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Preface 
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Norwegian University of Science and Technology (NTNU). The data collection for the 

project was done in Ecuador in collaboration with Marie Fossen Nordal, a fellow medical 

Quito, Ecuador, from a healthcare provider perspecti  

 

In the fall of 2018, Ingvild Hatlevoll and Marie Fossen Nordal spent an exchange semester 

practicing at The Nueva Aurora Luz Elena Arismendy Hospital of Gynecology, Obstetrics 

and Pediatrics (HGONA) in addition to two other hospitals in Quito. There they noticed a 

high rate of teenage girls giving birth. Locals from Quito told them that contraception is a 

taboo subject among the population and that this might be a contributor to the high rate of 

adolescent mothers in Ecuador. At HGONA, were this study was conducted, all postpartum 

women are offered an insertion of a contraceptive implant, free of charge. Many accept this 

offer; however, Hatlevoll and Nordal was told stories by employees at the hospital of teenage 

girls who removed the implant for different reasons, returning to the hospital a year later to 

give birth once again. We wanted to investigate this topic further and explore health 
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Abstract 

Objective: There is a lack of information about barriers to the use of contraception in the Latin 

American population. The aim of this study 

barriers to the use of contraception among adolescent girls in Ecuador. 

 

Methods: We conducted a qualitative study using semi-structured interviews with 12 health 

professionals working at Hospital Gineco Obstétrico Pediátrico de Nueva Aurora Luz Elena 

Arismendy (HGONA) in Quito, Ecuador. The interviews were audio-recorded, and later transcribed. 

The data was analyzed following the approach used in systematic text condensation as described by 

Malterud. 

 

Results: According to health professionals, several barriers exist to the use of contraception among 

adolescent girls in Ecuador. An influence of 

Adolescents lack 

 

 

Conclusion: This study identified the taboo of sexuality, myths and the subsequent lack of 

information regarding the topic, and parent- and male partner influence as the main barriers to 

contraceptive use among adolescent girls in Ecuador as perceived by health professionals. To address 

these barriers, interventions should focus on increasing the knowledge on the subject, with parent 

education programs and by enhancing early sexual education in schools. Further, we suggest the 

implementation of youth friendly services, with specially trained health professionals. 
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Introduction 

About Ecuador 

Ecuador is situated in the northwestern South America and the capital is Quito. The country's 

geography includes the Andes mountain range, the Amazon area and the coastal region, as well as the 

Galapagos Islands (2). As of May 2020 Ecuador has 17,4 million inhabitants (3). Due to the intricate 

indigenous and colonial history, Ecuador is home to a patchwork of ethnic identities, including 

mestizos, who have both European and indigenous ancestry and represents the majority of the 

population, as well as indigenous peoples, Afro-Ecuadorians and whites (2). The main religion is 

Roman Catholicism (2). Ecuador is a democratic republic with the president as head of state. The 

country is classified by the United Nations (UN) as a Developing Economy (4) and a quarter of the 

population was below the national poverty line in 2019 (5). The Gini Index, which is a measurement 

for economic inequality, was at 45,4 in 2018, indicating that the income is unevenly distributed in the 

population (6).  

The healthcare system  

The Ecuadorian healthcare system includes a public and a private sector (7). The main healthcare 

providers in the public system includes The Ministry of Public Health and the Ecuadorian Social 

Security Institute (IESS) (8,9). There also exists several private healthcare facilities and traditional 

providers. Private insurance cover healthcare for approximately 3% of the population (8,10). 

 

The country has a universal health coverage (UHC) system that provides the right to free healthcare 

for all citizens, including emergency care (8). Nevertheless, in the public sector there are long waiting 

times. A study conducted in rural Ecuador found that despite the national UCH policy, approximately 

50% of all patients with emergencies had their first contact with a private healthcare provider, mainly 

because of expected difficulties to be seen by a public healthcare provider (8). 

 

The public healthcare system is organized in four levels of attention. The first level consists of general 

cons

to higher levels of care. The second level has specialized consults, outpatient day hospitals and 

general hospitals. The third level of attention has specialized hospitals, which attend to patients with 

highly complex health problems, performs transplants and intensive care. The fourth level includes 

centers for clinical experimentation (7).  
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According to the Ecuadorian Statistical Registry of Health Resources and Activities (11), there were 

4165 national level health facilities registered in Ecuador in 2018. The average number of health 

professionals for every 10 000 inhabitants was about 23,5 doctors, 0,9 psychologists, 14,5 nurses and 

1,4 midwives. In comparison, Norway has 56 medical doctors, 15,4 psychologists, 201 nurses and 6,1 

midwives for every 10 000 inhabitants (12). 

 

A national programme in Ecuador, established in 2007, offered differentiated healthcare for 

adolescents (13). This gave a rapid increase in visits from adolescents, including those who wanted to 

obtain contraception. However, this was replaced in 2011 by another model which no longer 

considered adolescents as a group that should receive differential care, resulting in the suffering part 

being the specially trained medical staff and the adolescents (13). 

The hospital in Quito 

H

opened in January 2016. It is a specialized gynecological, obstetric and pediatric hospital on the third 

level of attention in the public health care system. The hospital provides specialized care to patients 

with obstetric complications, high-risk pregnancies, newborn complications and pediatrics up to 5 

years of age (14). The hospital is situated in the South of Quito, between the areas Guamaní, 

Turubamba and Quitumbe. According to a report from Universidad Simon Bolivar, 50-80% of the 

population in these areas is poor (15). The hospital provides health care to the population in the south 

of Quito, and the sectors around this part of the city, which in total includes more than 4 400 000 

inhabitants (14). 

The status of adolescent pregnancy, contraception and abortion in 

Ecuador 

As the Human Rights Watch states in their World Report of 2019 (16)

rights challenges, including [..] far-reaching restrictio

 

Adolescent pregnancy and its consequences

Adolescent pregnancy is a major health problem worldwide, with a higher rate in developing 

countries. The adolescent (15-19 years) birth rate in Ecuador was in 2014 at 56,5 per 1000, a number 

12 times higher than in the Scandinavian countries (17) and one of the highest in Latin America (18). 

