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Executive
Summary
Background
Adolescents are a vulnerable but largely ignored proportion of the population in many countries in
the world. Statistics indicate that about half of the teenagers in Uganda are married by their 18th
birth day while 25% become pregnant by the age of 19 (WHO, 2015). Sexual and Reproductive
Health (SRH) commodities are an important component of public health and constitute a strong
basis for primary health care. In Uganda as in many other countries ASRH commodities are delivered
through government, non-governmental, and private sector facilities, units, and outlets on a variety
of platforms. Access to and satisfaction with ASRH commodities and services may be influenced by
commodity and service related issues; socio-economic factors; and health system factors. Commodity
and services issues include availability, acceptability, accessibility and presentation. Socio-economic
factors include level of education, marital status, age, occupation, cultural biases, social norms,
religious doctrines and perceptions. Health system factors include availability of well-trained health
workforce, well managed commodity supply system, and service delivery platforms and mechanisms
that not only attract adolescents but also promote and incentivise their participation.
The overall objective of the research was to examine the barriers that affect access to and satisfaction
with ASRH commodities to inform interventions that promote availability and use of ASRH commodities
in Uganda. This research was designed based on three unique perspectives, namely: ASRH barriers
to access, extent of barriers across the three provider streams; and the incorporation of community
service delivery platforms and settings.

Methodology
A cross-sectional study design was adopted in line with the study requirements. Exit interviews, key
informant interviews and focus group discussions were used to collect data. Data was collected from
11 districts and 228 health facilities (HC II to Regional Referral hospital) of Uganda. A total of 928
adolescents were interviewed as they exited the health facilities (public, private not for profit, and
private for profit) where they had for services and ASRH products. Thirty-five key informants were
interviewed and six focus group discussion were held with adolescent.

Key findings
1.

Social and demographic profiles
The minimum age of the adolescents interviewed was10 years, maximum was 19 years and
mean age in 16.57 with standard deviation 2.5. The age group 10-14 years referred as young
adolescents were (21.7%) while 15-19 age group referred to older adolescents were 78.3%;
34.1% were male and 65.9% were female; 79.9% were Christian, 15.8% were Muslim; others
4.3%; 69.1% single; 28.7% married; 2.2% either divorced, separated or widowed. For the 10
to 14 age group 98% were single while for the 15-19 age group 61% were single. There was
significant difference in the age strata in terms of marriage. Majority of the adolescents had
attained at least upper primary education. Majority of the adolescents in the sample were
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Christians (80%) followed by Muslims (15.7%) and others at 4.3%. 63% of the adolescents
had at least one dependent.
Male adolescents were more likely to be unemployed than their female counterparts. There
was a relationship between sex and the two variables source of income and marital status.
Female adolescents were more likely to be married than the male adolescents while male
adolescents were less likely to be employed. Most adolescents were of the upper primary level
(42%) followed by 32% secondary O-level.

2.

Availability of commodities
The main sources of the ASRH commodities was the National Medical Store which mainly
supplies the public health facilities. And Joint Medical Store which mainly supplies the private
not for profit health facilities. The private for profit health facilities use self-generated funds to
procure the commodities from Joint Medical Store or other wholesalers. Other organizations
supported the health facilities to acquire SRH commodities. Commodities were delivered
on trucks in majority of the cases. Although the NMS schedule was to deliver every two
months, most lower level health facilities reported delivery every three months. 60.9% of the
adolescents said that they do not get to know when commodities are delivered to the health
facility. Shortage and stock out of the ASRH commodities were cited as barriers for access
by all the key informants. Shortage and stock out was attributed to a combination inadequate
demand assessment and poor coordination of philanthropist organizations leading to mismatch
between demand and supply whereby some products.
There was a relationship between level of care and being given ASRH commodity on the day
of the visit. Adolescents visiting health centre IVs were most likely to have received ASRH
commodities followed by HC III, HC II, Ref hospital and general hospital least. Majority of
the adolescents (75.4%) reported that they never get free ASRH commodities at the health
facilities. There was a relationship between level of care and availability of free ASRH
commodities. Health centre IVs were most likely to have free commodities all the time, while
general hospitals were least likely to have the free ASRH commodities all the time, with level II
and III being in the intermediate. Commodities for preventing, diagnosing and treating sexually
transmitted infections were more likely to be in shortage and run out stock than the ones for
influencing contraception.
Eighty-two percent of the respondents said that they got all the commodities prescribed on
the interview day and this was influenced by level of care. Alternative sources were clinics,
drug shops, pharmacy and supermarkets. Information about the alternative source was mainly
through personal knowledge followed by the facility nurse, doctor, other hospital staff and
pharmacist.
The commonest means through which the community got to know about the ASRH commodities
and services at a facility were: sensitization by health workers at the heath facility, displaying
the list of commodities at the health facility, health education at schools, radios, sensitization
by community health workers and newspapers.

3.

Availability of services
Majority of adolescents (64.5%) visited the health facilities for ASRH services as compared to
the other services. STI management was the leading followed by maternal and child health,
family planning and eMTCT in that order. Most of the adolescents got all the services that they
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sought. Those who did not get all the services cited reasons of cost at 17.1% (30); not available
at 59.4%(104); did not have time 4.6%(8); did not know that the services were available 7.4%
(13); did not know why 7.4% (13); doctor not available 1.7% (3); unwelcoming staff 0.6% (1);
nurse did not have time 0.6% (1); nurse not around 0.6%. getting all services was neither
related to frequency of visits nor sex of the adolescent.

4.

Satisfaction with services
The overall level of access to commodities and services was 68.9%. This was computed based
on the constructs of availability, acceptability, affordability and accessibility. The overall level
of satisfaction with commodities was 68.7%. this was computed based on the constructs of
availability, affordability, quality and instructions with use of commodities. Affordability was
measured using the proxy of free commodities. The overall level of satisfaction with services
was 74.8%. The latter was computed based on availability of services, satisfaction with attitude
of health worker, satisfaction with privacy at the health facility, satisfaction with confidentiality,
satisfaction with waiting time to see prescribe and satisfaction with instructions given by health
workers.
Majority of the adolescents (96.9%) reported that they were attended to by a health professional
and this was not dependent on level of care (p=0.733), type of facility (p=0.645), payment
for service and all the other variables including age. Time to see the prescriber or health
professional was rated as either fair or good by 83.4% of the adolescents. The time to receiving
treatment was 30 minutes (46.9%); one hour (36.2%); more than one hour (16.9%). Waiting
time was longest in public health facilities and shortest in private not for profit facilities. It was
also shortest for those who used faster means of travel to the health facility. Time spent waiting
for treatment was influenced by type of facility, age, and means of travel. Older adolescents
spent less time at the facility as were those who used faster means of travel
Payment for services and commodities were mostly for medical consultation, laboratory services
and drugs and was influenced by type of facility. The amount of money paid ranged from 3,000
to 306,000 Uganda shillings (median 35000). There was significant relationship between type
of health facility and payment for services and products (p<0.01). Payment for ASRH services
and products was more likely to be made in the private for profit health facilities than in the
other sectors. Level of care and occupation of adolescent were also significantly related to
payment for services and commodities (p<0.001, p=0.018 respectively. Age, religion, sex and
marital status were not significantly related to payment for services. Within level of care the
probability of paying increased with level of hitting a maximum at hospital level and suddenly
dropping significantly at referral hospital level
95% of the adolescents (n=457) stated that they would return to the health facility for services
and 90.6% (n=64) said that they would recommend a friend for similar services at the health
facility. By provider stream, the adolescents were more likely to recommend someone to visit
the facility in the private not for profit sector than in all the streams. They were however more
likely to return to the same facility in public health facilities probably because they expect
free commodities. The levels of satisfaction for time to see the prescriber, confidentially of
the process, privacy, laboratory services and instructions for utilization of commodities were
computed using the Likert scale and the values were: 62.1%, 83.1%, 84.8%, 85.2% and 61.3%
respectively. Stratification by age indicates that there is not significant difference between the
age bands regarding satisfaction with attitude of the health worker. Stratification age band
indicates that there is a significant difference between the two age bands regarding satisfaction
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with instructions given (p<0.01). The older adolescents were more likely to be satisfied with
instructions on how to use commodities. Stratification by age bands indicates that there is no
significant difference between age bands regarding privacy at the health facility.

5.

Underlying factors
The underlying socio-economic factors identified were employment, source of income, marital
status, religion, means of travel and sex while the health system factors were level of care, type
of health facility, quality of commodities. Means of travel to the health facility was influenced
by employment, sex, religion, and marital status. Employment status of both adolescent and
parent influenced means of transport to the facility. Employment, female sex and being married
were associated with using faster means of travel to facility, the latter associated with less
waiting time at the health facility. Religion and level of education of the adolescent influenced
whether the adolescent got all services and commodities. Muslim adolescents and those with
higher level of education were more likely to get all services and commodities. The influence
of religion on getting services and commodities decreased with age. Adolescents with high
education tended to visit the health facilities less frequently than those with lower levels of
education
Marital status and level of education influenced the level of care with married adolescents
more likely to visit HC IIIs and those with higher levels of education seeking services and
commodities from higher levels of education. This in turn influenced whether the adolescent,
first got commodities prescribed and second got the free commodities.
ASRH commodities supplied were perceived as being of good quality by the most of the
key informants and adolescents. This was depicted from the high level of willingness to use
the commodities as directed. Non adherence to given instructions was mostly attributed to
forgetfulness and fear of adverse reaction to drugs such as cancer from contraceptives.
Differences between facility types and age bands were investigated. The table below illustrates
the findings. As per the table facility type influenced satisfaction with attitude of the health
worker while age did not have influence at this level.

Difference in Satisfaction
Variable
category
Facility type or
provider steam
Age group

Time to see
prescriber

Privacy

Confidentiality

No difference

No difference

No difference

Difference

Difference

Difference

instruction to

Attitude of

use

health

commodities

worker

No
difference
Difference

Difference
No
difference

Youth friendly corners mainly covered one aspect of ASRH, that is medical consultation.
While other services such as dispensing and laboratory were shared in terms of time, space
and health workers. Condom dispensers facilitated access without prescription although in
some cases the dispensers just like some ASRH services were not available outside opening
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hours of the health facility. At many of the health facilities many of the ASRH commodities are
provided an out-patient basis and as such are offered depending on opening hours for the
outpatient department, usually Monday to Friday from 8am to 5pm hence potentially denying
access to some adolescents. Professionalism was appreciated while negative attitude towards
adolescents seeking ASRH commodities during week days was identified was cited as a barrier.
Fear of being questioned for engaging in sexual activity was also cited as was age difference
between the service providers and the adolescents.
Inadequate financing and the associated mismatch between demand and supply were identified
barriers to accessing ASRH commodities. Quality of products was overwhelmingly reported as
good by the heath facility respondents, however there are challenges with prices in the Private
For Profits (PFPs).
There were expressions from the adolescents of inadequate involvement in management
of ASRH commodities. Overall there was consensus that involvement of adolescents and
the community would be beneficial, however there were mixed views especially related to
nature and extent, majority key informants preferring to limit involvement to selection and
distribution.

6.

Unmet need and barriers to ASRH commodities
The areas of unmet need were mainly safe male circumcision and STI commodities. Barriers
at individual and community levels were religious biases, social stigma, social prejudice,
long distances to the health facility, less community involvement, inadequate sensitization at
schools, and inadequate income to purchase commodities when necessary. Barriers at health
facility level were limited availability of youth friendly corners, absence from duty and late
coming of key health workers, inadequate privacy during interactions with the health workers
and other patients, long waiting time, judgmental attitude or prejudice of health workers,
lack of special clinics for adolescents, lack of adolescent friendly environment, inadequate
sensitization outreaches and poor hospitality. Barriers at health system level were inability to
collect sufficient information on demand to be used to quantify what is needed, inadequate
leadership was characterized by poor coordination of alternative funders and sources, and
inadequate financing partly responsible for challenges in procurement and availability of ASRH
commodities as well as health education at schools and community. Other health system
barriers were poor planning, characterized by inaccurate quantification and imbalance between
demand and supply, partly blamed for the stock out and erratic supply of ASRH commodities at
health facilities, stock outs and high prices of the commodities, distribution model where free
ASRH commodities are accessed through health facilities potentially denying access to those
who cannot visit the health facilities.
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Conclusion and
Recommendations

T

he report clearly highlights a number underlying factors (determinants and predisposing
factors) and barriers at individual, community levels, health facility, and health system.

