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Abstract
Background - With a maternal mortality ratio of 692 per 100,000 live births and modern contraception
prevalence of 1%, understanding factors hindering Somali women from using modern contraception is
key to developing and implementing locally adopted public health responses.  The purpose of this
qualitative study is to explore barriers and facilitators to the use of modern contraception among married
women in Mogadishu.

Methods - We conducted a qualitative study using semi-structured, in-depth interviews with 21 married
women aged >18 years, living in different neighborhoods in Mogadishu between July—December 2018.
We recruited the participants using a convenience sampling method. We used thematic analysis and
adapted ecological model as a framework for the synthesis.

Results – The �ndings show that systemic, individual and socio-cultural barriers hinder women’s ability to
access modern contraception. Barriers identi�ed by this study include: Health communication messages
and contraceptive information provided by health providers, prevalent religious fallacies among women
and fear of permanent infertility upon modern contraception.   

Conclusion - Training health providers in the principles of modern contraception, in addition to the
medical ethics that govern their responsibility to provide correct and relevant information to their patients,
is vital for increasing modern contraception use among Somali women. The �ndings of this study may
be used for designing public health interventions that promote acceptance and the use of modern
contraception among both women and men in Somalia.

1. Introduction
It is widely reported that women living in countries affected by con�icts predominantly experience
unintended or unwanted pregnancies due to a lack of access to contraceptive services. The ten countries
with the highest maternal mortality ratios in the world are countries affected by war and they are
characterized by low contraceptive prevalence (1). Despite the high demand for birth spacing or limiting
the childbirth in con�ict-affected populations (2), there is limited contraceptive information and services
available for women and girls living in these contexts (3). According to the World Health Organization
(WHO), tailored contraceptive services are not only critical to improving the health of women, but it is also
a human right. There are humanitarian organizations such as UNFPA that provide long-acting and
permanent contraception methods but most available services in humanitarian settings are limited to
short-acting methods (4, 5). Therefore, many women who want to postpone or not have a pregnancy
again are unable to obtain the desired contraceptive methods in con�ict settings.

Somalia is an East-African country with a population of 12 million, with women living in Somalia having
among the worst maternal and reproductive health outcomes in the world (4). According to the Somali
Demographic Health Survey (SDHS), only 7% of currently married women were using any contraceptive
method, with only 1% using modern contraception (4). The contraceptive methods that are available in
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Somalia include injectables and oral pills. Long-acting reversible contraceptives (LARC) are also available
in few health facilities run by NGOs and few hospitals. Despite the availability of LARC, a study on post-
abortion use of family planning found that Somali women prefer short-term methods because of the
desire of most women to return to fertility as soon as possible after abortion (6). In Somalia, large
families are valued and, therefore, women often experience peer pressure to bear more children (7).
Further, knowledge and understanding of modern contraception is low amongst Somali women, including
those who wish to avert pregnancy (8). As a result, Somali women’s fertility rate is 6.9 (4), exceeding both
the fertility rate in Sub-Saharan Africa (5.1) and the world (2.5). The high fertility re�ects the high
maternal mortality ratio of Somalia (692 per 100,000), which is much higher than the average in Sub-
Saharan Africa (84.5 per 100,000) (9). The potential impact of contraceptive use on maternal deaths in
Somalia is unknown, although global estimates show that 35% of maternal deaths could be averted by
preventing unintended pregnancies (10). To our knowledge, few studies have investigated the issue of
contraception in Somalia (6–8, 11), but none of these studies have investigated barriers to contraception
use among married women. In Somalia, where prevalent negative attitudes toward abortion, as dictated
by religion and culture, hamper access to safe abortions; more rigorous and effective contraceptive
programs should be the current approach to help reduce the risk of unwanted pregnancies and unsafe
abortions. The aim of this study is to explore barriers and facilitators to contraception use among married
women in Mogadishu, Somalia, and to inform national reproductive health programs.

