Then, ensure that availability of
methods is sustained, and coupled with adequate information about these

methods to support their decision making.

The supply side challenges that were explored in Chapter 4; and demand side-
side challenges that were revealed in Chapter 7, show that in Zimbabwe, more
still needs to be done to improve LARC access, acceptability, and availability for
young women- specifically the nulliparous and unmarried ones. The evidence
suggests that supportive government practises and policies, widespread training
of providers, improvements in commodity supply-chains and increasing
women’s knowledge of implants have resulted in increased implant use in
countries like Malawi, Ethiopia, and Rwanda (50, 52, 54). Zimbabwe could invest
in these same enabling factors in the health system and assess if this results in
improved or increased use of implants in the population; and disaggregate this
use by age-bands that show the effect of these enablers on young women'’s use of

implants or LARCs overall.
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In Zimbabwe, as in other countries within the region, the government and family
planning stakeholders have made efforts to increase awareness, supply and
information to modern contraceptives (10, 11). However, as shown in the
findings presented in chapter 7, socio-cultural expectations of who family
planning options are for may prevail, and this is an example of the need for
increased emphasis on public health interventions to appreciate, through a
deeper understanding of how the local social context in which an effect is planned

functions, before attempts to influence that system are made.

Awareness building needs to take these nuances into consideration, and also put
significant effort into building young women’ intentions to use contraceptives.
Health promotion messages need to go beyond informing young people about the
availability of hormonal contraceptives. The approach needs to be more
thorough and engaged than a didactic presentation of options. Instead, in
designing tailored health promotion messages, it is necessary to firstly
understand and potentially acknowledge young people’s concerns about
hormonal contraceptive use; and then seek to respond to and address said
concerns. When these socio-cultural factors and young women'’s concerns are not
addressed, they potentially undermine public health efforts to improve family
planning outcomes for young people because they may appear to ignore or

dismiss locally framed expertise and ‘truths’