The main determinants or underlying factors identified were employment, sex, level of
education, marital status, and religion are vital as they influence services and commodities sought
and consumed by the adolescents.
The main barriers identified were religious biases, social stigma, social prejudice, long distances
to the health facility, inadequate community involvement, inadequate sensitization at schools, and
inadequate income to purchase commodities when necessary, limited availability of youth friendly
corners or special youth clinics, absence from duty and late coming of key health workers, inadequate
privacy during interactions with the health workers and other patients, long waiting time, judgmental
attitude or prejudice of health workers, poor demand management, poor coordination of alternative
funders and sources, and inadequate financing.
To enhance access and utilization of ASRH commodities the strategies or interventions to mitigate the
barriers and modify the determinants should be designed and deployed. It is apparent that managing
these underlying factors and addressing the barriers can improve access to ASRH commodities
in leaps and bounds. The influence of sex, religion, level of education, occupation, level of care,
training of health workers, availability of commodities and other factors has been well elucidated in
the text of the report. The importance of communication and information has also been elaborated.
Improving leadership and governance, better commodity financing, investing in remodeling service
delivery at health facilities, and improving communication and social mobilization will provide great
benefit in terms of the availability and utilization of SRH commodities by the adolescents.
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Introduction

M

any studies (Meredith & Back 2012, Mbeba, 2012; Ghafari, et al 2014,) have been conducted
to determine barriers and determinants for Adolescent Sexual and Reproductive Health
(ASRH) commodities. These studies, however, have had limited scope in detailing the
extent to which the barriers effect access to the commodities at individual, community, health facility
and health system levels. The studies have also been limited to only the public sector provider stream
and have been limited in elucidating the interrelationships between the factors or determinants. the
studies have also had limitations with regard to health care sub sectors (public, private and PNFPs).
This study focussed on access to and satisfaction with commodities in the three provider streams,
namely, Public sector, Private Not For Profit, and Private Health Providers
Unlike other indicators of health service delivery, availability of commodities has only been
administratively reported in routine HMIS and DHIS2 data collection system whereas reports on
satisfaction are rare. Similarly, the relationships between commodities and clients’ satisfaction with
availability and overall access have not been investigated across the entire spectrum of health care
delivery in Uganda. Some Civil Society Organisations such as the UNHCO and more recently MeTA
have conducted single-faceted studies on client satisfaction focussing mainly on the public sector
health facilities. As a result, information on access to commodities from Private Not For Profit-PNFP
health facilities and Private Health Providers (PHPs) is scanty and yet the PNFPs and PHPs deliver
a significant portion of health services and social franchise of commodities. Worse still the studies
have been general in nature without taking into consideration the uniqueness of certain ASRH
commodities.
This research ushers in three unique perspectives, namely: barriers to accessing ASRH commodities,
extent of barriers across the three provider streams (Public, PNFP, PFP); and the incorporation
of community service delivery platforms and settings. The research is also translational in nature
with intention to gather information and present research evidence to influence policy formulation,
programme design and implementation to increase availability of and overall access to ASRH
commodities.
The overall objective of the study was to determine the barriers that affect access to ASRH
commodities to inform interventions that promote availability and utilisation of ASRH commodities
in Uganda. Understanding how the barriers affect access to ASRH commodities across provider
streams presents a very good opportunity to suggest and design effective interventions from the
consumer and provider perspectives.

1

Background

A

dolescents form a considerable but largely ignored vulnerable proportion of the population
in many countries in the world. Millions of adolescent girls are coerced into unwanted
sex and marriage thus increasing the risk of unwanted pregnancy, unsafe abortions and
sexually transmitted infections (UNFPA 2014). Adolescent boys, though not directly affected by
unsafe abortions and unwanted pregnancy, are at risk of sexually transmitted infections including
HIV. Adolescents are not a homogeneous group and their needs vary by age, sex, education and
marital status.
Universal access to products, services and information is necessary to prevent adverse effects
related to sexual and reproductive health among adolescents. A number of barriers, however,
constrain access to products, services and information needed by adolescents to protect their health.
A three-pronged approach has been articulated by the World Health Organisation for effective ASRH
services; training and supporting health workers to provide services to adolescents in a friendly and
appropriate manner; modifying health facilities to respond to the needs expressed by adolescents;
and generating demand for services through information dissemination in the communities, schools
and mass media.
In Uganda as in many other countries SRH commodities are delivered through government, nongovernmental, and private sector facilities, units, and outlets on a variety of platforms and settings
such as: facility based outlets such as hospitals, health centers and dispensaries; outreach services
including mobile clinics and camps; community-based outlets e.g. drug shops, dispensing machines,
and village health teams; social marketing; private sector facilities such as clinics, maternity and
nursing homes, pharmacies and drug retail shops.
Sexual and Reproductive Health (SRH) commodities are a range of pharmacological, physiological,
mechanical products used to promote and assure safe sex, safe conception, safe abortion, safe
pregnancy and safe delivery. They include equipment, pharmaceuticals and supplies for: obstetric
and maternal health care; prevention, diagnosis and management of reproductive tract infections
and STIs; Management of complications of unsafe abortion and for comprehensive abortion services
where the law permits; Contraceptive supplies including male and female condoms and those for
emergency.
Access to and satisfaction with ASRH commodities and services may be influenced by commodity
and service related issues; socio-economic factors; and health system factors. Commodity and
services issues include availability, acceptability, accessibility and presentation. Socio-economic
factors include level of education, marital status, age, occupation, cultural biases, social norms,
religious doctrines and perceptions. Health system factors include availability of well-trained health
workforce, well managed commodity supply system, and service delivery platforms and mechanisms
that not only attract adolescents but also promote and incentivise their participation. Commodityrelated issues such as availability, presentation and perceptions, associated ASRH services, cultural
biases, religious doctrines, and socio-economic factors may hinder access to and utilisation of ASRH
commodities. Commodities and services must be deemed acceptable by adolescents and provided
in an environment that respects their rights to confidentiality, privacy and informed consent (WHO,
2015). In addition, as is the case with other health services, clients’ satisfaction drives utilisation of
ASRH services and commodities.
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Client satisfaction though recognised as an important driver of utilisation of ASRH commodities
and services, the sector has not had consistent national data to measure client satisfaction. There
have been some studies by the medical bureaus for example the UCMB has regularly conducted
client satisfaction studies on the health services they provide including ASRH but not the entire
private sector. Client Satisfaction data is a critical component of planning and management of health
services and is essential for health systems to understand and design policies and programmes
that respond to the needs and aspirations of the service users. Client Satisfaction data wold reduce
wastage, embrace consumer voices and ensure optimum us of resources and effectiveness. This
study not only will provide data on barriers to ASRH services but also on the extent of satisfaction
with the commodities
Sexual and Reproductive Health (SRH) commodities are an important component of public health
and constitute a strong basis for primary health care. Access to sexual and reproductive health
commodities is associated with improvement in survival of mothers during pregnancy and childbirth;
contributes to Sex equality; better child health; improved uptake HIV/AIDS services; enhanced
education outcomes and reduction of poverty (UNFPA, 2016). The Sustainable Development Goal
(SDG 2015) number 3 target 3.7 calls for ensuring universal access to sexual and reproductive
health-care services and commodities, including for family planning, information and education, and
the integration of reproductive health into national strategies and programmes by 2030.
The Government of Uganda recognises the importance of ASRH and has, through the MoH and
other Ministries, been working with partners such as the WHO, UNFPA, UNICEF, WB and civil
society to strengthen the service delivery systems to realise sexual and reproductive health rights
especially for adolescents (10-19 years of age) who constitute the highest demographic segment in
the country. Statistics indicate that about half of the teenagers in Uganda are married by their 18th
birth day while 25% become pregnant by the age of 19 (WHO, 2015- Addressing Adolescent Health
challenges in Uganda). In addition to early pregnancy, adolescents are faced with other sexual and
reproductive health challenges such as complicated child births and abortions often requiring radical
surgical interventions, Sexually Transmitted Infections (STIs) including HIV infection.
In Uganda the commitment to ASRH has started to pick momentum following the initial adoption
and promulgation of the Uganda National Adolescent Health Policy in 2004 and, commitment to
FP 2020 on Family Planning in 2012. The constitution of Uganda affirms the right to the highest
attainable quality of health care without discrimination on grounds of age, caste, education, sex,
religion, and tribe. Several policies, strategies and guidelines have been formulated to promote
health of Ugandan population including adolescents. These include: The National Health Policy
II, The National Policy Guidelines and Service Standards for Sexual and Reproductive Health and
Rights 2012, The National Medicine Policy 2015, The National Pharmaceutical Sector Strategic
Plan 2015-2020, The Health Financing Strategy, Heath Sector Development Plan 2015/16 -2019/20,
Health Sector Quality Improvement and Strategic Plan 2015/16 -2019/20, The Strategy for Improving
Health Services Delivery 2016-2021, Consolidated Guidelines For Prevention And Treatment Of HIV
in Uganda, Practical Guidelines For Dispensing at higher Level Facilities, Practical Guidelines For
Dispensing at Lower Level Facilities, Uganda Clinical Guidelines 2016, and Essential Medicines and
Health Supplies List 2016.
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Statement of
the problem
The government of Uganda has developed and implemented a number of interventions to improve
availability of health commodities in general and ASRH commodities in particular ranging from policy
through programmatic to administrative interventions. Considerable concerns however linger arising
from gaps in these areas and access to ASRH commodities has persistently remained low with the
contraceptive prevalence rate at 34.3% and the unmet need for Family Planning at 28% (UBOS,
2016),. A study on clients’ satisfaction with services in general and essential medicines in particular
indicated some of the barriers to access including non -availability of methods of choice, inadequate
counselling before the choice of methods, inadequate information to clients and lack of dialogue with
the service providers (MeTA, 2013).
Although some of the barriers to ASRH commodities have been elucidated most especially in the
public health sector, the extent to which the barriers affect access to ASRH commodities has neither
been documented nor quantified in the private sector as well as at health system, health facility,
community and individual levels. Similarly, data from the private health providers, private not for
profit providers have been documented. This paucity of information on barriers at these levels has
posed challenges of astronomical proportions thus obstructing availability and utilisation of services
(MOH 2014). This is so evident by the unmet need for contraceptives (45%) and low contraceptive
rate at 34% in Uganda. Lack of adolescent friendly services at health facilities has also affected
access to ASRH commodities.

Research questions
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1.

What are the determinants or factors of access to ASRH commodities at individual, community,
facility and health system levels?

2.

What are the interactions among the factors associated with access to ASRH commodities?

3.

What are the barriers of access to ASRH commodities?

4.

What is the level of client satisfaction with ASRH commodities and services?

Methodology
A cross-sectional study design was adopted in line with the study requirements. Ten districts
were selected randomly from each of the 10 UBOS geographical regions; i.e Central 1, Central
2, Kampala, East Central, Eastern, North, Karamoja, West Nile, Western and South West. The
number of districts for the survey was based on the time and financial resource limitations with
the assumption that districts in the same region are generally homogeneous. Participating health
facilities, individual respondents and focus group discussants were selected using mixed sampling
methods. The sample size for the health facilities (228) was determined using StatCalc in Epi-Info
7 with the following parameters: Population size (N) = 8000 facilities; Expected frequency = 69%
(UHSSP client satisfaction survey 2014); Confidence limits = 5%; Design effect = 1.0 and Clusters
=1
Focus group discussions (6-12 members) were conducted with the following groups: out-of-school and
in-school children within the catchment population of the selected participating health facilities. Exit
polls using a structured questionnaire were conducted. Key Informant (KI) interviews were held with
District Health Officers, In-charges of health facilities in the respective districts. Questionnaires were
pre-coded by assigning number codes to the different responses. Completed interview schedules
were edited for accuracy and completeness. Data was entered and analysed using SPSS software.
Data generated from key informant interviews, Focus Group Discussions and document review was
being summarized and analysed using content analysis technique based on study themes.

Pre-test
UNHCO conducted a TOT and following this a pre-test was carried to validate the questionnaire,
interviewed and focus group discussion guides. The pre-test was conducted ON 14th April 2017 at
Kiira HC III, Kiswa HC IV, Kasangati HCIV, Nabweru HCIV and Nsambya General Hospital. After the
pre-test, the technical team held a debrief with the pre-test team. Modifications to the questionnaire
and interview guides were made based on lessons learned from the exercise.

Training of field staff
UNHCO recruited and trained 62 data collectors who were university students capable of understanding
and communicating in the local language, mean age 22 years with equal proportions of female and
male. The data collectors (field staff) were trained at each district by the district team supervisor.

Field work
Data collection was conducted in the month of April and May 2017 by 10 field teams under the
coordination of the Executive Director UNHCO Robinah Keitiritimba. Each team was comprised a
team leader who reported to the district supervisor.