2. Methods

2.1 Sample and Sampling technique
We conducted a qualitative study using semi-structured in-depth interviews in Mogadishu from July to
December 2018. Mogadishu is the capital of Somalia, with a population of two million. Most of the
health services in the country are concentrated in Mogadishu. We therefore chose semi-structured
interviews, because it is not only a �exible tool for exploring people’s experiences and their attitudes of
reality, but it is also a tool that does not impose a priori categorization of the questions, which may thus
limit the �eld of inquiry (12). We recruited 21 Somali women, all married, aged > 18 years, from different
settings using a convenience sampling technique. Three local researchers and FKM participated in the
recruitment. They recruited information rich cases from their acquaintances, family, friends and networks
through telephone contact �rst, and then met at their homes. The Norwegian Regional Committee for
Medical and Health Research Ethics, and the ethical committee at the Somali National University,
approved the study with approval number: 2017/2386. Because many of the participants were illiterate,
we obtained oral consent from all the participants.

2.2 Data collection
We applied an interview guide previously used among Somali women in Oslo (13)], pre-tested in
Mogadishu, and iteratively adapted as the study progressed, to 21 married women living in Mogadishu.
We interviewed participants individually in the Somali language at their preferred choice of place, mostly
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at their homes. As shown in Table 1, we asked the participants questions about their demographic
characteristics. Due to the semi-structured interview technique with open-ended questions, women could
go beyond the actual questions and talk freely about their experience regarding contraception methods,
and to highlight additional issues of concern, which allowed discussion of previously unplanned themes.
We used the term, “daawooyinka ilmaha lagu kala dheereeyo,” which means child spacing
treatment/drugs and “uurka la isaga ilaaliyo,” which means treatment/drugs for the prevention of
pregnancy. The study therefore focused on modern contraception (hereafter referred to as
“contraception”). The interview guide covered two themes: (1) reasons for usage or non-usage of
contraception; and (2) factors that prevent Somali women from utilizing of contraception. The interviews
lasted between 45 to 60 minutes, and we audio-recorded all the interviews after obtaining the
participants’ consent. The author FKM, who is a female research assistant with extensive experience in
qualitative data collection, carried out the interviews. We continued the recruitment and interviews until
the researchers were con�dent that saturation was achieved with 21 cases (14).



Page 5/16

Table 1
Demographic characteristics of the married female study participants

S.N. Age Employment Education Number of children

1 26 Business No education 5

2 39 Unemployed Secondary 8

3 24 Unemployed No education 3

4 27 Unemployed No education 5

5 39 Unemployed No education 12

6 40 Unemployed No education 11

7 22 Student Secondary 2

8 31 Unemployed Primary 7

9 28 Unemployed Primary 6

10 22 Unemployed Primary 3

11 19 Unemployed Primary 2

12 23 Unemployed No education 4

13 19 Unemployed Primary 3

14 37 Unemployed Secondary 9

15 29 Unemployed No education 6

16 36 Employed Secondary 8

17 30 Unemployed No education 5

18 37 Business No education 10

19 21 Student College 2

20 26 Unemployed No education 5

21 39 Unemployed No education 7

2.3. Analysis
FKM transcribed the interviews verbatim. During the data collection and analysis, two female medical
students based in Mogadishu, together with a male researcher, assisted the research team with
participant recruitment, interview design and revision, as well as veri�cation of the accuracy and validity
of emerging themes. We translated the transcripts into English for coding. Coding was done in two
rounds. First, the authors, AG and FKM, carefully read the transcripts several times for accuracy and
completeness. The �rst and second authors (AG and MS) then reviewed the coded excerpts and



Page 6/16

quotations to help understand the link between different concepts, and eventually develop core
categories. We later used the constant comparison method and selective coding to identify emergent
themes within and across interviews. Our purpose was to identify and con�rm the most prominent
themes, search for any inconsistencies, develop connections between the present study and other similar
studies in the �eld, and to re�ect on persistent ambiguous or contradictory issues requiring careful
consideration. We used thematic analysis to identify and analyze important categories and themes (15).
Lastly, we divided the themes that emerged from the women's stories into categories based on the
participants' experiences of factors impeding or facilitating their access to contraceptive use. All of the
authors reviewed, commented and provided input on the �nal themes.

