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Abstract
Background: Utilization of family Planning services by female adolescents of Kawama East compound in Mufulira, 
Zambia was investigated in this study. Utilization of family Planning by female adolescents is vital because it can 
save lives of babies and their mother.

Methods: This was an analytical quantitative cross sectional study done on 408 participants selected by systematic 
sampling in 18 zones. Data was collected using researcher administered questionnaire and analyzed with the 
Statistical Package for Social Science version 20. A p-value of ≤ 0.05 was considered statistically significant using 
Chi square test.

Results: The study revealed low levels of utilization (34 %). Contributory factors included educational background 
(p-value=0.033), state of service delivery (p-value<0.010), religious denomination (p-value<0.010) and cultural 
beliefs (p-value<0.010). These were all statistically significant with utilization of the service.

Conclusion and Recommendations: There is low utilization of family Planning services among female adolescents 
of Kawama East compound of Mufulira District. The study also revealed a significant association between socio-
demographic factors and Family Planning. The findings will raise awareness and influence use of the services. 
Therefore, it is recommended that Ministries of Health and Higher Education should work together to establish 
Youth Friendly Services at local schools and engage wider community through mass and peer campaign strategies. 

Keywords: Utilization, Family planning, Female, Adolescents.
Introduction
Family Planning Services (FPS) involve giving information 
as well as providing contraceptive methods (World Health 
Organization (WHO 2016)). Family planning (FP) is the 
practice of controlling the number of children in a family and the 
intervals between their births, it enables a woman to conceive 
a wanted pregnancy and avoid an unwanted or a badly timed 
pregnancy, particularly by means of artificial contraception 
or voluntary sterilization (World Health Organisation (WHO 
2016)). It is a voluntary decision made by an individual or 
a couple on the appropriate number of children they wish to 
have, and when to have them (World Health Organisation 
(WHO 2016)). Men and women have the right to be informed 
and to have access to safe, effective, affordable, and acceptable 
methods of their choice for fertility regulation, which are not 

against the law as well as the right of access to health care 
for safe pregnancy and childbirth (World Health Organisation 
(WHO 2014)). 

About a quarter of the world’s population are adolescents 
(WHO 2021). Among these, large numbers are sexually active 
and they would want to avoid, delay or limit pregnancy but 
lack the knowledge, agency or resources to make decisions 
regarding their reproduction (Marshall, 2012). On average, 
unmet need for contraception is greater among unmarried 
adolescents than those who are married (Marshall, 2012). 
Worldwide, more than one in five of the adolescent girls are 
currently married or in a union, and three per cent are unmarried 
but sexually active (UNFPA, 2016). It is estimated that every 
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year, approximately 21 million girls between the ages of 15 
and 19 years become pregnant in developing regions (World 
Health Organisation (WHO 2018)). Approximately half of 
these pregnancies (49 percent), reported among adolescents of 
this age group who live in low-income regions, are unintended, 
and over 50 percent result in abortions, usually under unsafe 
conditions (Darroch et al., 2016). In spite of the high rates 
of pregnancies and births among adolescents, contraceptive 
use among this category of population remains low globally, 
particularly in Low income countries, such as those in Africa 
(Hounton et al., 2015; Ngome & Odimegwu, 2014; Nyarko, 
2015). Overall, contraceptive use over the 18 years has been 
low, with only 9.8 percent of adolescent girls aged between 
15 and 19 years using contraceptives (Chola et al., 2020). 
Evidence shows that contraceptive prevalence rate among 
adolescent females aged 15–19 years in low income countries 
is 21% for all methods (modern and traditional) (Hounton et al., 
2015; Arthur & Champiti, 2016). The low use of contraception 
among adolescents occurs against the backdrop of evidence 
that using FP methods has benefits that could reduce some 
of the negative consequences of adolescent pregnancy and 
childbearing such as, reduction in maternal and infant mortality 
and improvements in schooling (Rutstein & Winter, 2015). 
Moreover, it is clearly defined that access to FP is a guaranteed 
right for adolescents, and it includes counseling and FPS for 
sexually active teens, married or unmarried and also that FPS 
are made available for free or at low cost to adolescents in 
order to address the reproductive health needs of adolescents 
and prevent unwanted pregnancies among sexually active 
adolescents (Schlachter & Boven, 2018; Gudeman & Madge, 
2011).