Data processing and Analytical framework
Data processing included checking for inconsistencies, incompleteness, and outliers. Data editing and
cleaning included structure and consistency checks to ensure completeness of filled questionnaires
in the field. Data was then entered into SPPS and further checks conducted on response logic and
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consistency. Prevalence of the various underlying factors as well as interactions among factors
were analyzed. Getting all commodities or service level was treated as one of the main dependent
variable. Community, Individual, health facility and health system variables were investigated. The
variables were: getting all commodities; getting ng all services; time to reach health facility; time
taken to receive treatment; religion; number of dependants; source of income of guardian/parent;
source of income of adolescent; level of education; average income of adolescent; marital status;
level of care; time taken for clients to see the prescriber; satisfaction with attitude of health worker;
satisfaction with privacy; satisfaction with confidentiality; satisfaction with laboratory services; and
satisfaction with time to see prescriber. Statements from focus group discussions, key informant
and exit interviews were analysed by thematic aggregation to identify, analyse and reports patterns.
This was achieved by transcribing data, reducing data into themes through coding, and developing
overarching themes.

Community and health facility mobilisation
Prior to commencement, UNHCO made the necessary communications to the Ministry of Health,
concerned health facilities, the district health offices. The necessary administrative approvals for the
research were obtained and confirmed.

Ethical consideration
Informed consent from respondents to participate in the study was sought. Before proceeding with
the interviews the respondents were asked if they were willing to participate in the study. In the cases
where the respondents were accompanied by a parent, permission to interview the respondents
was sought from the parents. Confidentiality and privacy were also maintained. All respondents who
declined the interview were not interviewed.

The Technical Team
The technical team was comprised of representatives from META member organisations as
follows:-
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1.

Emmanuel Higenyi - Joint Medical Store - Lead Author and Technical Advisor

2.

Morries Seru - Ministry of Health-District supervisor and Policy Advisor

3.

Robinah Keitiritimba – UNHCO - Research Coordinator

4.

Mable Kukunda - District Supervisor

5.

Moses Kirigwajjo - District Supervisor

6.

Agaba

7.

Daphne S Kibira - District Supervisor and Logistics Coordinator

8.

Sylveria Alwoch - District Supervisor and Administrative Coordinator

9.

Patrick Aliganyira - District Supervisor

10.

Kenneth Mwehonge - District Supervisor.

Aziz - District Supervisor

Key Findings
Geographical distribution of exit poll respondents
The health facility exit poll was conducted in 11 districts (10 in 2014 UBOS boundaries) from 928
adolescents with a distribution as in table I below. The table shows the number of adolescents that
were interviewed in each district, the largest being in in Kampala district followed by Hoima district.
This observation is properly illustrated in figure 1 which indicates the graphical distribution by number
and percentage.
Table 1: Geographical distribution of adolescents
District
Budaka
Gulu
Hoima
Kampala
Masaka
Mayuge
Nakapiripirit
Nakeseke
Omoro
Oyam
Sheema
Total

Number

Percentage

42
95
110
216
62
87
41
72
46
83
74
928

4.4
10.2
11.9
23.3
6.7
9.4
4.3
7.8
5.0
9.1
100.0

Figure 1: Distribution by number and percentage

The data shows that majority (72.5%) of the adolescents visited government health facilities of
which only 0.7% visited the private wings (figure 2). This finding is expected to be in line with the
percentages of the adolescents who received free commodities.
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Figure 2: Distribution of respondents by facility type
Percentage for facility type
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The data shows that majority (73.7%) of the sample population visited primary health care centres
(figure 3). This resonates well with the understanding that many of the ASRH commodities are
provided at primary health care level. The large number of respondents from level IIIs can be
explained by the understanding that majority (65.9%) were female who would be more inclined to
visit the level IIIs that has maternity and antenatal care services
Figure 3: Distribution of respondents by level of care

Key informant interview centres
Key informant interviews were held with in-charges of the health facilities covering public, private not
for profit, and private for profit health facilities. Table 2 shows the number key informants by level,
the highest being from hospital.
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Table 2: Relative proportions of Key Informants
Level

Frequency

Percentage

District Health Office

3

5.0

Hospital

7

35.0

Health centre IV

6

10.0

Health centre III

7

25.0

Health centre II

8

15.0

Medical center

3

5.0

Maternity home

1

5.0

35

100

Total

Focus group discussions
Discussions were held with six focus groups within the catchment areas of selected health facilities.
The focus groups were selected as follows: three from in-school and three from out of school children.
The discussions were held in local languages where necessary.

Social and Demographic profiles of exit poll respondents
A total 928 adolescents were interviewed in the exit poll, minimum age was 10 years; maximum was
19 years; mean age in years was 16.57 with standard deviation 2.5. The age group 10-14 years
referred as young adolescents were 21.7% while 15-19 age group referred to older adolescents
were 78.3%. Males were 34.1% and female 65.9%; Christians were 79.9%, Muslims 15.8%, others
4.3%; Single were 69.1%, Married were 28.7%, 2.2% either divorced, separated or widowed. For
the 10 to 14 age group 98% were single while for the 15-19 age group 61% were single. There was
significant difference in the age strata in terms of marriage (P<0.01). Majority of the adolescents had
attained at least upper primary education as displayed in the in figure 4 below. Figure 4 is a bar chart
showing the relative percentages of the highest levels of education attained at the time of interview.
The bars are provided with different colours for ease of reading and clarity while the call-outs on each
bar are to make it easy for readers to see what each bar represents.
Figure 4: Percentage of respondents by highest level of education

Majority of the adolescents in the sample were Christians (80%) followed by Muslims (15.7%)
and others at 4.3%. Others included non-traditional Christians such as Pentecostals and Seventh
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Adventists. 63% of the adolescents had at least one dependent (range 1-10)-children, brothers,
parents and so on.

Funding for commodities
The biggest funders for ASRH commodities were the Government of Uganda, Mild may, Marie
stopes, AMREF and Uganda Cares. Inadequate funding was mentioned by key informants (71%)
as an important limitation to availability of ASRH commodities. None of the adolescents mentioned
funding as a barrier to availability of ASRH commodities. Based on the information provided it was
apparent that the available funding in addition to being inadequate was not well coordinated among
the partners. This is of great importance as it may result into duplications, missed opportunities and
wastage.

Source of commodities
The main sources of the ASRH commodities was the National Medical Store which mainly supplied
the public health facilities The private not for profit and private for profit mainly used self-generated
funds to procure the commodities from Joint Medical Store or other wholesalers. At community level,
in addition to the health facilities, consumers obtained ASRH commodities from clinics, retail drug
shops, pharmacies and super-markets in order of frequency. Donations from partners were reported
as a source of the commodities in times of shortage, although there was no clear framework to ensure
that delivery was controlled in terms of quantity and timing. The partners mentioned were Marie
Stopes, Straight Talk Foundation, German Relief Foundation, Path Finder, Restless Development,
Armref Uganda, Mild May, Naguru Teenage Association, and RHITES EC. Borrowing from other
health facilities was used as an option in times of shortage.
Commodities were delivered on trucks in majority of the cases. Although the NMS schedule is to
deliver every two months, most lower level health facilities reported delivery every three months.
60.9% of the adolescents said that they do not get to know when commodities are delivered to the
health facility. The commonest means of through which the information was provided were: health
workers (18.8%), health unit management committee (13.0), community health workers (31.3%),
local leaders (13.6%), radio (9.9%), megaphone (9%), others means (4.4%) [n=345]
The source of commodities appeared to affect availability both positively and negatively. The NMS
provides free commodities to public health facilities following a predefined delivery schedule while
JMS supplied both free and paid commodities to the PNFPs and PFP obtained supplies from the
private market at prices based on vendor and brand. This observation implies that with all other
factors constant the adolescents were most likely to get free commodities from public health facilities
and least likely in private for profit health facilities.

Availability of ASRH commodities
On the day of the visit, 436 respondents (50%) were given ASRH commodities. The number in public
non-paying wings was 317, public paying wing was 03, private not for profit 58 and private for profit
58. Although shortage of ASRH commodities was cited by a number of health facilities, some few
stated that the commodities were always available as one of Key Informant stated. “The availability
of SRH commodities is not a problem at the facility, by the time NMS delivers the commodities; there
are always some in stock”.
According to information from some key informants, the availability of commodities is still a challenge
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although there has been some improvement. “A health worker in Nakeseke District said there has
been improvement in supplies “For us we place the orders but availability depends on the supplies
at the stores”. The data presented indicates that the supply chain for ASRH commodities across the
three provider streams was neither steady nor reliable. Except condoms, commodities for preventing,
diagnosing and treating sexually transmitted infections were more likely to be in shortage and run out
stock than the ones for influencing contraception. The former category includes test kits for HIV and
syphilis, and antimicrobial agents such as benzathine penicillin for injection, ciprofloxacin tablets,
doxycycline capsules, metronidazole tablets, cotrimoxazole tablets, acyclovir tablets, erythromycin
tablets and nystatin pessaries. The weak commodity security characterized by chronic shortages
and stock outs of essential ASRH commodities can be largely attributed to inadequate planning,
weak advocacy and constraints in resource mobilization. It was not possible to tease out from the
available as to why challenges with STI commodities exit but it can be speculated that a number
of these commodities, especially antimicrobials are also used to manage other conditions as well
hence making it challenging to make proper estimates specific for ASRH commodities.
Eighty-two percent (82%) of the respondents said that they got all the commodities prescribed on the
interview day, irrespective of whether the commodities were free or not. Of the sixty-one adolescents
who responded to the question on getting free commodities, majority (75.4%) reported that they
never get free ASRH commodities at the health facilities, with 14.8% reporting that they rarely get the
free commodities and 8.2% most of the time and only 1.6% reporting that they always get the free
commodities. The observation while worrying may not be a true representation of the state of affairs
due to the limited number of responses. It however requires further investigation and validation due
to the sensitivity of the issue.
Shortage and stock out of the ASRH commodities were cited as barriers for access by all the key
informants. All the key informants attributed the shortage and stock out to a combination inadequate
demand assessment and poor coordination of buffer supplies from partners. As a result, there was
mismatch between demand and supply whereby some products were supplied in excess of demand
while others were supplied below the demand rate hence resulting into a mix shortage and stock out
of some products on one hand and overstock and expiry of other products on the other hand. In Gulu
District, at Omoro HC IV there were cases where the health units said they had excess supplies that
did not match the local disease patterns
Inadequate coordination of buffer support from partners meant that the delivery of buffer supplies was
at best unpredictable and at worst untimely thereby compromising its usefulness. At health facility
level shortages, stock outs and overstock were managed through borrowing and redistribution. There
was a good practice in Kiswa HCIII which was able to borrow commodities from the nearby Teenage
Center if they did not have adequate stocks while in Nakaseke Hospital, the administrator said that
they redistribute to other centers including the private health facilities as and when need arises.
There was a significant relationship between level of care and availability of free ASRH commodities
(p<0.01). Clients were more likely to receive free commodities at Health centre IVs, while general
hospitals were least likely to offer the free ASRH commodities all the time, with level II and III being
in the intermediate. It was not clear from the data why this was the case but the observation could
be related to demand fluctuations which may be more common at hospital level than at other levels.
It could also be due to inadequate attention to non-curative ASRH commodities at health facility
level.
There was a statistically significant relationship between level of care and being given ASRH
commodity on the day of the visit (p<0.01). Adolescents visiting health centre IVs were most likely

11

to have received ASRH commodities followed by HC III, HC II, Ref hospital and general hospital
least. The cause of this observation was not clear from the data and warrants further investigation.
The relationship between getting all commodities prescribed and social, cultural, demographic, and
health system variables was investigated. Only level of care was significantly related to getting all
medicines prescribed (P<0.01). The rest of the variables were non-significant as per significance
values are in the table 3 below. As seen in the table for p-values, age stratification did not influence
the relationships.
Table 3: Values indicating significance of relationships between Social, cultural,
demographic, health system factors and service level
Variable

P value

Variable

P value

Level of education

0.200

Sex

0.103

Occupation of adolescent

0.385

Type of facility

0.315

0.108

Level of care

0.004

0.074

Religion

0.l444

Marital status

0.790

Occupation of
parent/guardian
Age

Table three shows the probability values for determining whether the relationship between variables
was significant or not. Relationships with values above 0.05 were not significant and therefore were
deemed not exist
In circumstances when commodities were not available at the health facility, the adolescents stated
that they would get them from nearby clinics, drug shops, pharmacy and supermarkets. Information
on the alternative sources was mainly through personal experience. Other sources of guidance on
alternative providers were facility nurse, facility doctor, and other hospital staff including pharmacist.
Figure 5 below illustrates the proportions in terms how the adolescents came to know about the
alternative sources of ASRH commodities.
Figure 5: Information on alternative sources of ASRH commodities
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Services sought by adolescents
The data indicates that majority of adolescents (64.5%) visited the health facilities for ASRH services
as compared to the other services (Table 4). In order of frequency the non ASRH services sought
were malaria treatment; cough treatment; HIV testing; and fever treatment. In addition to these, the
adolescents also sought services for safe male circumcision, eye care, immunization, stomachache
treatment, headache treatment, dental treatment and ARVs. Table 4 shows that the commonest
ASRH service was STIs treatment followed by maternal and new born health and family planning.
Elimination of mother to child transmission though small was an important finding because as per
data a reasonably large percentage of the adolescents were married and hence potentially at risk of
transmitting HIV to their babies if they were infected and became pregnant.
Table 4: The services sought by the adolescents
Service

Number of adolescents

Percentage

Family planning

148

16.4

Maternal and newborn health

176

19.5

STIs

214

23.7

eMTCT

45

4.9

Others

320

35.5

Total

902

100.00

ASRH Service level (by service) at the health facilities
Most of the adolescents in the sample (81%) got all the services they expected to get as illustrated
in Figure 4. The services included family planning (16.5%), maternal and new born health (19.8%),
STI commodities (22.9%), eMTCT commodities (4.9%), others 35.8%). Figure 6 shows the numbers
and corresponding percentages of adolescents who got or did not get all the services on the day of
the visit.
Figure 6: Percentage of those who got all services
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Of the 175 adolescents who reported not getting all services from the health facility, the reasons
for not receiving all services were reported as: cost at 17.7% (31); not available at 59.4%(104);
did not have time 4.6%(8); did not know that the services were available 7.4% (13); did not know
why 7.4% (13); doctor not available 1.7% (3); unwelcoming staff 0.6% (1); nurse did not have time
0.6% (1); nurse not around 0.6% (1). It is important to note that services were not available for 104
adolescents, hence non availability of services is an important barrier to access for commodities and
services.