However, in the last few years, the number of births among the youngest mothers in Ecuador has 
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decreased; in 2010, the birth rate among girls aged 10-14 was 2.8 per 1000 women, while the rate in 

2014 was 1.8 (19). The National Survey of Health and Nutrition in Ecuador (ENSANUT) from 2012 

estimated that 19% of live births were to women under the age of 20 (20) and according to the UN 

(21) in 2013, 21% of the women in Ecuador aged 20-24 had had a live birth before the age of 18.  

 

Globally, complications during pregnancy and childbirth are the leading causes of death for teenage 

girls aged 15 to 19 years (22). In addition to the fatal consequences for the health of the teenager and 

her baby, a pregnancy also has social and economic consequences for the girl. A study from the 

Amazon basin of Ecuador (23) st

marker of inequity, since it disproportionately affects girls from the poorest households and those who 

. This illustrates a poverty pattern were the highest proportion of 

mothers younger than 19 years, is found in groups with low income and low education (13). Ecuador's 

government is aware of the problem, and with their Intersectoral Policy for Prevention of Pregnancy 

in Girls and Adolescents 2018-2025 (24), the aim is to reduce the number of adolescent pregnancies. 

The report concluded that to give improved information, including extensive education about 

sexuality and sexual health, were the most important interventions to reach this goal (24). 

Knowledge and use of contraception

An study on recent adolescent mothers in Ecuador found that 50% did not know what family planning 

was and that only 34% had ever used a condom (25), while another Ecuadorian study (26) found that 

27% of women aged 15-19 years had never used any method of contraception. The World Health 

Organization (WHO) statistics from 2004 on contraceptive prevalence, shows that only 56% of girls 

aged 15-19 use contraception, compared to 73% of all women in total in Ecuador (27). According to 

ENSANUT from 2018 (19), only 44% of Ecuadorian girls between 12 and 24 years used a 

contraceptive method in their first sexual intercourse. The main reasons for not using a contraceptive 

were that they did not know any methods of contraception and that they were unable to obtain a 

contraceptive (20,24). 

Numbers from WHO shows that the proportion of married or in-union women of reproductive age 

who have their need for family planning satisfied with modern methods, is 81% in Ecuador, compared 

to a regional average of 83% and global average of 77%. These numbers include women currently 

sexually active or exposed to risk of pregnancy, not wanting to become pregnant, not using any 

method of contraception (28,29)  
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Abortion and unintended pregnancies  

About half of the adolescent (15-19 years) pregnancies in developing regions are unintended (30) and 

in Latin America, the number of unwanted pregnancies among adolescents is growing (26). 

According to a study published in 2010 (31), 36% of all births in Ecuador are not intended. In 

Ecuador provoked abortion is only legal if performed when there is a threat to the life of the pregnant 

woman and this threat cannot be resolved by other means, or when the pregnancy has resulted from 

sexual crime against a mentally disabled woman. Women who obtain medically assisted abortions 

who do not meet these criteria, may be criminally prosecuted and risk a prison penalty of up to two 

years (16,30,32). An article states that 25% of adolescent (15-19 years) pregnancies in Ecuador is a 

result of sexual violence (32), however, 

allow abortions in cases of rape (32).  

Despite strict abortion laws, more than half of unwanted pregnancies among adolescents in 

developing regions, end in abortion (30). A cross-sectional analysis published in 2017 (33) found that 

between 2004 and 2014 the number of miscarriages and abortions reported in Ecuador was 431,614. 

Of these 9% were spontaneous abortions, 6% were justified me

(33). Fear of legal prosecution makes women seek illegal 

abortions, which are often unsafe and without medical assistance (16). This inflict a high risk of 

complications and injuries for the mother, with incomplete abortion, excessive blood loss, infection 

and perforation among the main risks (32 35). During 2010-2014, the majority of the abortions in 

Latin America and the Caribbean were classified as unsafe. At least 10% of all maternal deaths in 

2014 in this region were from illegal abortions (36). 

As abortion can have severe outcomes, both legal and medical, there is a need to focus further on the 

prevention of adolescent pregnancies. As Metcalfe et al (37) states;  

As with many health issues, it is much more cost effective to focus on prevention rather than 

management within a health system. By understanding if certain population groups are (and 

are not) effectively using contraception, public health interventions can be more 

appropriately targeted to promote contraceptive use in groups at higher risk for unintended 

pregnancies. 

Contraception and religion  

Religion can be of importance regarding the view of sexual relations and birth control. Of the 

approximately 92% of the Ecuadorian population that affirms to have a religion, 80% belongs to the 

Catholic religion (38). The Catholic Church teaches that sex between men and women is reserved 

for marriage (39) and that the only acceptable form of sexual activity is within a married couple, 



Dahle and Hatlevoll: Barriers to the use of contraception among adolescent girls in Quito, Ecuador 12 

without the use of birth control (40). Historically, this religion has not supported neither abortion 

nor contraception, an (41) stated: 

 In 2008 the Congregation for the Doctrine of the 

Faith, the body responsible of defending Catholic Doctrine, released the instructions Dignitas 

Personae (42) 

 

Equal rights in Ecuador 

In Ecuador, equal rights for men and women are ensured by the Ecuadorian Constitution, as well as 

by binding international agreements ratified by the Ecuadorian State, like the Convention on the 

Elimination of All Forms of Discrimination against Women (CEDAW) (43). Nevertheless, Ecuador 

ranks 86 out of 189 countries at the Gender Inequality Index (GII) by the United Nations 

Development Programme (44), with a score of 0.385. GII is a measurement for gender-based 

disadvantage, and takes into account three dimensions; reproductive health, empowerment and the 

labour market. The index ranges from 0 to 1, where 0 indicates equality between men and women 

(44).  