Unfortunately, FP prevalence in Zambia remains low 
(Guttmacher, 2017). Low utilisation of FP could be due to 
limited choice of method, limited access to contraception, fear 
or experience of side effects, cultural or religious opposition, 
poor quality of available services, users and provider’s bias or 
gender-based barriers. Furthermore, under utilisation of FPS 
by adolescents may result in increased maternal mortality and 
unintended pregnancies (World Health Organisation (WHO 
2018)).

It is of paramount importance to understand what works in 
empowering adolescents to overcome the obstacles in the use 
of FP as substantial numbers of adolescents, both married and 
unmarried are at risk of pregnancy with serious health and social 
costs. Consequently, poor access to and use of contraception is 
a key contributory factor (Chandra-Mouli et al., 2014). More 
or so the introduction of FPS in Zambia, largely conflicts with 
Christian values which believe only in abstinence as a mode 
of FP for adolescents. If other methods such as condoms are 
used by adolescents, it is viewed as fornication which is a sin 
(Mushabati, 2012) Several studies indicate barriers to the use 
of FPS by adolescents, ranging from the society to the Church 
including some Health Care Providers (Silumbwe et al., 2018; 
Mukanu, 2017).

In spite of availability of Youth Friendly Services, low 

utilisation of FPS exists among female adolescents of Kawama 
East compound in Mufulira District and no research has been 
conducted in the area. It is therefore necessary that Information 
Education and Communication is extensively given to increase 
utilisation of FPS which will contribute to attainment of 
Sustainable Development Goals which emphasise on reduction 
of Infant and Maternal mortality respectively.

This research will contribute to the strategies of addressing 
the low utilisation of FPS among female adolescents and the 
overall purpose is to enhance improvement of utilisation of the 
services and reduce on abortions and unwanted pregnancies 
among the female adolescents in Kawama East compound of 
Mufulira District. 
Therefore, this study is aimed at determining factors 
influencing utilisation of family planning services among 
female adolescents of Kawama East compound in Mufulira 
District.

Objectives
General Objective
To determine factors influencing utilisation of family planning 
services among female adolescents of Kawama East compound 
in Mufulira District, Zambia.

Specific Objectives 
1. To determine the level of utilisation of FPS by female 

adolescents.
2. To assess the relationships between knowledge, service 

delivery, traditional beliefs, attitude of staff and utilisation 
of FPS among female adolescents. 

3. To determine the relationship between socio-demographic 
characteristics and utilisation of FPS among adolescents.

Methods
Study Design
An analytical cross-sectional study conducted between 1st April 
and 10th May, 2019 to determine factors influencing utilisation 
of family planning services among female adolescents of 
Kawama East compound in Mufulira District in Zambia.

Study area and Population
The study was conducted in Kawama East community a Peri-
urban area in Mufulira District which is on the Copper Belt 
Province of Zambia. The area is divided into 18 zones according 
to Neighbourhood Health Committees each consisting of 200. 
It was chosen as a study site because it has one of the clinics 
offering adolescent health services and it has recorded low 
numbers of adolescents utilising Family Planning Services. 
Moreover, it is the only clinic in this community. The study 
population consisted of female adolescents in the age group 
of 14 – 19 years who reside in Kawama East community of 
Mufulira District, Copperbelt Province in Zambia.

Sampling Procedure
Houses were listed as a sampling frame out of 200 households 
in each of the 18 zones that exist in Kawama East community of 
Mufulira District. Households were selected using systematic 
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sampling. From the known number of households (population 
sample) and the sample size, sampling interval was calculated, 
i.e., dividing the sample size into the population sample, then 
starting from any number between 1 and 10 then picking the 
starting household. Following the sampling interval, arriving at 
the K the household in the systematic sampling until a desired 
number of households was achieved. Therefore 21 participants 
were obtained from each of zones 1 to 8 and 20 from each of 
zones 9 to 18 to meet the sample size.