Professional attendance
Only 129 responded to this question out of which 125 (96.9%) reported that they were attended
to by a health professional while three respondents were not able to tell. There was no significant
relationship between level of care and being attended to by a health professional (p=0.733). There
was also no significant relationship between type of facility and being attended to by a professional
(p=0.645). There was also no significant relationship between payment and being attended to
by a profession. It was not clear from the data why the 3.1% were not attended to by a health
professional. It could be that they went for self-dispensing of commodities such as condoms. There
was no relationship between age strata (young and older adolescents) and being attended to by a
health professional.

Waiting time
(a)

To see prescriber
Generally, the waiting time to see the prescriber was perceived as either fair or good. Slightly
over 50% of the adolescents said that the time to see the prescriber or health worker was good
and 29.9% said it was fair. Table 5 illustrates the numbers and relative percentages for the
rating of time to see a prescriber or health worker.

Table 5: Rating of the level of satisfaction with the time to see the prescriber

Good

Frequency
493

Percentage
53.5

Fair

275

29.9

Bad

112

12.2

No comment

41

4.5

Overall satisfaction with prescriber-related waiting time

62.4

Using the Likert scale (good 2, fair 1, no comment 0 and bad -1) and based on number in each rating,
the level of satisfaction with the time the adolescents took to see the prescriber was computed as
62.4%.
In terms of provider streams, the levels of satisfaction regarding time to see the prescriber were not
significantly different (p=0.07), although satisfaction was highest among the adolescents visiting the
private for profit. On the contrary, in terms of age the levels of satisfaction were significantly different
(p=0.011). Table 6 illustrates the levels of satisfaction by facility type and age group.
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Table 6: Satisfaction by type of facility and age group
Variable

Satisfaction index

Public Health Facility-General

59.1%

Public Health Facility-Private

49.9%

Private not for profile (PNFP)

69.8%

Private for Profit

71.8%

10-14

64.8%

15-19

61.6%

(b)

Treatment
Of the 130 who responded, 61 took less than 30 minutes (46.9%); 47 took one hour (36.2%);
22 took more than one hour (16.9%) to get treatment. Reasons for waiting longer than one hour
were: waiting for the doctor who was seeing another patient; being educated; many people
waiting for the doctor; few staff; lazy and unfriendly staff, no appointment, waiting for laboratory
tests; and late coming by staff.
Data for 114 respondents (as per response rate) was analyzed for the relationship between
type of facility and waiting time for treatment. Among the public health facilities, 26 respondents
reported waiting time of less than 30 minutes, 22 for one hour, 18 for more than one hour.
Among the private not for profit, 04 respondents reported waiting time of less than one hour,
02 for one hour, and 01 for more than one hour. Among the private for profit, 25 reported
waiting for less than 30 minutes, 16 for one hour and none for more than one hour. There was
a significant relationship between time spent waiting for treatment and the variables of type
of facility, age, and means of travel (p<0.01, p<0.01, p=0.041 respectively). Adolescents were
more likely to wait longer at public health facilities. Older adolescents were more likely to wait
longer at the health facility than younger adolescents. Adolescents who walked to the health
facility were more likely to wait longer than those used faster means of travel-mostly due to the
fact that the ones walking are also more likely to be ones visiting the public health facilities.
There was no significant relationship between waiting time and the variables of level of care,
religion, type of service, source of income, marital status and sex.

Payments for services
Of the 130 who responded, 63 reported that they paid money for services (48.5%). The services paid
for were consultation, laboratory services and drugs. The amount of money paid ranged from 3000
to 306000 Uganda shillings (median 35000).
Table 7: Frequency table for payments at the different types of facilities
Type of facility

Payments

Total

Yes

No

Public

7

59

66

Private for profit

38

3

41

Private not for profit

4

3

7

15

There was significant relationship between type of health facility and payment for services and
products (p<0.01). According the analysis, payment for ASRH services and products was more likely
to be made in the private for profit health facilities than in the other sectors. Even where payment
was made, the amount varied in ascending order from Public, through private not for profit to private
for profit. This was expressed in one of the focus group discussion statement: “when it is the public
health facility we do not pay money, if it is a private for profit health facility we pay money for the
commodities, even in private not for profit we pay some amount”. Level of care and occupation
of adolescent were also significantly related to payment for services and commodities (p<0.001,
p=0.018 respectively. Age, religion, sex and marital status were not significantly related to payment
for services. Within level of care the probability of paying increased with level of hitting a maximum
at hospital level and suddenly dropping significantly at referral hospital level.
Frequency of visits to the health facility in the last three months
The proportions of the adolescents who visited once or twice were nearly the same (difference
0.6%). Similarly, the proportions of those visited thrice or more than three times were nearly the
same (difference 1.3%). Figure 7 is a graphical representation of the number and relative percentage
for each visit frequency. The different colours and the call-outs are for clarity and ease of reading.
Figure 7: Frequency of visits in the last three months

Frequency of visits and service level-commodities
There was a relationship between frequency of visits made and whether the adolescent got all
commodities prescribed on the day of the interview (p=0.001). Those who had visited once were
less likely to get all commodities prescribed on the day of the interview. It is not clear why this is the
case but it can be speculated that those who visit more frequently are better informed on availability
of commodities and services.
Frequency of visits and sex
Thirty-two percent (32%) of the males visited once, 27% twice, and 15% thrice and 12% more than
three times. Thirty percent (32%) of the females visited once, 31% twice, 19% thrice and 17% more
than three times. Table 8 is a cross-tabulation where the variable sex is on the rows while frequency
of visits is on the columns. Each cell shows the number of adolescents who visited the facilities for a
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given frequency. Row totals show the number of adolescents of a given sex while the column totals
the number of adolescents who visited the facilities at a given frequency.
Table 8: Cross tabulation of sex with frequency of visit
Once

Twice

3 Times

More than 3 time

Not Sure

Total

Male

101

86

46

67

15

315

Female

181

189

113

103

20

606

TOTAL

282

275

159

170

35

921

For both sex categories the number of adolescents decreases as the frequency of visits increases
although the rate of decrease is higher for females than males, there was no relationship between
sex and frequency of visits.

Relationship between sex and the variables marital status and
employment
Among males the married were 11% while among females the married were 38%. Among males
the percentage of the divorced/widowed/separated was 0.3% while among the females was 3%.
The bar chart below illustrates the statistics of Sex and marital status among the adolescents in the
sample. Figure 8 shows the relative numbers in each marital category by gender. The male category
is to the left and female category is to the right. For each sex category there three bars, the one to
extreme left representing single status, the next representing married status, and third representing
the divorced, widowed or separated. The vertical axis is showing numbers and not percentages.
Figure 8: Marital status and gender

Among female adolescents, the relative percentages for occupation were peasant farming- 23%
(131); commercial farming-12% (69); business 11% (63); semi-skilled 7% (42); skilled 3% (17); and
44% unemployed. Among male adolescents the percentages for occupation were peasant farming17% (49); commercial farming-9.4% (27); business 6% (17); semi-skilled 12.2% (35); skilled 2.1%
(6); and 53.3% unemployed.
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There was a significant relationship between sex and the two variables source of income and marital
status (p<0.01). This suggests that female adolescents were more likely to be married than the male
adolescents and male adolescents were less likely to be employed. The two findings could not be
explained from the data.

Relationship between sex and highest level of education
The observations for the relationship between sex and highest of education are shown in table 8.
As per the data, the relationship is very close between both sex categories. This can be seen from
the line graph, figure 6. Each cell in table 9 shows the relative percentages for the highest level of
education by gender. Figure 9 shows the percentages for each level of education by sex in a linear
manner. Although the two sex categories appear to be closely linked along the education ladder,
statistical analysis indicated that there was a relationship between sex and highest level of education
(p=0,05). The males were more likely to proceed to A-level than their female counterparts. This also
explains why the females were more likely to be married.
Table 9: Cross-tabulation of sex with highest level of education
Highest level of education
Primary
Sex

None

Secondary

Lower

Upper

O-level

A-level

Tertiary

Male (%)

2.2

14.4

41.5

28.1

9.9

3.8

Female (%)

3.0

12.3

41.7

33.0

4.9

5.1

Figure 9: Relationship between sex and highest level of education

Occupation of parent and highest level of education of adolescent
Occupation of parent is expected to influence highest level of education of adolescent. Under normal
circumstances the adolescent children of employed parents are expected to attain higher levels
of education. Statistical investigations revealed that there was a relationship between parent’s
occupation and highest level of education of the adolescent (p<0.001). Adolescents whose parents
were peasants were less likely to attain higher levels of education compared to their counterparts
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whose parents were involved in commercial farming. The same was true for the semi-skilled
compared to the skilled parents respectively. Table 10 is a cross-tabulation of occupation and highest
level of education attained at the time of interview. Each cell contains the number of adolescents in
an occupation category at a particular level of education.
Table 10: Cross-tabulation of occupation with highest level of education
None

Primary

Secondary

Lower

Upper

(O-level)

(A-level)

Tertiary

Total

Peasant

14

57

151

84

9

7

322

Farmer

7

21

85

62

15

13

203

Semi-skilled

2

5

29

13

3

0

52

Skilled

0

7

34

30

18

8

97

Unemployed

0

3

9

12

1

3

28

Business

1

15

46

59

9

9

139

Others

1

11

10

15

1

3

41

25

119

364

275

56

43

882

Total

Occupation and service level (by services)
Among adolescents 21% were in the peasant farmer category; 11% in commercial farming; 9% semiskilled; 3% skilled; 9% buying and selling; 47% un-employed. Among Parents/Guardians 36.4%
were in the peasant farmer category, 23% commercial farming, 5.9% semi-skilled, 11.2% skilled,
3.2% unemployed, 15.8% buying and selling. Neither the source of income of adolescents nor the
one for the parent/guardian was related to whether the adolescent got all services at the health
facility (p=0.429).
Level of care and the variables of sex, religion, marital status and education
On the day of the interview 34% of the adolescents visited HC II; 40% HC III; 12% HC IV; 11%
Hospital; 3% Referral hospital. Thirty-seven percent of males visited health II, 35% visited HC II, 11%
HC IV, 14% Hosp; 2% Referral hospital while 32% females to health II, 42% HC III, 13% HC IV, 10%
Hospitals, 3% Referral hospital. There was no relationship between sex and level of care (p=0.147).
Based on the finding that marital status and level of care are related, then it appears that the choice
of a given level of care for married adolescents was not driven by sex.
Thirty-five percent of the Christians visited HC IIs, 40% HC III, 11% HC IV, 11% Hospital while 31%
of Muslims visited HC II, 36% HC III, 14% HC IV, 16% Hospital, and 3% referral hospital. There was
no relationship between religion and level of care visited (p=0.07).
Thirty-seven percent of single adolescents visited HCII, 34% HC III, 13% HC IV, 13% Hospital, 3%
Referral hospitals, while the for the married 28%, 50%, 11%, 9%, 3% visited HC II, HC III, HC IV,
Hospital and Referral hospitals respectively. There was a significant relationship between marital
status and level of care (p=0.04), although based on the descriptive data it appears that married
adolescents visit health IIIs more than the single adolescent.
Across the levels of care, most of the adolescents (40%) visited health centre IIIs, followed by 26%
level IIs and 12% level IV and hospital respectively and 3% for referral hospital. Across levels of
education most adolescents were of the upper primary level (42%), followed by 32% O-level, 13%
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lower primary, 6% A-level, 4% Tertiary and 3% for none. A weak positive relationship was observed
between kevel of education and level of care ( P<0.01). Table 11 is a cross-tabulation between
level of care and highest level of education attained. Level of care is by row while highest level of
education attained is by column.
Table 11:Cross tabulation of level of care and highest level of education:
Lower
primary

Upper Secondary
primary
O-level

Secondary
A level

Tertiary

None

Total

HC II

35

148

90

16

3

7

229

HC III

58

149

97

26

9

13

352

HC IV

10

43

40

8

7

0

108

Hospital

8

30

39

4

15

5

101

Referral hospital

2

5

14

2

0

0

23

113

375

280

56

34

25

883

Total

Religion in relation to travel time and service level
Fifty-eight percent of the Christians took less than 30 minutes, 68% of the Muslims took less than 30
minutes while 54% of the others took less than 30 minutes. Eleven percent of Christians, 5% Muslims
and 11% others took longer than one hour to reach the health facility. While the data suggests that
Muslims take shorter time to reach the health facility, statistical testing shows there is no significant
relationship between religion and the time it takes to the facility.
On the other hand, religion was found to be significantly related to getting all services from the
health facility (p=0.016). The data shows that Muslims were more likely to get all services than their
Christian counterparts. This relationship appears to disappear with age. The religious teaching of
no sex before marriage was identified as a barrier to accessing ASRH commodities probably by
influencing the desire to use and the decision to look for the commodities and precipitating negative
attitude at individual, community and health facility levels

Marital status and service level
The proportion within marital status groups who got all services was: Single 81%, married 85%,
divorced/separated/widowed 84%. There was no statistically significant relationship between marital
status and service level. This was maintained even with age stratification (10 to 14 and 15 to 19).