Research on barriers  

We conducted a search for English literature, published after the year 2000, on the topic of barriers to 

contraceptive use and found research from different low- and middle-income countries all over the 

world. There was a predominance of studies from Africa (45 49), an observation supported by review 

articles on the subject (50 52), that mainly include research from Africa and Asia, though with some 

exceptions. We have not found any similar publications on this topic from Ecuador and there seems to 

be a lack of English literature on the subject of contraception and family planning in Latin America in 

general. Hence, our study may contribute to increase the knowledge about family planning and 

adolescent contraceptive use in Ecuador and the Latin-American region. 

 

However, there have been conducted several studies on the topic of adolescents and HIV in Ecuador 

(53 55) which briefly assess the subjects of contraception and sexuality, especially condom use. 

Some of these studies found lacking knowledge of family planning and a low rate of condom use in 

the adolescent population. Further, studies from Ecuador about risk factors for adolescent pregnancy 

(56,57) have found early sexual debut, sexual abuse, poor reproductive health knowledge and non-use 

of contraception during first intercourse to be important risk factors. A qualitative study from 

Guatemala (58) also found a lack of knowledge about methods, fear of side effects, the husband being 
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against family planning and the belief that using contraception is a sin, to be barriers to the use of 

contraception.  

  

A few studies have researched he

health services among adolescents. A study from Ecuador, Bolivia and Nicaragua (59) found that 

healthcare providers believed prioritizing adolescents as a patient group and increased awareness 

about adolescent friendly approaches were important measures to improve the reproductive services. 

Further, two studies from Africa interviewed health professionals about why they believed 

adolescents did not use contraception (60), and about barriers and facilitators adolescents living with 

HIV face when accessing contraception (61). These studies found that contraception was associated 

with promiscuity and was dependent on provider behavior and health system improvements. 

 

Many of the barriers to the use of contraception among adolescents recurs in several studies and 

systematic reviews from different parts of the world. Myths and misconceptions (45,47 51,61 64), 

limited knowledge (49 51,55,56,58,62,64) and the taboo and stigma surrounding contraception and 

sexuality (49,51,61,62,65 67) are recurring barriers reported in several publications. This indicates 

that barriers may be valid across countries and cultures, as is also a conclusion found in several 

systematic reviews on the subject (51,62,65). We believe this could imply that efforts which have 

been found efficient in breaking the barriers and increasing the contraceptive use in other parts of the 

world, may also be efficient in Ecuador. 

Aim of the study 
Hence, the aim of this study was to explore the barriers to the use of contraception among young girls 

in Ecuador through i

use of contraception among adolescent girls in Ecuador Qualitative insights from health 
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Methods 

Research design 

To answer the research question, a qualitative study using semi-structured interviews with health 

professionals was conducted. The study took place at the hospital HGONA in Quito, Ecuador. The 

interviews were conducted in February 2020. The study was approved by the Regional Committee for 

Medical and Health Research Ethics in Norway (appendix 1) and the Human Research Ethics 

Committee of USFQ in Ecuador (appendix 2).  

 

This study was part of a larger p

in adolescent girls in Ecuador

t 

conducted a study focusing on the challenges of adolescent pregnancies from a healthcare provider 

perspective. The interviews for both studies were carried out together, using separate interview 

guides.  

Participants 

We aimed to include health professionals working in hospital departments where they met pregnant 

and postpartum adolescent girls daily. To explore the topic from different perspectives, the aim was to 

have variation in the participants professional background, age and gender. 

Recruitment 

The participants included in the study, were elected using a purposive sampling strategy. All health 

professionals employed at the hospital and working with pregnant adolescents, were eligible. Possible 

participants were contacted in person at the hospital by the researchers, or over the phone by the 

researcher who was employed at HGONA. When a health professional agreed to participate, date and 

time for the interview was arranged. This recruitment process was a requirement from the hospital. At 

the time for the interview the participants were given oral and written information about the project by 

the researchers, using an informational letter (appendix 3) and an informed consent form (appendix 

4). All participants signed the informed consent. The same informational letter and informed consent 

were used for both studies within the larger project, as was required by the hospital and the Human 

Research Ethics Committee of USFQ. 
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The number of participants was determined following the principle of data saturation (68); during the 

last few interviews no new themes emerged, and thus no further interviews were conducted.  

Data collection and transcription 

All the interviews were conducted in a quiet room at the hospital during the working hours. Five of 

the interviews were conducted in Spanish by two of the Norwegian researchers who speak Spanish. 

Further, as one of the researchers is not fluent in Spanish, one interview was conducted in English, 

and the rest in Spanish with the local researcher as translator.  

 

A semi-structured interview guide (appendix 5) was used. This was modified after a preliminary 

analysis, described below, hence there is two versions as can be seen under Appendices. In the first 

profes adolescent was used 

about girls from 12 to 19 years of age, as the hospital uses this definition.  

 

During the first four interviews, all of the participants had talked about what we believed to be causes 

for teenage pregnancy, rather than barriers to the use of contraception among adolescent girls. 

Therefore, the interview guide was adjusted to prevent this in the following interviews. In the 

modified version of the interview guide, t

s were 

introduced if the participants did not speak about them spontaneously; barriers to contraceptive use 

before and after pregnancy, and how partners, parents, friends and health workers influence 

rview, it was emphasized that we wanted the 

participants to talk about their experiences as health professionals, and not their personal experiences.  

 

The interviews were audio-recorded, and later transcribed. The Spanish interviews were translated to 

Norwegian or English in the transcription process, depending on the preferred language for the 

researcher.  

Analysis  

The data was analyzed following the approach used in systematic text condensation as described by 

Malterud (68). This approach consists of the following four steps: (1) reading the interviews to gain a 

general impression and detect initial themes, (2) develop code groups from the initial themes, identify 

meaning units describing the barriers to contraceptive use for adolescents and coding these, (3) sort 

the data within each code group further into subgroups, condense the content in the subgroups and 
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identify illustrating quotes, and (4) synthesize the condensates from each code group, making a re-

conceptualized description of the different barriers to the use of contraception.  