Finally, we used the modi�ed ecological model for the thematic analysis as this model helps understand
and interpret various factors that in�uence the health behaviour and helps better organization of the
themes (16). AG and MS examined the �nal agreed themes in relation to the ecological model domains
and considered how each theme contributed to our understanding of levels of this model. In this analysis,
the focus was on individual, socio-cultural and health system related barriers and a facilitator to uptake
of contraception among Somali women. All of the authors reviewed, commented and provided input on
the �nal themes.

3. Results
We identi�ed factors that may impede women’s access to modern contraception. These factors were
compiled into four major themes (Fig. 1): Health system related barriers, individual barriers, socio-cultural
barriers and a facilitator. Many women who wanted to access modern methods in health care found that
health system-related and individual barriers hindered their access and acceptance to contraception
utilization. Furthermore, women reported how religious and cultural factors impacted on their ability to
access to contraceptive methods. Nevertheless, most women expressed that contraception is helpful for
child spacing, which is the only facilitator reported by women.

3.1. Health system related barriers

3.1.1. Health provider’s demand for husband’s approval and
presence
All of the participants in the study mentioned a prevalent system in the health services, whereby health
providers require the husband’s presence and approval to provide injections or any other contraception to
women, with the exception of Oral Contraceptive Pills (OCP). This mandatory requirement as part of the
health system creates a limitation in choosing multiple options of contraceptive services,, even when the
services are available free of charge. All women reported that health providers require the husband’s
approval, due to the fear that if the husband becomes aware that his wife has received contraception, and
she is accordingly unable to conceive, he may violently confront the doctor who provided the
contraception. One participant reported that in cases in which the doctor is willing to provide modern
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contraception, the doctor often takes an oath with the woman that if her husband �nds out that she used
contraception, she must not reveal the identity of the doctor who conducted the procedure.

“When they gave the injection, their last word is always like; look! ‘We did not see each other’, ok?
Therefore, women jokingly call the injection (Isma arkin), ‘We did not see each other.’ I think the doctor is
scared of the husband and relatives. They always say that if your husband gets to know that you have
got an injection and come to me, I will deny and tell him that I have never seen this woman.” (Participant
1)

“Your husband must be with you when receiving the injection, he must approve it, and give permission.
However, the pill is available without condition.” (Participant 5)

One of the participants reported the availability of free contraception at certain mother and child clinics,
but that the clinics’ requirement for the husband’s presence and approval may make women afraid to use
their services.

“There are few Mother and Child Health Clinics that provide free contraception, but the provision of the
method requires the husband’s presence and approval.” (Participant 2)

3.1.2 Doctors discourage contraceptive usage instead
promote breastfeeding
The participants reported that doctors discourage them from using contraception because of side-effects
that doctors perceive to be associated with these methods. Accordingly, several participants highlighted
that they are afraid of-, and have concerns about contraception.

“I and my husband have discussed once about contraception. I had anemia. We met a doctor, and the
doctor told us that it causes bleeding and health problems, so I should not use it. It is Dr. XX who is well
known in our area.” (Participant 11)

“I sought contraception once, and the doctor scared me about using it, and I decided not to use it.”
(Participant 21)

Most of the study participants reported hearing once or on several occasions from doctors expressing
that the prolonged use of contraception was the reason that some Somali women became infertile. In a
context in which children are highly valued, and are regarded as providing welfare for the family, this type
of information is enough to discourage women from using contraception regardless of its availability.