Sex and service level (getting all services)
Of those who got all services, 34.1% were male while 65.9% were female. Of the males 82% received
al services while 83% of the females received all services. There was no relationship between sex
and service level (p=0.653). This finding was maintained even after age stratification (10to 14 and 15
to 19). Figure 10 illustrates the relative numbers of adolescents by sex category who got all services.
The male category is to the left of the figure while the female category is to the left.
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Figure 10: Relative numbers for the relationship between sex and getting all services

Level of education and service level
Among the adolescents the level of education was distributed as follows: None 2.7%, Lower primary
13.1%, upper primary 41.7%, O-level 31.2%, A-level6.6%, tertiary 6.6%. There was no relationship
between level of education and service level/getting all services (p=0.534). However, when the two
age groups were analyzed, it emerged that there was a significant relationship between level of
education and service level for 10-14 age group (p=0.02) while for the15 to 19 age group p was
0.626.

Occupation of guardian/parent and service level
Fifty-nine percent (59%) of the respondents’ parents/guardians got their income from subsistence
farming. 16% were involved in trading of products 11% were skilled while 5.8% were semi-skilled.
There was no relationship between the parent’s/guardian’s source of income and getting all services.
Even with stratification of age, there was no significant relation between source income and service
level (p>0.05).

Occupation of parent/guardian and level of care
Table 12 is a cross-tabulation of parent’s occupation and level of care visited by the adolescent.
Occupation is by row while level of care is by column. There was no relationship between source
of income of parent/guardian and level of care (p=0.155). The observations in table 12 show that
adolescents whose parents are peasants are less likely to visit higher levels of care than their
counterparts. The same was true for semi-skilled and skilled parents.
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Table 12:Cross tabulation of parents occupation and level of care

Parent’s/Guardian
’s source of
income?

Total

Peasant
Farmer
Semi-skilled
Skilled
Unemployed
Business
Others

HC II
128
63
14
33
4
36
14
292

HC III
123
79
25
28
13
47
11
326

Level of Care
HC IV
Hospital
34
26
27
24
5
4
9
15
6
3
16
24
7
4
104
100

Ref. Hospital
7
1
1
2
2
5
4
22

Time to reach the health facility
A larger portion of the adolescents in the sample spent less than 30 minute to reach the health
facility (Figure 9). Fifty-eight (58%) percent of single adolescents took less than 30 minutes to reach
the health facility, while 57% of the married took less than 30 minutes. On the contrary 89% of the
divorced took less than 30 minutes. In terms of sex, 59% of the female exit poll respondents took
less than 30 minutes to reach the health facility while 61% of the male respondents took the less
than 30 minutes. Eleven percent (11%) of the females took longer than one hour while only 8% of
the males took longer than one hour. Of those who took less than 30 minutes, majority (65%)were
female.
From the data it appears that females take longer to reach the health facility, however, on statistical
testing, it was found that there was no statistically significant relationship between sex and time to
reach the health facility. The higher percentage of female respondents’ in the less than 30-minute
category could have been due to their higher percentage in the total population. There was a strong
positive relationship between age of the exit poll respondents and the time taken to reach the health
facility (p=0.04). There was also significant relationship between marital status and time taken to
reach the health facility (p=0.046). It was not clear from the data why increasing age was associated
with increasing time to reach the facility. It can be speculated that older adolescents tend to use
slower means of transport than the younger ones. Figure 11 illustrated the relative percentages of
adolescents for the various periods of time. The divorced/separated/widowed were more likely to
take shorter time to the health facility
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Figure 11: Time taken to reach the facility

Level of education and frequency of visits to the health facility
There was a very weak negative correlation between level of education and the number of visits
to the health facility (p=0.037, r=-0.07). The higher one was educated the less frequent would the
person visit a health facility. This finding which has important implications for SRH services could
be due to the relationship between level of education and the type of facility with the more educated
more likely to visit the PFPs than their counterparts (p=0.001).

Means of travel and the variables of sex, religion, marital status
and source of income.
Table 13 is a cross-tabulation between a number of variables as rows with means of travel as columns.
The row variables are sex, religion, marital status and source of income for both parent/guardian and
the adolescents. Fifty-eight percent of the female adolescents walked to the health facility while 56%
of the males used the same means of transport to the health facility.
Fifty-eight (58%) of the Christians walked, 55% of the Muslims and 39% of the other religions walked
to the health facility. Fifty-four (54%) percent of the singles walked, 62% of the married walked, 68%
of the widowed/divorced/separated walked. There was no relationship between means of travel
and the variables of sex, religion and marital status (p=0.399, 0.497, 0.426). There was however
significant relationship between means of transport and the variables occupation for both parent/
guardian and the adolescent (p <0.01 for both variables). In both cases, higher income occupations
were associated with better means of travel. A paradoxical finding was made about the divorced/
widowed/separated 89% of whom took less than 30 minutes to reach the facility and 68% of them
walked to health facility and yet means of travel has a strong effect on time to reach the health facility
(p<0.001).
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Table 13: Cross tabulation of means of travel and social and demographic variables
Walking

Bicycle

Bod boda

Vehicle

Others

Row total

Sex
Males
Females
Column Total

175
348
523

38
65
103

60
131
191

37
57
94

5
4
9

315
605
920

401
76
15
492

79
15
6
100

140
29
13
182

72
15
4
91

5
2
0
7

697
137
38
872

330
157

72
25

131
48

66
21

8
1

607
252

13

2

4

0

0

19

500

99

183

87

9

878

202
117
27
46
16

52
16
7
8
1

54
51
16
24
6

11
17
2
17
5

0
2
0
3
0

319
203
52
98
28

74

7

27

28

4

140

482

91

178

80

9

840

113
61
47
10

29
5
3
0

30
29
17
6

9
1
9
5

0
0
1
2

181
96
77
23

42

8

19

9

2

80

230
503

51
96

82
183

45
78

1
6

409
866

Religion
Christian
Muslim
Others
Colum Total
Marital status
Married
Single
Divorced/separated/
widowed
Column total
Occupation of
parent/guardian
Peasant
Farmer
Semi-skilled
Skilled
Unemployed
Business
man/woman
Column Total
Source of income
of adolescent
Peasant
Farmer
Semi-skilled
Skilled
Business
man/woman
Unemployed
Column Total

Frequency of visit and getting all services
Table 14 is a cross-tabulation of the frequency of visited as rows with getting all services as columns.
Each cell contains the number of adolescents visiting the health facility a particular frequency but
either got did not get all services. There was no relationship between frequency of visits and getting
all services sought on the day of the interview (p=0.162). There is an apparent disconnect relationship
between services and commodities when looked at from the point of view of frequency of visits to the
health facilities.
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Table 14: Frequency of visits and getting all services on the day of the interview
Got all services

Total

Percent of row totals

60

279

30.4

46

273

29.8

139

19

158

14.2

More than three times

142

30

172

18.7

Not sure

28

7

35

3.9
100

Frequency of visit

Yes

No

Once

219

Twice

227

Thrice

Total

755

162

917

Percent of column totals

82.3

17.7

100

		

Perceptions, acceptability and use of the ASRH commodities
ASRH commodities supplied were perceived as being of good quality by the adolescents interviewed
in exit poll and at focus group discussions. Similar impressions were expressed by the key informant
interview. To attest to the positive perception, 96.6% of the adolescents in the exit poll (n=435) stated
that they would use the commodities as required. Willingness to use the commodities as required
was mainly attributed to being provided with sufficient instructions on usage, and to avoid unwanted
pregnancy or to recover from disease. In spite of this positive perception, there were challenges
related to use of some commodities. These challenge and the likely causes were clearly indicated in
the focus group discussion statements: “Some of us complete while others do not complete because
some of us forget while others react to drugs and have to leave them. Some of them have fear that
same contraceptive may cause cancer/having side effect”. Unwillingness to use the commodities as
required was mainly attributed to not being given all commodities, inadequate instructions, and large
number of tablets.

Community mobilization
Community level awareness plays a fundamental role in programme implementation through
mechanisms such empowering community to make decisions and prioritize needs regarding their
health. In the focus group discussions, the discussants gave the impression there was some of
communication between the health facilities and the communities. Communication was however
generally one way and was mostly focused on commodities and services. The commonest means
through which the community got to know about the ASRH commodities and services at the facility
were: sensitization by health workers at the heath facility, displaying the list of commodities at the
health facility, health education at schools, radios, sensitization by community health workers and
newspapers.

Health facility factors
The health facilities that were part of this research ranged from health centre II to regional referral
hospital level. The type of health facilities visited were public general health facilities, public hospital
private wing, private not for profit and private for profit. The percentage of the adolescents from each
type of facility were:- 71.8% from public general hospital; 13.7% from private not for health facilities;
13.8% from private for profit health facilities and 0.7% from public hospitals private wing. 34% of the
respondents visited HC II, 39.7% HC III, 12.3% HC IV, 11.4% general hospital, 2.6% regional referral
hospital. Table 15 is a cross-tabulation of the type of facility as rows and level of care as columns
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Table 15:Cross tabulation of type of facility and level of care
Level of Care

Type of Facility

Total

HC II

HC III

HC IV

Hosp.