 

We conducted a preliminary analysis after the first four interviews and came up with five preliminary 

hese themes with our 

supervisors and decided to continue with four of these themes, excluding immaturity, as they were 

most relevant to our research question.  

 

After completing 12 interviews we conducted a new round of analysis using the data from all of the 

interviews. In this process we made some changes to the preliminary themes, and developed these 

further to result in the four main cate

ut 

decided to exclude this from the further analysis because we considered this to be a cause of teenage 

pregnancy more than a barrier to the use of contraception.

 

copper intrauterine devices (IUDs) and hormonal contraceptives, including hormonal IUDs, birth 

control pills, implants and injections (69). This means that we based the result categories on the 

barriers the participants gave to these contraceptive methods, and not other methods not considered to 

be modern contraceptives, like abortion and the emergency contraceptive pill. However, these 

methods still appear in the results, since they were mentioned by the participants on several occasions 

and constituted illustrating examples.  
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Results 

A total of 12 persons were interviewed. The range in gender, age and profession are shown in Table 1. 

Eleven of the participants were from Ecuador, one was from a different South-American country. All 

the participants worked at the HGONA at the time of the interviews. 

 

Table 1. Characteristics of the informants 

Characteristics  Number

Gender  
- Male 3 
- Female 9 

Age  
- Range 22-51
- Average 34,3 

Occupation  
- Medical doctor  5 
- Psychologist 2 
- Nurse 2 
- Social worker 1 
- Medical and midwife student 2 

 

According to the informants, several barriers existed to the use of contraception among adolescent 

girls in Ecuador. Sexuality being perceived a taboo in the society and the shame associated with this 

topic, was identified as a premise for the difficulty of accessing a contraceptive for adolescent girls. 

This would also contribute to inadequate information and a cluster of myths regarding sexuality and 

contraception. Influence and prohibition by partners and parents were also identified as important in 

preventing contraceptive use among adolescent girls. Details of these findings are elaborated below.  

An influence of taboo and social norms 

When explaining about barriers which prevent adolescent girls from using contraception, a majority 

of the informants said that the topic of sexuality is a taboo in the Ecuadorian culture and society, and 

that social norms strongly influence this. One informant told us "we are trying to cover the sun with 

only one finger with this issue". This was explained as a common expression in Ecuador which means 

 

succeed - you can't cover the whole sun so it doesn't shine with just one finger. Another informant 

explained it like this:  

 

information about sexuality and contraception, for fear of them exploring the topic of 



Dahle and Hatlevoll: Barriers to the use of contraception among adolescent girls in Quito, Ecuador 18 

sexuality. Or even worse, that they might have sex. (Psychologist) 

 

Some informants explained how the Ecuadorian society is built on the Catholic religion, and 

according to them, this belief is not favorably disposed to adolescents accessing information about 

sexuality and contraception. It was also said that, because of this, children are told that their sexual 

life should start when they get married and that sex before marriage is wrong. The consequence was 

said to be that adolescent girls are expected to not start their sexual life as a teenager or try to access 

contraceptives. An informant who talked about sex before marriage, put it like this: 

 

So I believe this social construct [where sexuality is a taboo], comes from the Catholic view, 

where the vision is to not do it, simply not do it. (Psychologist) 

 

This was by one informant contrasted to what was termed male chauvinism. The informant said that 

among Ecuadorians there exists a perception that a man becomes a man when he is having sex, while 

the woman will be criticized for doing the very same thing. If she has sex before marriage, she will 

have failed her parents, her religion and the society. Some health professionals also expressed how 

this was especially a taboo for adolescent girls, as they are supposed to be teenagers and the girls in 

the house - rity to start their sexual life, and even less to use contraception. 

Consequences of the taboo 

The taboo of sexuality and contraception was said to evoke numerous consequences. Most informants 

noted that these topics are considered shameful. Therefore, it was mentioned, many adolescent girls 

feel that they have to keep the beginning of their sex life a secret, and if they try to access a 

contraceptive method, they risk revealing this secret. An example given, was that because adolescents 

usually need to bring a parent to get contraceptives at the health centers, many would not go in order 

to keep the secret. Furthermore, some explained that many adolescent patients had said they were 

ashamed to ask the doctor for contraception. This shame had outweighed the risk of becoming 

pregnant. One informant explained: 

 

The adolescents feel really ashamed. In this hospital we have condom-machines, but even the 

the machine produces a sound, everyone is looking at them. (Healthcare student) 

 

Because of the shame, it was explained, these topics are rarely talked about. For instance, it was 

perceived as unusual for an adolescent girl to discuss contraception with her partner when they have 

sex for the first time. Sexuality and contraception were also believed to be difficult matters to address 
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house. If an adolescent asks for advice, it was said, it would usually be dismissed with statements like 

 - but without a description of why or 

how. However, several adolescents had expressed to the informants that they would have liked to 

discuss these matters with their family. 

 

Some informants said that adolescents can be concerned about what others will think if they choose to 

use contraception, as young people who seek information about sexuality and contraception are often 

judged for not having a good behavior or a good moral. An example given was that if a girl brings 

condoms when she is going to have sex, she risks being seen as promiscuous by the boy. Some 

informants suggested that there exist healthcare providers who lack the competency to work with 

adolescents, and who judge teenagers seeking contraceptives as irresponsible, and in this way pose a 

barrier to contraceptive use. One informant told us about a patient who had gone to a health center to 

access a contraceptive, but had been refused because they thought she was too young. Further, we 

were told by one health professional about how rumors and judging were present in a small town 

where she had practiced some years earlier:  

 

As everybody in the village I worked in, knew each other, it was quickly revealed who had 

come to the health center to get the emergency contrace

the whole village knew. (Medical doctor) 