Sample Size Determination
The number of participants required for the studies thresh-hold 
was calculated using the prevalence proportion formula. With 
Proportion of adolescents who are aware of the service at 60%, 
Standard normal variant at 95% confidence level and Precision 
±5%, this formula gave a minimum number of 368 which 
included compensation (0.9) for attrition of the respondents 
bound to opt out or quit the interview, it came to 408. This was 
calculated as shown below;

         
Where: 
 P = Proportion of adolescents who are aware of the  
 service = 60%.
 Z = standard normal variant at 95% confidence level  
 (CI) = (1.96)
 D = precision ±5%

         

         

         

         
         
The estimated sample size was 368 plus compensation 
for attrition of the respondents bound to opt out or quit the 
interview. 368/0.9 compensation = 40. Hence 368 + 40 = 408. 
Therefore, the sample size was 408.

Inclusion Criteria
All female adolescents of Kawama East compound of Mufulira 
District. Those utilising and not utilising Family Planning 
Services, the ones between 14 and 18 years who signed the 
assent forms to participate in the study and whose guardians 
signed the consent form to allow them to do so. Also the ones 
between 18 and 19 years who gave written consent were 
included.

Exclusion Criteria
All female adolescents who were unwell and those who were 
below the age of 18 years who were willing to participate in the 
study but whose parents or guardians were unavailable to grant 
them permission to participate in the study were excluded.
Data Collection Method

A pretested semi structured questionnaire with closed ended 
questions was used to collect data. Face to face interviews with 
each female adolescent were conducted. 

Validity and Reliability
Validity and reliability tests were conducted to determine 
internal consistency and uniformity of the tool. Extensive 
literature review conducted on recent literature on utilisation 
of Family Planning Services by adolescents. Research 
supervisors, expert midwives and nurses examined the 
questions to determine whether they were able to elicit the 
desired responses on the variables to draw conclusions with 
respect to the study population. All questions were constructed 
in a simple, clear and precise way in order to give respondents 
chance to give clear and precise answers and questions were 
translated into Bemba a local language commonly used in the 
area of study. To ensure reliability, of closed ended questions 
were used and all questions were asked to each participant in 
the same sequence. A pilot study was conducted to determine 
whether the data collection tool would actually measure 
what it was supposed to measure. During data collection the 
adolescents were informed of the purpose of the interview 
and need for them to respond truthfully. Questions were 
administered in the same order to respondents, one at a time 
in a private area to make them feel secure and at easy when 
answering the questions.

Data Collection Process
The researchers conducted face to face interviews with each 
respondent at a time in a private area. All questions were asked 
to each participant in the same sequence and questions were 
clarified there and then to avoid mistakes. The researchers 
started by greeting the participant and explained the purpose 
of the study. Respondents were informed that participation was 
voluntary and they could withdraw from the study if they so 
wished and this would not affect their obtaining health care in 
any way, after which researchers obtained consent from parents 
or guardians of the respondents below the age of 18 years 
and assent from the respondents of this same age while those 
above 18 years signed consent. The researcher then proceeded 
to ask the respondents questions using the semi structured 
questionnaire. Confidentiality was assured with the use of 
unique identification codes and names were not indicated.
 
Questions were read out to the participants and those which 
were not understood were read again without directing the 
participant to the answer. Clarifications on questions not fully 
understood were made. Respondents who met the inclusion 
criteria were interviewed. Respondents were then thanked.

Data Analysis
Data was checked for accuracy, completeness and consistency 
in responses. Then it was categorised, coded, entered and 
analysed using SPSS version 20. Descriptive data was analysed 
using frequency, percentage (%) and counts, while inferential 
statistics were analysed using the Chi-square test and simple 
correlations presented in cross tabulation tables. Furthermore, 
Logistic Regression Analysis was done to establish the 
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association and to what extent the factors were contributing 
to the utilisation of family planning services. The confidence 
interval for the study was set at 95% and level of significance 
was set at 0. 05.