Ref
Hospital

Total

Public Health
Facility-General

229

255

91

27

23

625

Public Health
Facility-Private

2

3

0

1

0

6

Private not for
profile (PNFP)

39

47

1

29

0

116

Private for Profit

26

35

14

40

0

115

296

340

106

97

23

862

The finding on the relationship between level of care and availability of commodities (presented earlier
in the report) suggest that adolescents may be more likely to obtain commodities and associated
services at certain levels of care more than others. Some adolescents stated that as much as the
choices are limited there are commodities that are always available such as condoms and pills. In
some of the health centrers such as Kiswa HCIII in Kampala, Butalika HC II and Nakaseke Hospital,
adolescents were happy regarding ease of access to condoms through the provision of condom
dispensaries.
A major barrier voiced by adolescents across all districts is lack of user-friendly services. “you are
not allowed to seek clarification on the methods you have been given”. Hospitals and health centres
provide both ASRH products and services which are usually so inextricably linked that one cannot
be received minus elements of the other. This implies that it not possible to improve availability
of commodities without improving availability of services. Some health facilities had youth friendly
corners but they mainly covered one aspect of ASRH, that is medical consultation (a service). The
other services such as dispensing and laboratory were used indiscriminately by adolescents and other
people. Some health facilities had condom dispensers that facilitated access without prescription.
However, in some cases the dispensers just like some ASRH services were not available outside
opening hours of the health facility.
Credit was given to health facilities with Youth Corners. For example, at Anyeke HC IV in Oyam district
the youth had a different view, as they appreciated that they had been allocated a young person as
a service provider and they feel free to interact with him at any time. Whereas youth friendly corners
were identified as incentives for accessing ASRH services, product dispensing to both adults and
adolescents from the same points was cited as a disincentive for accessing ASRH commodities as
mentioned by one of the key informants: “The youth don’t want to mix in line with the adults when
they are getting these commodities: condoms, pills and other family planning”. “Adolescents should
not mix with adults when receiving sexual and reproductive health commodities” and “Adolescents
should not mix with adults when receiving sexual and reproductive health commodities”. Inadequate
privacy and space were also cited as key barriers. At some health facilities it was reported that there
were no curtains and the windows and no shutters which made it impossible to have any sort of
privacy during examination and diagnosis
At a number of the health facilities many of the ASRH commodities were provided an out-patient
basis and as such were offered depending on opening hours for the outpatient department, usually
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Monday to Friday from 8am to 5pm. This limitation was identified as a barrier to access ASRH
commodities especially to the adolescents who would want these commodities after these hours
and on weekends and indeed for some facilities where condom dispensing was offered at night,
boys were able to pick up the condom. This creates a systematic barrier for girls who can move to
the health facilities at night for the condoms. The opening time to access commodities was deemed
inconvenient to young people who have a preference for after-5pm hours. A teenager said, “Services
are available during the day only. For those that come at night, there is little hope”
Health facilities were viewed as providing the ASRH services and the products to the adolescents in
a professional manner. Although the level of satisfaction with the attitude of the health worker was
82.5%, key concerns were raised by some key informants According to the key informants, negative
attitude towards adolescents seeking ASRH commodities during week days when they are expected
to be at school was identified as a barrier for accessing these commodities and services.
The adolescents in one FGD said that the claim that they are allowed to speak is a lie because
once you speak they mark you and you become a victim. Another adolescent said that if it’s a boy
seeking care they are given condoms but if it’s a girl they are given pills. They are not allowed to
ask questions. One girl expressed in a meeting that when you are young and pregnant, the health
workers are rude at them and subsequently shy away. Young people also said that they face this
challenge at home regarding the reaction of their parents and guardians when they are found with
contraceptives or found to be seeking them. Fear of being questioned for engaging in sexual activity
was cited by one key informant as barrier for pregnant adolescent girls. “Young girls when pregnant
tend to fear to come at the facility, they think they may be questioned by the health workers when
they become pregnant when so young, for boys/men it’s okay, they pick the condoms even at night”.
Age difference between the service providers and the adolescents was also cited as a possible key
barrier. Large numbers of patients at the health facilities and absenteeism of health workers were
mentioned by health workers as key barriers.

Health system factors
Inadequate financing and the associated mismatch between demand and supply were cited as
barriers to accessing ASRH commodities. This was highlighted by one of the key informants who
stated that “The biggest challenge of the budget. Once the money allocated to you is finished you
just stare at patients and you do nothing”
The source and delivery schedule of ASRH commodities is well defined for the public sector. The
National Medical Store delivers the commodities to the public health facilities every two months. In
the private sector, where a large number of adolescents sought services from, there is no specific
source for the ASRH commodities. The mismatch between demand and supply was attributed to the
push model and uncoordinated supply from other private funders. As a result, some commodities
were supplied in excess of demand, leading to expiry, while for others the demand was below supply
leading to shortages and stock outs. This was confirmed in the focus group discussion statement:
“Yes sometimes we find when these commodities have run out of stock in public health facilities and
we have to go to private clinics to buy them”.
Quality of products was overwhelmingly reported as good in the exit interviews as well as in the
focus group discussions. This was corroborated by two of the key informants in the statement: “The
quality is fine but the quantities often only do not meet the demand; like STI management some time
certain drugs are not there in government facilities but family planning and ART is always there”.
Another key informant also said “the quality is okay; the expiry dates are not below five years”. In
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one focus group discussion, quality of commodities was further appreciated as per the statement:
‘’in the Private for profit the quality of drugs is good but they are over charged and in private not for
profit we are satisfied to a big extend because the quality and quantity of drugs is worth the price”.
Although quality was generally perceived as good, there were cases when the adolescents preferred
the life-guard brand of condoms to the ones normally distributed by government.
Regarding community involvement in ASRH there was general consensus that this would be
beneficial, however there were mixed views especially related to nature and extent. One of the
key informants stated that “Stake holders should also be involved in the process of selecting SRH
commodities”. In one focus group it was suggested that the community should be involved in creating
awareness and demand stating that “Sensitization of the adolescents should be done by community
health workers”. In another focus group discussion, it was stated that “we think we have a role in the
process of procuring sexual and reproductive health commodities to select SRH commodities that are
needed in our community because we are aware of the problems of adolescent that require them to
seek sexual reproductive services from health facilities”. A key informant stated that “the community
should not be involved in the process of buying but can contribute to the selection process although
demand and supply does it all”. Another key informant stated that “yes the community should be
involved in the process of selecting and buying the ASRH commodities”. Also: “It is good that the
community is involved they become satisfied with what is brought at the facility”.
Distance to health facilities was identified as a barrier to ASRH commodities. Although government
has increased coverage, the long distances to commodity distribution point in some communities is
still prohibitive and there are many hard to reach areas for example in Nakapiripirit, health centers
like Lemuswi HCIII near the Kenyan Border is not easily accessible. This issue was also observed
in Mayuge district …although there are many hard to reach communities as above, access is also
greatly hampered by the financial cost of medicines. As one community member accessing services
at a private health center put it, “here even condoms and pills are for sale and sometimes they are
not affordable to some of us”.
There was concern that a number of the outlets in the private sector were unlicensed. Health
workers and community members were in agreement regarding the poor quality of commodities
sold. This was strongly voiced by health workers and community members alike as they said that “In
some private centers. there are many unlicensed and unregulated service providers and although
communities seek services there they are doubtful of the quality and professionalism of the services
in those units”. This trend was attributed to due to lack of regulation and enforcement resulting into
increasing drug resistance.

Individual and community factors
Factors at individual and community levels were religious biases, social stigma, social prejudice, long
distances to the health facility, less community involvement, inadequate sensitization at schools, and
inadequate income to purchase commodities when necessary from alternative sources.

Unmet needs
The major areas of unmet need were safe male circumcision and commodities for STIs. Others no
youth friendly services in many health facilities, ASRH services are not yet fully extended to the
community, limited community sensitization, inadequate training in ASRH and inadequate space for
commodities.
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Satisfaction with services
Return to the health facility for services or recommended a friend for similar services were among
the measures of satisfaction. 95% of the adolescents (n=457) stated that they would return to the
health facility for services and 90.6% (n=64) said that they would recommend a friend for similar
services at the health facility. The pull or compelling factors were mainly good services, availability
of services, free products, good attitude of health workers and availability of commodities as shown
in figure 12. Good service was described by words or phrases such as quick service and good
service, while good attitude was described with words or phrases such as caring and welcoming.
These observations were similar to those made by the Global Programme for Reproductive Health
Commodities Security (GPRHCS) in the report published in 2014 on facility assessment report for
reproductive health commodities where they report that close to 95% of the respondents stated that
they were treated with courtesy and 96% expressed wildness to return. Generally, the adolescent
felt well treated at the private retail outlets. One consumer in Masaka district said that “what we
appreciate among the small drug stores is that we can buy what we can afford. Even for UG 500 I
can get some pills while I look for more money to buy some more. These doctors understand the
problem and are willing to help”.
Figure 12: Diagram illustrating the common pull factors for the adolescents

(a)

Time to see the prescriber
Regarding time to see the prescriber, generally, the waiting time to see the prescriber was
perceived as either fair or good. Slightly over 50% of the adolescents said that the time to
see the doctor was good and 29.9% said it was fair. For those who said that it was good the
reasons were availability of health workers, good time management and care. For those who
rated it as bad the reasons were: few staff, staff not friendly, late coming of staff and too many
patients.
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Table 16: Rating of satisfaction with time to see prescriber stratified by age

Age band

Rating

Row Total

Good

Fair

Bad

No comment

10-14

118 (59%)

45 (22.5%)

22 (11%)

15 (7.5%)

200

15-19

364 (52%)

223(31.9%)

87(12.4%)

26(3.7%)

700

493(53.5%)

275(29.9%)

112(12.2%)

41(4.5%)

900

Column
Total

Using the Likert scale the level of satisfaction with the time the adolescents took to see the prescriber
was computed as 62.4. There was a statistically significant difference in the proportions among the
two bands (p=0.05). The young adolescents were more likely to be satisfied with the waiting time to
see the prescriber.

(b)

Attitude of the health worker
Regarding attitude of the health work, majority of the adolescents stated that their level of
satisfaction was good while 17.7 rated it was fair. The blue bars are for numbers while the other
one is for percentage. In some cases, the percentage is too small to be seen on the graph
(figure 13).

Figure 13: Level of satisfaction with attitude of the health worker

Using the Likert scale the level of satisfaction with attitude of the health worker was computed as
82.5%. Stratification by age indicates that there was no significant difference between the age bands
regarding satisfaction with attitude of the health worker. Reasons for satisfaction with good attitude
were customer care, professionalism, and good communication while reasons for bad attitude were
rudeness and poor communication
In terms of facility type, the differences in satisfaction with the attitude of the health worker were
significant (p=0.05). Satisfaction was highest among the adolescents visiting private for profit. On the
contrary, there was no significant difference among age groups regarding satisfaction with attitude of
the health worker (p=0.419). this finding is interesting because as for all the other attributes there was
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no significant difference between satisfaction by facility type while there was a significant difference
between age group and level of satisfaction with other attributes. This suggests that there could
compensating factors in the age groups and decompensating factors in the facility types regarding
attitude of the health worker.
Table 17:Satisfaction to the Attitude of the health worker
Variable categories

Satisfaction index

Public Health Facility-General

80.9%

Public Health Facility-Private

70.0%

Private not for profile (PNFP)

96.6%

Private for Profit

87.6%

10-14

80.3%

15-19

83.1%

(c)

Instructions on utilization of commodities

Regarding information and instructions about products, the exit poll data indicates that 57.4% of the
adolescents stated that their level of satisfaction with the information provided on commodities was
good while 23.1% said that was fair.
Figure 14 Level of satisfaction with information on utilization of commodities

Using the Likert scale the level of satisfaction with information provided on commodities was computed
as 61.3%. Stratification of the age bands indicates that there was a significant difference between the
two age bands regarding satisfaction with instructions given (p<0.01). Older adolescents expressed
higher levels of satisfaction. The older adolescents were more likely to be satisfied with instructions
on how to use commodities. In terms of type of facility, there was no significant difference between
the provider streams regarding satisfaction with instruction provided (p=0.212), although it appeared
from the descriptive data that satisfaction was highest among the adolescents visiting the private not
for profit. The findings are similar to the overall satisfaction levels.
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Table 18: Satisfactions levels with instructions on how to use commodities
Variable category

Satisfaction index

Public Health Facility-General

62.1%

Public Health Facility-Private

61.3%

Private not for profile (PNFP)

68%

Private for Profit

54.7%

10-14

52.2%

15-19

64.2%

(d)

Confidentiality
Regarding confidentiality, majority of the adolescents (80%) said that their level of satisfaction
with confidentiality was good. In terms of provider streams or type of facility, there was no
significant difference between levels of satisfaction. Stratification by age bands indicated that
there was statistically significant difference between the two age bands regarding satisfaction
with confidentiality (p=0.017). Older adolescents expressed higher satisfaction levels. The
reasons for confidentially were: doctors no not reveal secrets; you enter one by one; have
never had a case of abuse. The reasons for bad satisfaction were: the nurse talks on top on
her voice, no confidentiality. Using Likert scale, the level of satisfaction with confidentiality was
computed as 83.1%.

Figure 15 Level of satisfaction with confidentiality

Table 19: Satisfaction to confidentiality by provider stream and age groups
Variable category
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Satisfaction index

Public Health Facility-General

96.9%

Public Health Facility-Private

100%

Private not for profile (PNFP)

83.%

Private for Profit

89.5%

10-14

79.5%

15-19

84.2%

(e)

Laboratory services
Regarding laboratory services, the level of satisfaction was 85.2%. Stratification by age bands
indicates that there is no significant difference between age bands and satisfaction with
laboratory services (p=0.969). Reasons for satisfaction with laboratory services were: blood
testing done and results come out fast. There were no reasons for bad satisfaction regarding
laboratory services. Figure 16 shows the relative numbers of the adolescents each rating
regarding laboratory services. The bars are presented in such a way that the area of the bars
corresponds to the number of adolescents

Figure 16 Level of satisfaction with laboratory services

(f)

Privacy
Regarding privacy most of the adolescents (80.2%) said that their level of satisfaction was
good. Table 22 provides the frequency in each rating category. This was similar to although
less than what was observed by the GPRHCS where they observed 90% of the respondents
were satisfied with the privacy of the interaction with the health worker.