Adolescents lack adequate information 

Some informants pointed out how the adolescents lack information about the consequences of sex. It 

g to 

the informants, many adolescents start having sex to experiment, or out of peer pressure, without 

thinking that it might result in a pregnancy. When talking about her adolescent patients, a female 

health professional stated: 

 

They [the pregnant adolescent patients] 

(Nurse) 

 

There were informants who said that adolescents lack information about where contraception may be 

accessed and how to use it correctly. It was said that many adolescents are not aware that 

contraception is available for free in all public health institutions. Many of the health professionals 

also explained that the adolescents know about 
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know how to use each specific method correctly. An example was that many adolescents take the 

usually happens, it was said, is that 

healthcare provider told us:  

 

d get 

day, and it would have the same effect. (Psychologist) 

 

Some health professionals said that the only sources of information about sexuality and contraception 

many adolescents have, are their peers, partner and the internet. The problem with this, they said, is 

that this information is mostly misleading and wrong. An example given, was how their friends say 

you can have unprotected sex, and if you get pregnant, you can just do a secret abortion and it will be 

fine, no risks taken into account. An informant reflected that with correct information they would 

have been able to make better decisions about contraceptive use. Further, many informants remarked 

that their adolescent patients are usually poorly educated, because of their young age and because 

many drop out of school. They emphasized how this makes it hard for them to understand certain 

information. A healthcare provider explained: 

 

When we are visiting the adolescent girls after they have given birth, we ask them if the 

doctor has given them information about contraceptive methods. Some of them res

me 

at the doctor treating them 

is saying. And that is why they have not agreed to get the contraceptive implant, and why they 

do not want it. (Psychologist) 

Myths and misconceptions  

cluster of myths. Several 

informants mentioned that many adolescent patients, as mentioned above, believed that for one reason 

or the other, they could not get pregnant. Examples of such stories were that a girl cannot become 

pregnant the first time she has sexual intercourse and that in their first menstrual cycles girls are 

sterile. One informant noted that many i

of their myths and believes: 

 

They have other believes about reproduction and sexuali
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themselves. They use water or ancient plants instead. But we do have a lot of pregnant 

(Social worker) 

 

An exaggerated fear of side effects of contraception was mentioned as a barrier to its use among 

adolescents. It was explained that many believe hormonal changes following contraceptive use is 

harmful for the body and the psychological health of the girl. A female informant recalled a case 

where a mother had believed her daughter would become sterile if she was given a contraceptive 

implant, because, according to her, this had happened to a neighbour. Further, some informants said 

that adolescents worry about possible side effects of contraception. An informant told us: 

 

Teenagers believe that if they get the injection, they will get fat. Or they will become very thin, 

or the

ption. This is a cluster of myths, in 

which they believe. (Social worker) 

 

Another widespread belief was that the use of contraception encourages girls to live a promiscuous 

life and have irresponsible sexual relations with many men, the informants explained. One male 

doctor told us that they offer a contraceptive implant to all the adolescents who have given birth in the 

hospital, but in his experience, accepting this was often not considered a mature or responsible 

decision. An informant recalled a patient she had had in her clinic: 

 

The woman wanted to stop taking the contraceptive injections, so we gave her condoms that 

(Medical doctor)

Who decides? 

Some informants had experienced that the boy would usually be the one who decided whether or not 

to use a contraceptive, often it would not be up to the girl at all. According to the informants, teenage 

boys generally refuse to use condoms because

without a condom. One informant also explained that not using a condom is seen as a way of showing 

your partner that you trust him. If a girl wants her partner to use condoms, she would be indirectly 

telling him that she doesn't trust him. Further, several accounts were given of men outright forbidding 

their female partner from using any form of contraception. A male informant believed this was 

because in the Ecuadorian society, making a woman pregnant can be a way for a man to show the 

world how macho he is. An informant noted that in a village she had worked, the women were not 



Dahle and Hatlevoll: Barriers to the use of contraception among adolescent girls in Quito, Ecuador 22 

allowed to use any oral contraceptive method. She recalled a female patient there, who had been given 

condoms instead; 

 

The hus

condom on this, before he used the toy to penetrate his wife. When the girl came to the 

hospital, she was bleeding and had strong pain. Imagine being penetrated with those hard 

edges - 

the condom had (Medical doctor) 

 

As mentioned previously, there were informants who expressed that parents could sometimes pose a 

barrier to contraceptive use for their daughter. It was explained that many of the parents have low 

levels of education, and that this can make it challenging for them to understand the importance of 

contraception for their daughter. An informant said the girl risks getting house arrest or being denied 

having a boyfriend, if her parents find out that she is using contraception. However, after being taught 

about the advantages of contraception, the health professionals had experienced that parents would 

often accept that their daughter were given a contraceptive.  

 

The informants explained that children under the age of 18 are considered minors in health care 

decisions, and that a signed consent from a parent or legal guardian is usually needed to give an 

adolescent a contraceptive method. An informant reflected how this is a challenge because if an 

underage patient wants a contraceptive implant, and her parents forbid it, they cannot give the patient 

an implant. An informant remembered a case where a contraceptive implant had been placed without 

 

 

Then the mother came and asked 

legal situation. So, to prevent this we always try to call the legal guardian, so that they can 

give us the authorization to place the implant. (Psychologist) 

  



Dahle and Hatlevoll: Barriers to the use of contraception among adolescent girls in Quito, Ecuador 23 

Discussion  

Methodological considerations 

We conducted the research in a foreign culture, in a language not native to us. We believe this has 

caused some misinterpretations during the interviews and in the translation process. Further, we think 

the use of a translator in several of the interviews has caused a loss of some essential information and 

linguistic nuances. We tried to minimize the impact of this bias by asking clarifying questions during 

the interviews and collaborating when transcribing and translating the data. 