“Doctors told that some women may never become pregnant because they used contraception for a long
period.” (Participant 19)

Many women reported that doctors have advised them to use traditional child spacing methods,
particularly Lactation Ammorhoea Method (LAM), as the only acceptable and safe method for delaying or
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stopping pregnancy. Accordingly, many participants demonstrated con�dence in LAM. This has thus,
made the women reluctant in using contraceptive services as per the advice of the doctors.

“The doctor advised me to use breastfeeding for child spacing, that is the only method the doctor told
me.” (Participant 12)

3.1.3. Provider’s requirement for a medical condition that
justi�es the provision of contraception
We asked women if they currently use contraception, and most of them responded that they had no
medical conditions that made it necessary to seek contraceptive methods. Almost all women reported
that the use of contraception could only be justi�ed when medical conditions such as cesarean delivery
require the delay of the next pregnancy. According to the participants, having closely spaced children was
not enough to justify the use of contraception, unless it was accompanied by observable complications.

“If a woman has had a caesarian section, the doctor prescribes contraception for her, but if someone has
not experienced a cesarean delivery before then, the doctor will not prescribe contraception.” (Participant
18)

“My children are spaced by one year to one and half years. I did not experience any problems in delivery.
People who experienced cesarean delivery or other health problems need to use contraception. Doctors
never advised me to use contraception because I have not had any problem.” (Participant 8)

3.2 Socio-cultural barriers

3.2.1. Contraception is perceived as a foreign culture
The study participants considered contraception to be an imported Western tradition, which is against
their norms and traditions, thereby hindering its usage. The participants blamed foreigners for being the
perpetrators of introducing this culture into Somalia.

“I have not seen anybody supporting modern contraception use. Some contemporary women talk about it,
but it has nothing to do with our culture. Women used to space children traditionally, using contraception
is a foreign culture.” (Participant 14)

“Some people use contraception because they follow the Western tradition, but most Somalis do not use
contraception.” (Participant 3)

3.2.2. Contraception is perceived as being non-Islamic
In Mogadishu, where people see contraception as non-Islamic and foreign, it is not inexplicable for
women to hold negative religious beliefs and opinions against contraception. The use of contraception is
seen as a platform contrary to God’s plan. There are beliefs that it does not matter how many children
one has; God cares and provides for all the children who are born.
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“I do not see it as a good thing. For me, it is good to rely on God’s plan. God can stop you from conceiving
if he wants. Therefore, it is wrong to use contraception.” (Participant 11)

Other participants thought that contraception was for non-believers, and that the use of contraception
might draw God’s anger, which could result in collective punishment to their community. This type of fear
prompted women to remain de�ant about using contraception. Women reported that the use of
contraception meant challenging God’s plan, which might result in undesired negative effects, such as
permanent infertility or unknown illnesses.

“Those illnesses that are widespread today did not exist before these drugs came into our country. People
can space their children without using contraception.” (Participant 4)

“I want to have many children. People are telling that they use contraception, which is arrogance against
God’s natural process. They may never have children again.” (Participant 13)

3.3. Individual barriers

3.3.1 Fear of permanent infertility upon usage of modern
contraceptive methods
Most participants mentioned the potential reason for not favoring contraception is the association
between contraception and irreversible infertility, with subsequent risk for family breakdown.

My cousin lived in the USA, she had two kids. Her husband suggested her to use injection. She never had
a child again. Her husband came to Somalia and married another woman. (participant 4)

It is possible that if you use contraception you may experience health problems. I saw people who used
contraceptives and who, consequently had bleedings. Others have stopped having menstruation. It is also
possible that it affects the eggs and sometimes you may not become pregnant. (participant 19)

I do not use it because I have heard people talking about that they may not have any children after using
it. (participant 12)

3.4. Facilitators to the use of contraception

3.4.1. Contraception is important for child spacing
Despite the existing tradition of having many children, the participants had a positive attitude and very
good understanding toward the importance of child spacing. They expressed that contraception allowed
an adequate amount of time for a child to be breastfed. Nevertheless, even women who had given birth to
as many as 12 children had the opinion that their children were correctly spaced. Almost all of the
participants expressed the desire to have as many children as they could, but also understood the
bene�ts of child spacing.
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“Children require being breastfed for two years, so those drugs (contraception) for child spacing are
important for women who cannot space their children through breastfeeding (LAM). Women need to have
time to relax from the effect of the previous pregnancy, and contraception may give them that
opportunity.” (Participant 15)