Ethical Consideration
Ethical clearance was sought from University of Zambia 
Research Ethics Committee for the main study. Participation of 
subjects was on a voluntary basis and written informed consent 
was obtained from all respondents prior to participation in the 
study. Written permission to conduct the study was obtained 
from Provincial Health Office for Copperbelt Province and 
Mufulira District Health Office. Anonymity and confidentiality 
was observed during the interviews ensuring that the codes are 
used instead of names and that each respondent was interviewed 
separately from others in a private area. Participants were also 
assured that no information collected shall be used against 
them. The questionnaires were kept under lock and key to 
avoid unauthorized access to the information.

Results
Demographic characteristics of the study respondents 

Variable Frequency Percent (%)
Age (years) Mean ± SD=17 

years +0.9116
(14-16) years 42 10.3
(17-19) years 366 89.7
Respondent’s guardian
Both parents 38 9.3
Single parents 88 21.6
Grand parents 256 62.7
Others 26 2.4
Educational level
None 9 2.2
Primary 355 87.0
Secondary 44 10.8
Denomination
Catholic 94 23.0
Protestants (SDA, UCZ, 
Jehovah’s Witness, etc.)

166 40.7

Pentecostal 148 36.3
Table 1: Demographic attributes of the sampling distribution 

(n=408)
Table 1 shows that the mean age of respondents was 17 years 
and standard deviation was 0.9116. It also shows that out of 
408 study respondents, the majority 366 (89.7%) female 
adolescents were between 17-19 years old while 42 (10.3 
%) were between 14-16 years old. It further revealed that the 
majority 355(87.0%) of the study respondents had attained 
primary school education, while 9(2.2%) had no form of school 
education and that majority 166(40.7%) were of Protestant 
denominations (SDA, UCZ, Jehovah’s Witness, etc.) while 
94(23.0%) were Catholic.

Proportion of utilisation of Family Planning Services 

Variable Frequency Percent (%)
Sexual Partner
Yes 248 60.8
No 160 39.2
Use of family planning?
Yes 137 33.6
No 271 66.4
If yes to the question above, which family planning 
method did you use?
Condom 69 16.9
Oral contraceptives 49 12.0
Injectable contraceptives 19 4.7

Table 2: Proportion of Utilisation of FPS by female adolescents 
(n=408)

Table 2 shows that majority 271(66%) of the female adolescents 
were not utilising FPS, while 137(34%) were utilising. Out 
of 137 study respondents who were utilising FP, majority 
69(16.9%) indicated that they used condoms as a FP method, 
while 19(4.7%) used injectable contraceptives. 

Knowledge level on Family Planning 
Level of Knowledge on FP among female adolescents

State of service Delivery

Figure 1: Level of knowledge on FP among female adolescents 
(n=408)

Figure 1 above shows that out of 408 study respondents, the 
majority 370(90.7%) had a high level of knowledge on FP, 
while 38(9.3%) had a low level of knowledge.

State of service Delivery

Figure 2: State of Service Delivery (n=408)

Figure 2 shows that the majority 231(56.6%) of the study 
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respondents had indicated that service delivery was poor, 
while 177(43.4%) indicated that the service delivery was good.