 

One of the researchers had, prior to the project, spent an exchange semester practicing in hospitals in 

Quito, including the one in which the study was conducted. This has given us insights into the local 

experience teaching sexual education to Norwegian middle- and high school students, we believe has 

aided us in pursuing rich, honest accounts. However, our experiences from the Ecuadorian society 

have also influenced our preconceptions, and affected the way we asked questions and what themes 

and topics we pursued in the analysis. In the study we identified many of the same barriers as we 

expected to find beforehand. We believe some of the reason for this is that we had asked similar 

questions to health professionals in Quito previously, when we were planning the study.  

 

Interviewing health professionals has caused both strengths and weaknesses in this study. One 

barriers to use of contraception. It does not elicit what the adolescent girls themselves would have said 

about their own contraceptive use. Interviewing adolescent girls directly was considered as a 

possibility early in the project, but was rejected for ethical reasons, in order to act in accordance with 

the Declaration of Helsinki, as this population is a vulnerable group (70). This led to a focus on health 

 believe health professionals who work with 

this patient group offer an important perspective, partly because they might be aware of other barriers 

to contraceptive use than the adolescent themselves. The health professionals we interviewed have 

worked with many adolescent girls and were thus able to identify common, and therefore possibly 

important, barriers that exist in the adolescent population. 

 

There is a risk that, because of the recruitment process used in the study, selection bias might have 

played a role, and only health professionals with a special interest for the topic of contraception and 

adolescent pregnancy were selected to participate. Further, the sample had a predominance of female 

participants, which can have constituted a bias. We have not been able to obtain data on the gender 
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ratio among the employees at HGONA, hence we do not know if the gender ratio in our sample 

reflects the true gender ratio at the hospital. A desire to be perceived as modern or forward-thinking, 

known as social desirability bias, might also have contributed to some participants agreeing to be 

interviewed. A consequence of this could be that our sample consisted of health professionals who 

though the participants 

talked about similar themes in the interviews, there were also contradicting statements. This leads us 

to believe that the recruitment process did not bias the sample to a greater extent.   

 

Further, an eagerness to give us, as foreign researchers, the answers we were looking for, may have 

biased the accounts the health professionals gave, hence offering opinions and views which differ 

from what they truly believe. There is also a risk that recall bias has affected the answers, as some of 

the stories we were told happened several years ago. Furthermore, confirmation bias can have played 

a role as the participants might have remembered only the things that confirm their own view of the 

subject. However, to us, the accounts given by the participants appeared sincere. Further, the findings 

in the study were consistent with barriers identified in a study which interviewed Ecuadorian parents 

about the same subject (71). This may indicate that our findings reflect true barriers to contraceptive 

use among Ecuadorian adolescents.  

 

Qualitative research methods can contribute to present diversity, nuances and subjective experiences. 

The goal is to understand rather than to explain (68). Because of the small sample size in the study, 

our findings cannot be generalized to apply to all adolescent girls worldwide. However, we believe 

our findings can be transferable to countries with similar cultures as Ecuador, because it provides 

information and contributes to an awareness of factors influencing contraceptive use among 

adolescent girls.  

 

Discussion of the results 

Summary of findings 

The main finding in the study was that the health professionals perceived that the taboo of sexuality, 

which lead to the topic not being discussed openly in the society, was the main barrier to 

contraceptive use for adolescent girls. This led to a lack of information about sexuality, which again 

created an environment in which myths were created and believed. According to the informants, 

parents tended to prevent their children from using contraception due to a belief in myths and due to 

the shame of discussing the topic with their children. This would further contribute to a lack of 
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information and maintain the taboo. This illustrates how the different barriers to contraceptive use 

interact with each other, and that they might exist because of and reinforce one another.  

The taboo of sexuality and the lack of information 

Several other studies on contraception and adolescents around the world have, like this study, found 

that sexual activity at a young age and premarital sex is considered morally wrong, and thus 

constituted a taboo (51,61,66). A taboo is defined as something that is contrary to the prevailing moral 

in a society. According to Sigmund Freud (72), a taboo is created by conflicting social attitudes, and 

represents forbidden actions for which there nevertheless exists a strong unconscious desire. The 

health professionals interviewed in this study believed having sex as a young girl was not morally 

accepted in the society, and if an adolescent girl were to obtain a contraceptive, she would break this 

social norm. In other words, the taboo of being associated with premarital sex may lead to 

unfavorable behavior in relation the health preventive measure of using contraception. 

 

The health personnel in our study indicated, as mentioned, a lack of information among adolescents 

due to sexuality being a taboo. Information shortage about this topic is confirmed in other studies 

from Ecuador. One study (73), found that the number of adolescents aged 15 years and younger who, 

prior to pregnancy, had any knowledge of conception was significantly lower than in the group of 20-

30-years old women. Another study on recent adolescent mothers found that 50% did not know what 

family planning was (25).  

 

The knowledge-attitude-behavior (KAB) model (74) explains the role of knowledge in health related 

behavior-change. It suggests that the three factors knowledge, attitudes and behavior are interrelated, 

and as knowledge on a health related subject is increased, attitudes will change gradually, which in 

turn will lead to a change in behavior (74). The KAB model could be exemplified by the HIV/AIDS 

epidemic, were inadequate knowledge and misconceptions may be responsible for social stigma and 

the subsequent discrimination associated with the disease (75,76). The taboo of being associated with 

HIV can prevent people from protecting themselves from the infection (77). These attitudes and 

practices are major hindrances in preventing the spread of HIV and continue to fuel the global 

epidemic (76,77). A study investigating HIV/AIDS related knowledge, attitudes and practices (76), 

reported that male high school students in Lao with medium and high levels of knowledge, showed 

positive attitudes towards people living with HIV and had safer sex practices. In our study, the KAB 

model may help us understand how more knowledge on sexuality and contraception is important to 

create openness and possibly break the taboo, while pointing out that attitudes and behaviour also 

need to change to achieve this goal. These factors, however, are not easily changed. 
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To summarize, due to the lack of information about sexuality and contraception, we believe 

increasing the knowledge would be a good place to start. Studies on women over the age of 19 find 

many of the same barriers to contraceptive use as in the adolescent group (47,58,78), and the chances 

of finishing secondary education after the pregnancy in Ecuador are minimal for adolescents from a 

low socioeconomic level (79). This was also suggested by the participants in our study. Together, this 

indicates the importance of introducing interventions to increase knowledge about this topic at an 

early age to contribute to change the general attitude about contraception in society. The taboo of 

sexuality and contraception is a complex problem for which there is a need for interventions on 

multiple levels. As there is strong evidence for the benefits of curriculum-based sex education (62,80), 

one measure could be to enhance sexual education at an early stage in the education. 