Table 20: Rating of level of satisfaction with privacy

Rating

Frequency

Percentage

Good

734

80.2

Fair

101

11.0

Bad

17

1.9

No comment

63

6.9

The satisfaction level among the adolescents on the overall with regarding privacy was 84.8%
computed using the Likert scale. Stratification by age bands indicates that there was significant
difference between age bands regarding privacy (p=0.011). The older adolescents expressed higher
levels of satisfaction. The reasons for satisfaction with privacy were; private room, counselling

33

room, health workers cannot disclose the information of patients. The statements included: she
gave out condoms in private; she locked the door; they served us one by one; used private room
while injecting. The reasons for the bad satisfaction were seen in the following statements: shouts
at patients in public; attended to us in a group; there were other people in the room; they do not talk
about SRH at all.
Table 21:Satisfaction privacy by provider stream and age group

Variable category

(g)

Satisfaction index

Public Health Facility-General

82.8%

Public Health Facility-Private

80.0%

Private not for profile (PNFP)

88.2%

Private for Profit

88.5%

10-14

78.5%

15-19

85.8%

Relationship between satisfaction and social and demographic variables
The effects of sex, religion, marital status, level of education, occupation on satisfaction with
time to see the prescriber, confidentiality, privacy, instruction on how to use commodities,
attitude of the health worker, and laboratory services were investigated. There were significant
relationships between marital status and instructions on commodities; occupation of adolescent
and time to see the prescriber; occupation and laboratory services. Married adolescents
were more likely to be satisfied with the instructions regarding utilization of commodities. The
unemployed were more likely to be satisfied with the time taken to see the prescriber. The
unemployed were more likely to be satisfied with the attitude of the health worker. The skilled
adolescents were more likely to be satisfied with the instructions on utilization of commodities.
The semi-skilled were more likely to be satisfied with laboratory services. Table 23 highlights
relationships in terms of significance. Cell values of 0.05 and below indicate a significant
relationship are written with asterisk in the table.

Table 22: Levels of significance for social and demographic factors and attributes of the
health care process
Time to
see
prescriber

Confidentiality

Privacy

Instructions
on
commodities

Attitude of
health
worker

Lab
services

Sex

0.062

0.293

0.089

0.197

0.555

0.467

Religion

0.106

0.147

0.516

0.929

0.057

0.822

Marital status

0.233

0.366

0.748

0.002*

0.912

0.750

0.112

0.174

0.317

0.340

0.437

0.923

0.015*

0.067

0.266

0.016*

0.012*

0.033*

Level of
education
Occupation
of adolescent
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(h)

Community perspectives on satisfaction
Data from the focus group discussions also indicates that at community level, the adolescents
were to a large extent satisfied with the way the health facilities served them with ARSH
commodities and associated services. “To some extend we are satisfied with the services
because most of the time SRH commodities are available” & “To a big extend we are satisfied
with public health in the way they delivery SRH commodities because most of the time we find
drugs there”. From the focus groups it was apparent that although the adolescents treasured
quality of products, overcharging for the commodities in private for profit sector was big
barrier to accessing the commodities. “As for the private for profit health facilities the quality
of commodities is good but the quality is not worth the price (they over charge) so we are not
satisfied with them; as for private not for profit. the quality and quantity are good and the money
charged is worth the commodities”.

Barriers to accessing ASRH commodities
Inability to access and appropriately use ASRH commodities have been, in the past, blamed on three
barriers, namely, lack of comfort dealing with sensitive issues, biases emanating from personal,
religious, cultural attitudes and values, and lack of capacity in planning, implementing and monitoring
activities on adolescent health among government staff at all levels (WHO 2017). These barriers
usually exert they negative effect by preventing the use of evidence-based recommendations to
develop appropriate policies and translating the policies and strategies into action on the ground.
When this occurs, the adolescents are unable to get the relevant health education from schools and
communities, and sexual and reproductive health services from health facilities in their communities.
According to WHO to overcome these barriers three things must be done:a)

Identify forces that support and oppose the provision of relevant health education and
services

b)

Identify managerial bottlenecks through education and health system research

c)

Conduct implementation research to overcome community resistance the managerial and
system bottlenecks and weaknesses in education and health systems

This research under META, though primarily focused on community level factors, has revealed
barriers at community level as well as in the six building blocks of the health system, namely financing,
access to ASRH, work force, service delivery, information systems, leadership and governance. The
research has also brought forth key recommendations at all levels of health services management
and delivery.

(a)

Community level barriers
Community level barriers identified in this research were religious biases, social stigma,
social prejudice, long distances to the health facility, inadequate sensitization at schools, and
inadequate income to purchase commodities when necessary. At individual level religious
biases affect initiative to seek certain types of services such as family planning. Social stigma
was characterized by disapproval from other members of the community against the practice
of adolescents seeking ASRH commodities and associated services. Social prejudice was
cited as a barrier as it instills fear among adolescents and discourages them from seeking
services and commodities. One key informant made the following statement: “It’s usually out
of fear that the youth don’t come at the facility for ASRH commodities”.
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Long distances meant that the adolescent had to spend money (often from their own earnings)
and time to commute to the health facility for products. Inadequate sensitization at school
meant that the adolescents would not be fully sexually and reproductively aware to be able
to overcome community biases and prejudices. During times of stock out of commodities at
health facilities, the adolescents either knew or were advised that they should purchase from
alternative sources. Inadequate income potentially reinforces the barriers of long distance and
non-availability of commodities and is a barrier to accessing the ASRH commodities. Limited
involvement of adolescents was also cited as a community level barrier.

(b)

Health system barriers
There were barriers identified in the six building blocks of the health system, namely financing,
commodities, work force, service delivery, information systems, leadership and governance.
(i)

Financing

Inadequate financing cited by the key informants as being partly responsible for challenges in
procurement and availability of ASRH commodities as well as health education at schools and
community. Poor planning, characterized by inaccurate quantification and imbalance between
demand and supply, was blamed for the stock out and erratic supply of ASRH commodities
at health facilities. One key informant made the statement: “Some commodities like condoms,
pills, family planning are consumed more than others and this leaves others to be less
consumed resulting in expiration dates reaching before these commodities are used”. Another
key informant stated that “some time the government takes long to deliver some products yet
people need free things such as T.B commodities ARVs, antimalarials, and vaccines; Other
facilities might be facing the same problem”. Another key informant stated that “not all the time
that ASRH commodities supplied at the facility meet the needs of the clients”.
(II)

Commodities

The consequences of stock out were that adolescents faced the non-availability of commodities
had either to use the meager resources to purchase these commodities from alternative sources
or go without. Moreover, high prices of the commodities from the alternatives sources made
the situation even worse. This was confirmed in a group discussion where it was stated that
“we do not pay money visiting the public health facilities; if we happen to visit private for profit
health facilities we have to pay the money for the SRH commodities as its individual operated
business”.
The distribution model of the ASRH commodities through health facilities was also cited as
a barrier by one key informant who stated that “there is negative attitude of the community
towards ASRH commodities such as condoms and this makes these comodities not available
in the communities and yet some adolescents without feelling sick might find it difficult to go to
facilities for the sevices and commodities.
(III)

Health workforce

A number of barriers related to the health workforce were identified in the areas of training,
time management and attendance. Barriers raised were inadequate number of personnel with
specialized training in ASRH health care delivery, absence from duty, and late coming. The
issue of training was emphasized by a number of key informants stating that “some health
workers lack knowledge as for as adolescents are concerned”.
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(IV) Service delivery
Several barriers related to service delivery were cited and included inadequate privacy during
interactions with the health workers and other patients, long waiting time, judgmental attitude
or prejudice of health workers, lack of special clinics for adolescents, lack of adolescent
friendly environment at the health facilities, poor inadequate sensitization outreaches and
poor hospitality. One of the key informants made the following statements: “Young girls when
pregnant tend to fear to come at the facility, they think they may be questioned by the health
workers when they become pregnant when so young. For boys or men, it’s okay, they pick
the condoms even at night”. Opening hours for facilities especially for the provision of ASRH
commodities varied between health facilities. In some cases, the provision of ASRH services
was limited to between 8am to 5pm as was mentioned by one of the key informants. “Time
of service; the hospital staff [medical] staff work from 8am - 5pm [Monday- Friday] so these
commodities are not available to the patients who would like /want to access them after those
hours and on the weekends”.
Payments made for either services or commodities were potentially denying certain categories
of adolescent from receiving commodities. Type of facility, level of care, and occupation
of adolescent were associated with payment for services. The potential hindering effect of
payments for commodities was also observed by the GPRHCS especially with respect for
family planning.
(V)

Information systems

Regarding information systems, the major shortcoming has been inability to collect sufficient
information on demand to be to quantify the what is needed for all the commodities. This was
alluded to by one of the key informants who stated that “accurate quantification is needed and
the different funders and NMS should know the relative quantities of each of commodities
used”. To be able to do this requires properly functioning information systems.
(VI) Leadership and governance
Barriers in leadership and governance were cited by a number of key informants. Inadequate
leadership was characterized by poor coordination of alternative funding agencies. One of the
key informants while emphasizing on this point stated that “and for these other private funders
the hospital has to constantly remind them whenever there is lock of these commodities but
when and how they are going to be delivered is uncertain”.

Level of satisfaction
The overall level of access to commodities and services was 68.9%. This was computed based on the
constructs of availability, acceptability, affordability and accessibility. The overall level of satisfaction
with commodities was 68.7%. this was computed based on the constructs of availability, affordability,
quality and instructions with use of commodities. Affordability was measured using the proxy of free
commodities. The overall level of satisfaction with services was 74.8%. this was computed based
on attitude of health worker, privacy at the health facility, confidentiality, waiting time and instructions
given during service consumption. Based on the data, the level of satisfaction with services was
higher than satisfaction with commodities.
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Summary of the barriers
The table is a summary of the barriers indicating cumulative percentages. As the table, inadequate
commodities, inadequate sensitization, inadequate financing, inadequate health workers and
inadequate services are most important barriers accounting for 80% of the barrier mentions.
Frequency of
mention

Percentages

Cumulative
percent

Inadequate commodities

175

30%

30%

Inadequate sensitization

106

18%

49%

inadequate Financing

74

13%

62%

Inadequate health workers

55

10%

71%

Inadequate services

52

9%

80%

Infrastructure

23

4%

84%

Inadequate time

21

4%

88%

Stigma and prejudice

20

3%

91%

Negative attitude of health workers

20

3%

95%

Community involvement

15

3%

98%

Accessibility

6

1%

99%

Inadequate instructions

4

1%

99%

2

0%

100%

2

0%

100%

Motivation( Health workers and
adolescents)
Monitoring by government
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General
recommendations

R

espondents from exit poll interviews, key informants and focus group discussions made a
number of recommendations. Figure 12 is a thermalized summary of the recommendations
posited by the respondents in exit interviews, focus group discussions, and key informant
interviews.
Figure 17: General recommendations
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Discussion

T

his report elaborates evidence regarding factors that prevent adolescents from accessing
and using ASRH commodities in a way that benefits them as individuals but also society at
large. This research has presented evidence for shaping policies and programmes related
ASRH commodities and associated services. There are three primary concerns regarding adolescent
sexual and reproductive health in Uganda, namely:- data for epidemiological and programme
monitoring; research evidence for policy formulation and programme design; and translation of
knowledge about adolescent sexual and reproductive health into practice for strengthening policy
formulation, programme design and programme implementation.

(a)

Availability of ASRH commodities
Availability of commodities stimulates access and reinforces utilization of health services. In
Uganda a number of ASRH commodities have been listed in the Essential Medicines and
Health Supplies List 2016. Although ASRH services are easily delineated, a number of ASRH
commodities more often than have ambivalent status. An example are the commodities used
in treatment of STIs but also other conditions not directly related to sexual and reproductive
health. This research has provided an opportunity to understand the availability status of ASRH
commodities at the health facilities from the users, community, and provider perspectives.
From the users’ perspective availability appears to be high as demonstrated by the high
percentage (82%) of the adolescents who received all the commodities prescribed. According
the research findings, 50% of these respondents received ASRH commodities. From the
community perspective there was a feeling that the quantities of the different ASRH commodities
need to be increased to cater for needs of a larger number of adolescents. Judging from the
recommendations made by the exit poll respondents to increase the quantity of commodities,
the issue of shortage becomes valid. The provider perspective provides a more precise
elucidation on the issue of availability. According to the providers, commodities other than
those for STIs are regularly available. In particular family planning commodities and condoms
were generally reported as regularly available at the health facilities.
The finding that adolescents may be more likely obtain commodities and associated services
at certain levels of care more than others is rather disturbing. As observed in this research
adolescents were more likely to obtain ASRH commodities from health centre IVs and least
likely from hospitals. There is no apparent logic in this observation as one would have expected
that due to the distribution model (kit system for HC IIs and HC IIIs, but pull system for HC IVs
and hospitals), HC IIs and HC IIIs would probably experience more severe shortages. This
issue therefore needs further investigation given the low response rate in this case.