Factors associated with proportion of Utilisation of FP 
services among Female Adolescents

Statistical testing for association between proportion 
of Utilisation of FPS among female adolescents and 
Demographic factors

Variables Utilisation of Family 
Planning services

Statistic test P-value

Age range in years Fisher’s 
exact

(14-16) 1(0.7) 41(15.1) .010
(17-19) 136(99.3) 230(84.9)
Level of Educational Chi-square
None 1(0.7) 8(3.0) χ2(2) =13.530 .001
Primary 131(95.6) 224(82.7)
Secondary 5(3.6) 39(14.4)
Denomination
Catholic 31(22.6) 63(23.2) χ2(2) = 4.701 0.95
Protestants 47(34.3) 119(43.9)
Pentecostal 59(43.1) 89(32.8)

Table 3: Chi-square results: Association between proportion 
of Utilisation of FPS and Demographic factors

In Table 3 it is shown that out of 137 study respondents utilizing 
FPS, the majority 136(99.3%) were in the age range of (17-19) 
years old. It is also shown that there is a statistically significant 
association between proportion of utilization of FPS and Age 
range Fisher’s exact [p<0.05]. Out of 137 study respondents 
utilizing FPS, the majority 131(95.6%) had attained primary 
school educational level, and this was statistically significant 
with proportion of utilization of FPS [χ2(2) =13.530; p<0.001].

Discussion
Utilization of FPS by female adolescents of Kawama East 
compound in Mufulira District, Zambia was investigated 
in this study. The current study revealed that there was low 
utilization of FPS among female adolescents at 34%.
 
The findings in (Table 1) showed that majority 89.7% of 
the study respondents were between 17 and 19 years’ old 
which showed a statistically significant association between 
proportion of utilization of FPS and Age Range Fisher’s exact 
[p<0.05]. This was in agreement with the results of the study 
on utilization of FPS among adolescents conducted in North 
and South Kivu, Democratic Republic of Congo (Casey et al., 
2020) in which majority of the respondents were in the higher 
age between 15 - 19. The higher age range of respondents in 
both studies could be attributed to most of them having attained 
the age of 18 years and could give consent on their own to 
participate in the study.

Regarding education level, majority 87% of the study 

respondents had attained primary school education, (Table 
1) and this was statistically significant with proportion 
of utilization of FPS [p<0.001]. The high percentage of 
respondents attaining the primary school education could be 
attributed to the effective implementation of the education 
sector policy by the government. This is consistent with the 
United Nations Sustainable Development Goal number 4 
which requires that all girls and boys complete free, equitable 
and quality primary education by 2030 (United Nations 
[UN], 2015). On the contrary, results of the study which was 
conducted in Enugu State, Nigeria revealed that most of the 
adolescents had secondary education (54.0%) (Ngozi et al., 
2018). The high percentage could also be attributed to the 
effective education given to adolescents on use of FPS early 
starting from grade 4. A similar study conducted in Senegal 
and Niger revealed that there was a strong association 
between the use of FPS and education level (Hossain et al., 
2014). Similarly, another study conducted in Senegal found 
that demand for FP was lowest among adolescents with no 
education (Sunnu et al., 2016; Cavallaro et al., 2017). These 
results may be attributed to the health workers not effectively 
implementing health education and Information Education 
and Communication (IEC) approach which cuts across social 
barriers such as education status. On the contrary results of the 
cross-sectional study conducted in the Mbouda Health District, 
Cameroon revealed that there was no relationship between 
utilisation of FPS and education level of adolescents with [p 
value > 0.05] (Nansseu et al., 2015).

Concerning the denomination of respondents, many 40.7% 
were of Protestant denomination (Table 1), which was also 
statistically significant with [p-value = 0.007]. The large 
number of Protestants could be attributed to the fact that 
Protestants include many churches such as Methodists, the 
nation’s second-largest Protestant denomination who preach 
that every couple has the right and the duty prayerfully as well 
as the responsibility to control conception according to their 
circumstances while the small number of Catholics consists of 
one type of congregants who oppose all forms of contraception 
short of abstinence (Stacey, 2018). On the contrary and. A 
similar study conducted in Mwanza city, Tanzania revealed that 
the majority of the adolescent respondents were the Protestant 
where churches allow contraception and may even promote 
family planning as an important moral good while the minority 
were Catholic who were not likely to utilise FPS because of 
the bible scripture (Genesis 1;28) which forbids Christians to 
use FP as it requires that mankind multiplies and fills the land 
(Sundararajan et al., 2019). 