“...my children are nicely spaced (12 children). As long as the child is breast feeding, I do not become
pregnant.... so those treatments for child spacing are important for women who cannot space their
children through breastfeeding.” (Participant 5)

4. Discussion
The study has explored barriers and facilitators to the use of modern contraception in Mogadishu,
Somalia. Although research has documented that pregnancies occurring within a year of the mother’s
previous birth are riskier for the health of both the mother and child (17), only 7% of women in Somalia
use any contraception, and only 1% use modern methods. Our �ndings show that health providers’
request for husbands' presence and approval, has severely affected women’s access and usage of
modern methods. The doctors’ behavior may be dictated by the prevalent social norms, exacerbated by
their limited knowledge on reproductive health (11), which may make them believe that without their
husbands’ approval, contraception cannot be prescribed to women. However, this behavior violates
women’s right to privacy, and to making autonomous decisions pertaining to their health and fertility.
According to the United Nations Population Fund (UNFPA), women’s right to contraceptive information
and services is grounded in internationally recognized human rights, including the right to decide the
number and spacing of one’s children, the right to privacy, the right to information and the right to equality
(18). Moreover, it was quite surprising that doctors discourage women from using modern contraception,
instead encouraging the use of traditional methods such as LAM. While we must not underestimate the
importance of LAM for family planning, the resistance of the use of modern methods among women
could be due to health providers’ inaccurate beliefs about contraception. A previous study conducted in
Mogadishu has highlighted health professionals’ misunderstanding about contraception, which was
attributed to the education system in which health professionals were trained (11). Further, challenges in
family planning implementation in Somalia include low knowledge and skills of service providers
especially in modern contraceptives in general (19).

The present study demonstrates that there is a popular norm that contraception can only be sought if a
woman has undergone a cesarean delivery. Somali culture is in favor of a family having many children.
Medical doctors seem to be supporting and enforcing that culture by discouraging women from
preventing pregnancy unless there is a health problem. A study reported that providers who were unaware
of the WHO recommendation to administer contraception were more likely to inappropriately limit its use
in their patients (20). In agreement with previous studies (11), it is vitally important to train health
providers in regard to the importance of contraception for women and children’s health, as well as the
obligation for medical professionals to provide correct and relevant information to women under their
care.
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In line with a prior study (21), the present study reports individual barriers such as misunderstandings
resulting in a fear of the side-effects of modern contraception, which is another hindrance for the uptake
of the contraception. The primary side-effect that the participants associated with contraception was
infertility; they have received this information from health providers, while it is also a prevalent perception
in Mogadishu. In Somalia, where the reason for marriage is mainly for having children, anything that is
suspected of jeopardizing that goal is completely avoided. Health providers are part of society, and may
have succumbed to what the majority of the people believe instead of using their medical judgement and
knowledge regarding the bene�t of contraception. The individual barriers to contraception in this study is
further affected with the information provided at the health system level. Women’s barriers to
contraception that is based on unfounded information given by health providers are called medical
barriers (22). A previous systematic review documented that contraceptive use, regardless of its duration
and type, does not have a negative effect on the ability of women to conceive following termination of
use, and does not signi�cantly delay fertility (23). Because contraception is safe depending on the
individual situation, appropriate counseling is important to ensure women use modern contraception
suitable to their situation and requirements.