(b)

Marital status and access to ASRH commodities
Adolescents are a special population with respect to a number of health interventions and
programmes. They are vulnerable to sexually transmitted diseases, unwanted pregnancies
and a host of other health problems. The data from this research shows that 28.7% of the
adolescents in the sample were married. According to UDHS 2016, 25 percent of adolescents
age 15-19 in Uganda have begun childbearing: 19 percent of women aged 15-19 have given
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birth. The percentage rises with age and this was similar to the data from this research indicating
that while only 2% of the 10 to 14 year olds were married, 39% of adolescents among the 15
to 19 year olds were married. Findings in this research indicate that female adolescents are
more likely to be married than their male counterparts. This has a huge bearing in designing
adolescent sexual and reproductive health programmes
Pregnancy and child bearing imposes additional challenges to adolescents who in addition
to facing adolescent related health and social problem take on additional responsibility on
motherhood and associated roles and challenges. In addition to the additional challenges,
the data in this research has revealed that marital status is significantly related to satisfaction
with instructions on utilization of commodities. This has implication for designing systems
for enhancing adherence to medical instructions. The relationship appears to stem from the
fact that married adolescents are more concerned about the need to use ASRH commodities
appropriately to avoid sexually transmitted infections. In terms of programme design, the ASRH
programme must have components targeting both sub-populations, i.e, single adolescents
and married adolescents.
Fortunately, the data in this research indicates that marital status is likely not to influence other
important variables such as level of care, level of service from the health facility, and being
satisfied with majority of the attributes associated with service delivery processes. This was
apparent from the observation that satisfaction levels with waiting time for prescriber, attitude
of the health worker and laboratory services were not depended on marital status.

(c)

Age and access to ASRH commodities
Age is an important variable among the adolescents. Firstly, because it influences the marital
status variable and therefore setting off a cascade of health and social challenges. Secondly
the data in this research indicates that older adolescents are more likely to wait longer for
services and commodities than their young counterparts. Thirdly for the 10 to 14 age strata,
there is significant relation between level of education and level of care implying that within
this age group, the ones have a higher level of education are more likely to seek services from
higher levels of care. This study has introduced a new perspective regarding age and access
to ASRH commodities. Data from this research indicates that difference in age between the
adolescent and the health worker is likely to subtly act as a disincentive for accessing the
commodities. This may be attributed to communication barrier, attitude of the health worker
or perceptions of prejudice on either side. This is important when designing programmes for
ASRH commodities.

(d)

Religion and access to ASRH commodities
Religious beliefs are known to potentially affect the way individuals interpret world phenomena
and how they react and respond to changes in nature. In the exit interview sample for this
research Christians constituted 79.9% of the sample while Muslims constituted 15.8% of
the sample. According to Index mundi Uganda Demographics Profile 2016, Catholics and
Anglicans contribute a total of 77.8% which is very close to the total in the sample used in this
research. Muslims contribute 12.1% slightly lower than what is observed in the sample for this
research. The differences could be due to the fact that the sample for this research was only
comprised of adolescents.
The role of religion in moral moderation and behavioral adjustment is largely undisputed on
a global scale. Previous investigations on the relationship between religion and ASRH have
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majorly focused on the effect of religion on sexuality. Although religion has potential to influence
and shape attitude and personality, the observations and analyses in this research present
religion as less impacting than would have been expected. In the natural world, religion would
have been expected to influence choice of type of health facility and level of care one visited
for services, as well as be sensitive to the attitude of health workers, confidentiality and privacy
issues. Interestingly such influence was not observed in this research. Religion however
exerted some influence on the service level from the health facilities implying that members of
some religions were more likely to benefit from all services than those of other religions. This
influence however seemed to disappear with age of the adolescent probably due to increase
in appreciation regarding the importance of ASRH commodities with age.
These findings have implications for policy formulation and programme design. To be effective
policies should leverage the religious influences on sexuality especially targeting the sexually
aware but sexually inactive age group 10 to 14 years, while also targeting to exploit the relatively
innocuous nature of religion on access to ASRH commodities.

(e)

Sex and access to ASRH commodities
The sex of an adolescent has a bearing on the challenges and opportunities that the adolescent
faces during that stage and how they respond and react to these challenges and opportunities.
The bearing arises in two perspectives, that is, through the gender role and through the biological
role. Sex is an important demographic variable among adolescents because as noted in the
findings, female adolescents are more likely to be married thus increasing their scope of ASRH
challenges and neeeds. As presented in the findings pregnancy during adolescence provokes
negatives attitude and stigma from the community and even health workers while at the same
precipitating fear at the individual level. The findings also highlight an additional challenge with
sex, i.e. boys are able to pick condoms from health facilities at night while girls may not be
able.

(f)

Level of education and access to ASRH commodities
Formal education plays a fundamental role in preparing individuals to understand and interpret
phenomena. In the aspect of ASRH, formal education is expected to increase utilization of
commodities and consumption of services.
The findings in this research are not far from what is expected in the natural world. The finding
that higher education was associated with lesser number of visits has both negative and positive
implications. The negative aspect is that education is expected to facilitate the utilization of
services but as seen in this research the higher one was educated the lesser the frequency of
visits. On the positive note educated individuals are expected to fall sick less often and such
experience less visits to the health facility. While the latter is desirable, it may be a barrier
considering that the commodities are distributed through health facilities. This observation has
policy and programmatic implication especially in determining and the role of education and
exploiting the opportunities it brings in promotion of ASRH for adolescents.
It was also observed that level of education was positively correlated with the level of care
such that the higher the level of education, the higher the level of care. The reason for this
observation is not clear but one could speculate that education brings in a sense of pride that
influences choice of level of care. It could also be that the higher the level of education the
better the financial means to travel to higher levels of care that are usually much further than
the lower levels. Similarly, level of education was associated with type of facility visited with
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the more educated being more likely to visit the private for profit facilities. The observation is
certainly related to ability to pay.
Astoundingly the effect of level of education to service level was more pronounced among the
young adolescents than in the older adolescents. Among the young adolescents, the demand
for commodities appears to increase with age, however due to cultural perceptions and beliefs,
this demand may not be fully met. This observation appears to reinforce the claim by a number
respondent that stigma and prejudice negatively affect aces to ASRH commodities. The stigma
and social prejudice appear to be grounded in cultural beliefs and perceptions which though
directed at all adolescents, become more severe to the young adolescents. As a result, health
workers may consciously or sub consciously deny service and commodities to young adolescents
thus reducing the service level. These observations have programmatic implications especially
with regarding to training of health workers and sensitization of adolescents.

(g)

Source of income or occupation and access to ASRH commodities
Source of income or occupation are expected to influence a number variables related to
ASRH such as level of care, type of facility, means of travel and satisfaction with the various
attributes associated with the process of health care. Female adolescents were more likely to
be employed and to be married. This implies that male adolescents are more likely to miss out
on commodities in cases where they are required to buy them. Similarly, female adolescents
will have increased demand for commodities occasioned by pregnancy and child bearing. The
findings have huge programmatic implications.
Although source of income for both parents/guardians and for adolescents was considered,
it was the one for the latter that had the largest influence on important variables. Source of
income for both adolescents and their guardians had an influence on the means of travel to the
health facility, with the employed using faster means of transport than the unemployed.

(h)

Waiting time and access to ASRH commodities
Waiting time is usually perceived from the negative sense although the process of treatment
consumes time. The time may be influenced by a number of factors. The important observations
with programmatic implications were: adolescents were more likely to wait longer at public
health facilities while older adolescents were more likely to wait longer at the health facility than
younger adolescents and adolescents who walked to the health facility were more likely to wait
longer than those who used faster means of travel. These factors may interact to make much
harder for the adolescents to receive ASRH commodities.

(i)

Training of health workers and access to ASRH commodities
A well trained and motivated workforce is vital for successful implementation of the SRH
programme. However, from the point of view of a number of providers, the number of health
workers trained in ASRH is limited. Inadequate knowledge and skills in ASRH was stated as
one of the barriers to ASRH commodities. In Uganda training of health workers in ASRH was
imitated by the MoH starting with a pilot phase in 15 largely rural districts. Health workers in
those districts were equipped with professional skills necessary to work with young people.
These include non-judgmental engagement and motivational approaches which go beyond
merely providing information and preaching, to helping young people identify, own risks and
devise protective measures.
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(j)

Health system and health facility factors
A number of factors were pointed out by the respondents as being inimical regarding access
to ASRH commodities and associated services. Critical issues included inadequate financing,
poor coordination of partner support, negative attitude of the health workers, lack of special
clinics for the adolescents, lack of attractive environments for adolescents. These issues have
immense implications on programme design and implementation.
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Conclusion and
Recommendations
Conclusion
The overall objective of the research was to examine the barriers that affect access to ASRH
commodities to inform interventions that promote availability and use of ASRH commodities in
Uganda. The research was designed to provide answers to the following questions:1.

What are the determinants or factors of access to ASRH commodities at individual, community,
facility and health system levels?

2.

What are the interactions among the factors associated with access to ASRH commodities?

3.

What are the barriers of access to ASRH commodities?

The determinants or factors of access were: Level of care; Frequency of visits; Age of adolescent;
Type of health facility; Means of travel; Occupation of adolescent; Sex; Occupation of parent; Highest
level of education; Religion; Marital status; and Marital status. These factors interact with one another
to influence access to ASRH commodities. The interactions among these factors is highlighted in
table 20.
The most important barriers were inadequate commodities, inadequate sensitization, inadequate
financing, inadequate health workers and inadequate services
This report contains statistical data and information that can influence policy dialogue on ASRH
commodities and associated services, advocacy at district, sub-national, national and international
levels, and interagency collaboration. The ultimate goal is to enhance coordination among financing
agencies, improve partnerships between the financiers and the government of Uganda, promote
the role of civil society in awareness building and mobilize the resources needed to increase timely
and optimal availability of ASRH commodities a key prerequisite for accelerating progress towards
universal access to adolescent sexual and reproductive health.
The report clearly highlights the barriers at individual, community, health facility and health system
levels. It is apparent that addressing these barriers can improve access to ASRH commodities in
leaps and bounds. The roles of sex, religion, level of education, occupation have been well elucidated
in the text of the report.
Table 20 gives a summary of interrelationships among individual, community, health facility and
health system factors.
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Table 23: Summary of the key relations between factors

Determinant/independent variable

Dependent variable

Level of care

Getting all commodities

Frequency of visits

Getting all commodities

Level of care

Getting free commodities

Age of adolescent

Waiting time for treatment

Type of health facility

Waiting time for treatment

Means of travel

Waiting time for treatment

Type of facility

Payment for services

Occupation of adolescent

Payment for services

Level of care

Payment for services

Sex

Highest level of education

Occupation of parent

Highest level of education

Highest level of education

Level of care

Religion

Getting all services

Highest level of education

Getting all services

Age

Time taken to reach the health facility

Marital status

Time taken to reach the health facility

Highest level of education

Type of health facility

Occupation of parent

Means of travel

Occupation of adolescent

Means of travel

Marital status
Occupation of adolescent
Occupation of adolescent
Occupation of adolescent
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Satisfaction with instructions on utilisation of
commodities
Satisfaction with waiting time to see prescriber
Satisfaction with instructions on utilisation of
commodities
Satisfaction with attitude of the health worker

Specific
Recommendations
Improve on leadership and governance
t

MoH to update the ASRH policy to provide guidance to government ministries and development
partners working with the Ministry of Health on how to respond to adolescents SRH needs.

t

MoH to develop a mechanism for coordinating partners supporting the provision of ASRH
commodities

t

MoH to set up a mechanism for collecting information on the need for ASRH commodities so
as the more accurately quantify demand and inform supply planning

t

MoH to enhance the linkage between Ministry of Education and Sports (MOES) and Ministry
of Health (MoH) to effectively sensitize adolescents on matters of sexuality and human
reproduction

t

MoH to develop and implement a mechanism for involvement of adolescents in the planning,
implementation, monitoring and evaluation of ASRH programs

Invest in remodeling service delivery at health facilities
t

MoH to set and enforce standards for provision of adolescent friendly SRH services

t

MoH to set up adolescent friendly corners or special clinics to motivate them visit the health
facility

t

MoH to scale up the peer approach within the health facilities by having specially trained young
health workers attend to youth helps win the trust of young people to seek health services.

t

Provide training to health workers on ASRH services

Improve communication and social mobilization
t

CSOs to support the MoH design age-appropriate ASRH information;

t

MoH to facilitate innovative approaches including utilization of digital platforms to enhance
access to ASRH information

t

CSOs to leverage on existing community health structures to provide ASRH information

t

MoH to build capacity of health care providers to provide SRH information to adolescents

t

CSOs to engage in coordinated and comprehensive policy advocacy for a supportive political
environment for adolescent sexual and reproductive health (ASRH) supplies
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