In respect with utilization of FPS by female adolescents 
(Table 2) revealed that the majority of the study respondents 
(66%) were not utilizing FPS, while the minority (34%) 
were utilizing. This indicated a low utilization of FPS and 
the contributory factors included educational background 
(p-value=0.033), state of service delivery (p-value<0.010), 
religious denomination (p-value<0.010) and cultural beliefs 
(p-value<0.010). Binary logistic regression results revealed 
that respondents with primary school level were less likely to 
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utilize the service while Catholics and Protestants were more 
likely to utilize the service. Those with low state of service 
delivery and beliefs were also more likely to utilize the service. 
These were all statistically significant with utilization of the 
service. The low utilization of FPS could be attributed to some 
religious beliefs that, use of FPS by the adolescents especially 
the unmarried ones is not allowed in the Christian religion and 
it also causes sterility, furthermore it promotes promiscuity. A 
similar study conducted in rural communities of Zambia also 
revealed that FP is not biblical and it causes sterility (Mukanu, 
2017). According to the qualitative study conducted in Kabwe, 
it was revealed that some religions believe that the use of 
contraception is synonymous to committing abortion, which is 
considered sinful (Silumbwe et al., 2018). In addition, provision 
of FPS to unmarried adolescents is generally considered to be 
inappropriate as it is thought to be promoting promiscuity and 
sex before marriage in society (Mukanu, 2017).

 In another study conducted in Talensi District whose study 
respondents were married and unmarried adolescents, it 
was revealed that the factors that although majority of the 
respondents were generally aware of FPS in the district, usage 
of the service was low. These findings are consistent with the 
results of the study conducted in Talensi District whose study 
respondents were married and unmarried adolescents. In this 
study, factors that influenced the utilization of FPS among 
adolescents were investigated and it revealed that although 
majority of the respondents were generally aware of FPS in the 
district, usage of the service was low (Apanga & Adam, 2015). 
Major reasons cited for not using the service included partners 
opposition against the practice (Apanga & Adam, 2015). In 
another study carried out in Cuba, however similar results 
were obtained where only 14 percent of unmarried, sexually 
active adolescent women were not utilizing the FPS (Woog et 
al., 2015). 

Regarding the knowledge of respondents on utilization of FPS 
(Figure 1), the present study revealed no statistical significant 
association between knowledge level on FP and utilization 
of FPS with a p-value=0.655, despite the majority 90.7% 
having a high level of knowledge on FP. Regression analysis 
results further revealed that, the study respondents who had 
low level of knowledge on FP were less likely to utilize FPS 
compared to those who did not have low level of knowledge, 
this was statistically insignificant with a p-value of .972. 
Low knowledge could be attributed to weak implementation 
of health promotion strategies such as radio listening 
groups, community health information boards as a way of 
disseminating information including outdoor media film 
shows and social media in order to bring awareness on FPS 
among adolescents and reach more youths. Also, myths and 
cultural values viewed as a taboo where adolescents are not 
expected to discuss FP issues openly with family members, so 
they are not well informed. Religious beliefs don’t also allow 
adolescents to have sex before marriage and if they do so, then 
they are committing sin and society views adolescents who 
utilize FP as being promiscuous. A similar study conducted in 
the Cook Islands revealed low knowledge among adolescents 

who experienced unplanned birth. Due to non sensitization 
messages on FP, they were not using a contraceptive method 
when they became pregnant, believing they would not become 
pregnant (Mann et al., 2018).