The socio-cultural barriers where women perceive that modern contraception is a non-Muslim practice is
another hurdle to contraception use among women in Somalia. In line with a study in Tanzania, the use
of family planning was perceived as against the teaching of faith and commands (21). Study
participants believed that they should have as many children as God planned for them. While all four
Sunni schools of thought agree on family planning, a prior review categorized current religious
interpretations regarding family planning into two different subjective thoughts: a group that openly
accepts and promotes the use of modern contraception (24, 25) as unanimously instructed by the four
Sunni schools, and a group that strongly opposes them, except when used for medical reasons (26–28).
Accordingly, and in line with our study, prior studies report that the use of contraception is believed by
women to be acceptable in Islam when it is used for child spacing, though not for fertility control (26–
28). Addressing religious barriers regarding contraception use is critical in reproductive health programs,
and should be addressed using tailored approaches in collaboration with religious leaders.

In contrast, participants demonstrated only one facilitator for the uptake of contraception. Women
showed a high level of understanding about the importance of child spacing to improve the health of
both the mother and child. This �nding is in accordance with prior �ndings that Somali women believe
that Islam supports the practice of child spacing for health reasons. For this purpose, from a religious
perspective, Somali women preferred natural contraception methods such as LAM and the withdrawal
method (29). Despite this understanding, the participants had an average of six children, thereby
believing that their children were properly spaced. According to the SDHS, the average fertility rate in
Somalia is 6.9 children per woman, with 91% of Somali women considering six or more children to be the
ideal family size (4). This may be explained by social norms around childbearing in Somalia and the
entrenched patriarchal privileges that place decision-making powers in men’s hands, with women having
to comply with men’s demand for many children (21). To avoid adverse outcomes associated with closely
spaced births, the uptake of contraception was recommended (30). However, the participants’ positive
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attitude towards child spacing has failed to translate into decisions to use contraception. This �nding is
in agreement with prior �ndings that the use of contraception is not just a matter of knowledge or rational
choice by a person, but it is often mediated by social norms and power relations based on gender and
ethnicity (31).

This study has some limitations. The purposive selection of the study sample does not ensure that these
populations were representative of all Somali women in Mogadishu. Moreover, study participants were
women who predominantly had a low education and were unemployed. Therefore, educated women may
experience different barriers not mentioned here. Other studies have investigated barriers to modern
contraception among Somali communities, both in Somalia (32) and among Somali immigrants in the
West, and found similar results (13, 29). Our study focused on modern contraception and left traditional
methods unaddressed. This may devalue the traditional methods such as LAM, which are effective, and
which many Somali women use for child spacing. The study �ndings are in line with our previous
quantitative �ndings, thus ensuring the trustworthiness of the �ndings (7). Contextual, linguistic and
cultural knowledge of data collectors and researchers may also contribute to the reliability of the data
(33). Furthermore, transcripts were made by the FKM, with all the other authors agreeing on codes and
themes that ensure the con�rmability of the data. The aim of the study is not to generalize the �ndings in
any way, which makes this study non-transferable. Despite these limitations, the result of this study
contributes to the existing body of knowledge on access to modern contraception among women in a
humanitarian setting. The �ndings of this study can be used for designing a tailored intervention aimed
at health providers, women and men, to improve the utilization of modern contraception in Somalia.

The implication of this �nding is that the narratives provided by participants may help reproductive health
providers, government institutions and civil society organizations to better understand the systemic,
cultural and social contexts affecting Somali women’s modern contraceptive decisions and behaviors.
Health communication messages and contraceptive information provided by health providers are key
factors in�uencing the health behavior of Somali women. Therefore, training health providers in the
importance of modern contraception and medical ethics, which govern their responsibility to provide
correct and relevant information to their patients, is vital for increasing access to contraception among
Somali women. Families should receive accurate information and counselling services regarding modern
contraceptive methods. Moreover, knowledge about the risks associated with closely spaced children and
pregnancy-related risks should be improved in both women and health providers, given the fact that the
risk perception of both women and health providers dictates subsequent decision-making regarding
contraceptive use. Future research should focus on public health interventions that promote culturally
tailored, modern contraception health promotion for women and men in Somalia.
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Barriers and facilitators to usage of contraceptive methods using ecological model