How is religion influencing contraceptive use?

As presented in the introduction, the Catholic church has not been known to accept the use of 

contraception. However, a study investigating religious influence on contraceptive use among Latino 

women in the United States (81), found no direct association between these parameters. In another 

study from Nicaragua (82), in which 64% of the study population was Catholic, only 9% believed 

condoms should not be used for religious reasons. Furthermore one study from 1993 (83) found that 

women from communities with high levels of religious affiliation were more likely to use 

contraception, while another study (84) found that Catholics were likely to use more reliable methods 

of contraception than other religious groups. The researchers in the study argued that contraceptive 

methods allow the women to conceal their level of sexual activity by avoiding pregnancy.  

 

These findings are contrasted by the results in our study, where some health professionals 

interviewed, indicated that the Catholic belief in society can make it difficult for young people to 

access contraception, as well as making it hard to talk about openly. In another study from Ecuador 

(71), parents of adolescents recognized that religion possessed a fundamental role in their attitudes 

towards the area of sexuality. The parents expressed that the Church was setting the rules of, as well 

as being their immediate reference point to, their understanding of sexuality. Since the Catholic 

Church believe the purpose of sex to be procreation, not pleasure, the use of contraception is still 

considered intrinsically evil (85,86).  

Gender inequality  

The findings in our study indicates that a lack of equality between the genders poses a barrier to the 

access to contraceptive use for adolescent girls. This gender inequality was termed male chauvinism 

or machismo by some participants and has been found in other studies from Latin-American countries 

as well (53,82). A review article on the health status of adolescents in Ecuador by Svanemyr et al. 
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Svanemyr et al. (13) also found an association between gender-based violence and pregnancy before 

the age of 18. According to UN Women (43), gender based violence is an extreme form of gender 

inequality. The Ecuadorian National Survey on Family Interactions and Violence Against Women 

(ENVIGMU) from 2019 (87) found that 65% of women and 45% of 15-17 year old girls have 

experienced violence. This includes physical, psychological and sexual violence, which was also 

reported in our material.  

 

Further, gender inequality has been termed an important fertility determinant (88). A study conducted 

in secondary schools in Ecuador and Bolivia found that sexually active adolescents between 14 and 18 

years who considered gender equality as important, had a higher use of contraceptives (89). This is 

supported by what was said by the informants in our study, who indicated that a result of the gender 

inequality in Ecuador was that adolescent girls are prevented by social norms and their partners from 

using contraceptives. 

 

Nevertheless, as seen above, the country still faces challenges of gender inequality, and there is a need 

for more political will to focus on this issue as a public health problem (43). Enhancing the sexual 

education in schools, as previously suggested, would reach boys as well as girls, and could be one of 

several possible measures to address the issue of gender roles and inequality between genders. 

Parental influence 

A finding in this study was that health professionals believed parents pose an important barrier to the 

use of contraception among adolescent girls. This correlates with several other studies, where parents 

as influencers on contraceptive use is a recurring subject (49,50,61). One study from Ecuador 

exploring parents view on sexuality and sex education (71), found that parents avoided talking about 

the use of contraceptives with their children as they saw sexuality as something exclusively for adults. 

Nevertheless, the parents in the study had suggested specific parent training programs offered by 

schools as a measure to break this barrier. This would provide them with knowledge and skills to 

better approach the topic of sexuality with their children. This is also mentioned as a possible measure 

in a systematic review of interventions to improve adolescent sexual and reproductive health (80). The 

health professionals interviewed in our study expressed that parents often gain a more positive attitude 

towards contraception when they get correct information on the subject from health professionals. 
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Further, in a study from Ecuador, Bolivia and Nicaragua (59), parents were considered potentially 

significant for improved sexual and reproductive health services and it was said they should be 

included to create a supporting environment for adolescents to seek these services. A study from Chile 

(90), found parents, teachers and health professionals to be the most trusted sources of information, 

and therefore suggested that interventions should focus on these groups. This is in accordance with 

findings in our study, where several adolescents had expressed to the health professionals that they 

would have liked to discuss sexuality and contraception with their family. Thus, we believe parental 

education programs, as suggested in the studies above, could be an important measure to increase the 

openness and information about contraceptives in Ecuador. 

What can health professionals do to contribute to more openness about 

contraception?  

Participants in the study suggested that some healthcare providers in Ecuador might not be qualified 

to work with adolescents, as they tend to judge adolescents requesting contraceptives. Health 

professionals usually have the medical knowledge needed, but some have attitudes that are influenced 

by religious and cultural values, which affects their care for adolescents (91). This view is supported 

by a study from the Amazon region in Ecuador on providers and policymakers (57), which found 

study concluded that moralistic attitudes and sexism were limiting the services' ability to promote 

girls' sexual and reproductive health and rights. A study from Nicaragua on knowledge, attitudes and 

practices related to adolescent reproductive health (92), found that non-supportive attitudes were 

rather common among doctors. 

 

The study from the Amazon region (57) 

interactions between girls and providers would increase girls' access to services, and empower them 

study on healthcare providers views on how to improve sexual and reproductive healthcare for 

adolescents (59), supports this view and adds that adolescents should be prioritized more as a patient 

group and that providers should receive skills training to improve their interacting with adolescents. 

Further, a study from Chile (90), found health professionals to be a trusted source of information for 

adolescents. This is in accordance with the findings in our study. Hence, we believe health 

professionals can play a key role in providing correct and easily accessible information for the 

adolescents, to help break down barriers to contraceptive use.  