With regard to utilization of FPS among female adolescents 
and state of service delivery, the study results revealed 
that the majority 56.6% of those that had used the service 
indicated that the state of service delivery was good while 
the minority 43.4% (Figure 2) indicated that it was poor. 
This was statistically significant with utilization of FPS, with 
[p<0.05]. Further results revealed that, the respondents who 
indicated poor service delivery were more likely to utilize FPS 
compared to those who did not indicate poor service delivery. 
This was statistically significant with a [p-value of <.010]. 
The high likelihood of utilization of FPS could be attributed 
to high level of knowledge, availability of FP methods, and 
short distances to the health facility, while others were going 
for advice on FP and not FP commodities. A similar study 
conducted in Budaka District, Uganda revealed good service 
delivery for adolescents in that FP clinics encompassed 
strategies of prevention of Human Immunodeficiency Virus 
(HIV), delivering FPS as close to the families as possible, that 
is, in health posts, health units, health centres, hospitals and 
community-based distribution by Community Health Workers 
(CHW) from door-to-door service delivery and distribution 
at the workplaces (Kiggudu et al., 2018). In consonance, a 
study conducted in Talensi District, Ghana revealed that high 
awareness of FPS by Community-based Health Planning 
and Services (CHPS), made FPS more accessible to the rural 
communities (Apanga & Adam, 2015). On the contrary a study 
conducted in Kabwe District, Central Province of Zambia, 
revealed that female adolescents from rural areas recounted 
that walking long distances to healthcare facilities in order to 
access FPS hindered utilization (Mukanu, 2017).

Furthermore, the current study revealed that the majority 67.2% 
of respondents utilizing FPS indicated that there are no beliefs 
that prevent adolescents from utilizing FPS while the minority 
32.8% said there were beliefs. The results in this study showed 
that there was a statistically significant association between 
existence of beliefs and utilization of FPS among adolescents 
with a p-value of <0.010. This could be attributed to high 
knowledge among respondents, good attitudes of Health Care 
Providers (HCP) who provide education on misconceptions. 
Similarly, in a study conducted in Addis Ababa, it was revealed 
that providing clear and accurate information to dispel myths 
and remove cultural barriers creates access to utilization of 
FPS by adolescents (Fortier, 2013).

The findings of this study also revealed that the majority 68.9% 
respondents utilizing FPS indicated that HCP had positive 
attitude when being attended to, while the minority 31.1% 
indicated that HCP had negative attitude, showing that there 
was a statistically significant association between attitude of 
staff and utilization of FP with p<0.05. Furthermore, regression 
analysis results revealed that respondents, who indicated that 
staff had positive attitudes, were less likely to utilize FPS. 
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This was statistically insignificant with the p-value of 0.771. 
Low utilization by study respondents who indicated that staff 
had positive attitudes could be attributed to the cultural and 
religious values which bring about fear to be associated with 
promiscuity and committing sin among unmarried adolescents. 
In a similar study conducted in Mahalapye, Botswana, it was 
revealed that there was positive attitude among HCP as they 
were comfortable to prescribe contraceptives to adolescents (St 
Tshitenge et al., 2018). On the contrary, the results of the study 
conducted in Ibadan, Nigeria revealed that HCP had negative 
attitudes towards provision of contraceptives to unmarried 
adolescents (Ahanonu, 2014).

Conclusion
The outcomes of this study have shed light on the utilization 
of FPS by female adolescents of Kawama East compound 
of Mufulira district. The study revealed that there is low 
utilization of FPS. Factors contributing to low levels of 
utilization included educational background, state of service 
delivery, religious denomination and cultural beliefs. The 
findings will raise awareness and influence use of the services. 
Therefore, The Government of the Republic of Zambia through 
the Ministry of Health (MoH) should consider addressing 
challenges that deter utilization of FPS by adolescents as a 
measure of avoiding unsafe abortions which contribute to high 
maternal mortality. MoH should work with Ministry of General 
Education to establish Youth Friendly Services at local schools 
in order to increase utilization of the service by adolescents.

Limitations
The study was only conducted in one catchment area of 
Mufulira District on the Copperbelt Province and therefore, 
results cannot be generalized to other catchment areas of 
Mufulira and other Districts in Zambia. The collection of data 
involved face to face interviews with adolescents which could 
have affected their openness when answering questions in spite 
of the reassurance that was given to them before beginning the 
interview. The questionnaire only had closed ended questions. 
The respondents were asked to recall some information 
retrospectively; this might yield some recall bias.
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