 

Several studies highlight "youth friendly services", as a good measure to increase the use of birth 

control among young people (51,61,62,91). WHO describes this as health services that, among other 
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criteria, are accessible, equitable, acceptable and appropriate to accommodate the needs of 

adolescents. WHO also points out that adolescent friendly healthcare providers need to be technically 

competent in adolescent-specific areas, non-judgmental and considerate, easy to relate to and 

trustworthy, and stated that adolescents will often not use unfriendly services, or services with poorly 

trained staff (93). Another aspect to consider in relation to this, is recruiting women who themselves 

were adolescent mothers, as a resource for making the health services more youth friendly. Several 

health services in Norway are including patient representatives like these (94 96), as former and 

overlooked or forgotten in decision-making processes (97). We believe these are interesting measures 

to consider in Ecuador, though youth friendly services, as argued by Godia et al (91), will not solve 

the unsatisfactory contraceptive use among adolescents alone. 

 

Another interesting finding in our material was that none of the participants mentioned a lack of 

contraceptives as a barrier to the use of contraception among adolescent girls. This indicates that the 

supply is not the problem. Rather, making information about sexuality and contraception more 

accessible and sexual and reproductive health services more specialized to accommodate the needs of 

adolescents, we believe would be a step in the right direction.  
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Conclusion 

This study identified what health professionals perceived to be barriers to contraceptive use for 

adolescent girls in Ecuador. Given the high rate of teenage pregnancy in Ecuador and the negative 

consequences that follows for the girl, her child and the society, it is important that contraceptive 

services for adolescents are optimized and that contraceptive use is increased in this group. 

Understanding the factors that prevent adolescent girls from successfully using contraception is key to 

understand which measures are needed.  

 

The health professionals in this study believed the taboo of sexuality, including a moral ideal in 

society of abstinence from sex until marriage, also seen in other studies (51,61,66), to be an important 

barrier to the use of contraception for adolescents. This would also lead to the topic not being 

discussed openly and a subsequent lack of information, also confirmed by other studies from Ecuador 

(25,73). The KAB model (74) can explain how increasing the knowledge about contraception and 

sexuality, may contribute to change the negative attitudes toward these subjects. This could in turn 

improve the use of contraception among adolescents, though this is complex and not easily achieved. 

 

Parental and male partner influence were identified in this study as perceived barriers to contraception 

for adolescent girls. This finding is supported by other research on the field (13,49,50,53,61,71,82). 

Interestingly, the health professionals in our study had experienced a more positive attitude to 

contraception from parents after they had received correct information, indicating that interventions 

could focus on this group as well as targeting adolescents. The negative influence male partners may 

have on contraceptive use, can be seen as a form of male chauvinism - a type of gender inequality. 

Further, the association between gender inequality, gender based violence, teenage pregnancy and 

contraceptive use, seen in several studies (13,88,89), supports this view. 

 

Another finding in the study was that some health professionals were believed by the participants to 

not be suited to work with adolescents and to be influenced by religious and cultural values that 

negatively affected their care for adolescents. Research suggests that health professionals can play a 

key role in providing information and contraceptives to adolescents (57,90). Youth friendly services 

have also been highlighted as a measure to increase the use of birth control among young people 

(51,61,62,91). Lack of contraceptives was not mentioned as a barrier to contraceptive use in our 

material, hence supply does not appear to pose a problem.
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Implications for practice and further research 

Reducing the high rate of adolescent pregnancy in Ecuador and increasing the use of contraception in 

this group is a complex issue, which calls for interventions on multiple levels. To address the barriers 

to contraceptive use identified in this study, we suggest increasing the knowledge on the subject with 

specialized parent education programs and enhancing the sexual education at an early stage in the 

schools. These measures would reach adolescents before pregnancy, and should focus on equal rights 

and gender roles in addition to sexual and reproductive knowledge. Further, we suggest the 

implementation of youth friendly services with patient representatives and specially trained healthcare 

providers that have the necessary skills and more time, to better accommodate the needs of the 

adolescent group. 

 

As we in this study have interviewed health professionals regarding adolescent girls, and not the girls 

point of view. Also, as previously mentioned, an important finding in this study is that the male 

partner of adolescent girls often prevents her from using contraception. Hence, we believe it could be 

perception on the use of contraception, to be able 

to implement specific measures against this barrier. We also believe it would be interesting to explore 

the perceived benefits of contraception among adolescents to be able to emphasize these in the sexual 

education and the process of increasing the use of contraception in this group.  
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Appendix 2: Ethical approval from Human Research Ethics 
Committee of Universidad San Francisco in Quito, Ecuador   

Ethical approval from CEISH-USFQ, English Version (translated) 
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Ethical approval from CEISH-USFQ, Spanish Version 
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Appendix 3: Letter of Information

Letter of Information, English Version
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Letter of Information, Spanish Version 
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Appendix 4: Informed Consent 

Informed Consent, English Version
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Informed Consent, Spanish Version 
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Appendix 5: Interview Guide 

 

Interview Guide, Version 1 (before preliminary analysis) 
 
Opening question for the participant to reflect upon:

 Tell me about your experiences as a health professional about the use of contraceptives 
among adolescent girls (in the hospital).

 
During the interview we will bring the following subjects into the conversation: 

 ptives. 

 What barriers do adolescents have that prevent them from using contraceptives? 

 Why do you think many adolescents do not use contraceptives? 
 
 

Interview Guide, Version 2 (after preliminary analysis) 
 
Opening question for the participant to reflect upon:

 Tell me what or who prevents adolescent girls from using contraception in your experience? 
 
During the interview we will bring the following subjects into the conversation: 

 Why did the pregnant adolescent not use contraception before she got pregnant? 

 What or who prevents adolescent girls from using contraception after they have given birth? 

 
contraception? 

 How does health workers/professionals influence the adolesc  
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