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Abstract
Background: A �fth of the global population is made up of adolescents. Sexual reproductive health needs for
young people is largely ignored by existing health, education and other social programs. In Rwanda, there is still
an increase in teen pregnancies, HIV/ STIs as well as reports on the lack of access to accurate SRH information.
The study aimed to explore the perceptions and barriers toward sexual reproductive health services accessibility,
availability and quality among adolescents in the second cities of Rwanda.

Methods: Cross-sectional study was conducted in six selected cities of Rwanda. In-depth interviews were
conducted using semi-structured questionnaires among 121 adolescents aged 10-19 years old living in six
selected cities.

Results : Majority of the participants were female 62.8% and aged between 15-17 years old 32.8%. Females
adolescents were more aware, and adolescents with primary school level 62.5% were not aware about SRH
services provision at health facilities. Adolescents were mostly aware about the availability of HIV testing and
circumcision services at 102 ( 86.4%). Results indicate that utilization of SRH services remains low (34.7%)
among adolescents. A recent utilization of a particular service was linked to a use in the past: “I am aware of my
HIV status because I was tested when I was going to receive a   transfusion at a hospital” (Female participant,
Rwamagana). Family, socio-cultural, religious in�uences and lack of privacy, high costs for the services,
unavailability of some services at private facilities as well as lack of comfortable separated rooms, were the
barriers reported by adolescents that prevented them from utilising SRH services.

Conclusion : Accessibility to SRH services for adolescents remains low and SRH services provision doesn’t offer
con�dentiality to adolescents who seek services at health facilities. Family in�uences, socio-cultural stigma and
religious barriers remain a burden to adolescents’ SRH services utilization. Increasing community outreach and
adolescent’s engagement is needed to enable access to accurate SRH information. Multidisciplinary stakeholders
should collaborate and cooperate to address the stigma associated with access to SRH services for adolescents. 

Plain English Summary
Sexual Reproductive health problems remain the public health concern worldwide. Although a �fth of the global
population is made up of adolescents, the sexual reproductive services for adolescents remain poor in most low-
and middle-income countries. Rwanda is of these countries that still face an increase of sexual reproductive
health problems such as teen pregnancies and HIV/ STIs. The purpose of this study was to understand the
perceptions and barriers toward sexual reproductive health services accessibility, availability and quality among
adolescents in the second cities of Rwanda. A study was conducted in six selected cities of Rwanda by
interviewing adolescents aged 10–19 years.

The study indicated that utilization of SRH services was low among adolescents, whereby half of sexual
reproductive health services that were known to be provided was HIV testing. Awareness of the SRH services
availability among adolescents was high. We found low awareness among illiterate boys and adolescents with
primary school level. The study found that services were free of charge to public health facilities, but it indicated
poor utilisation of sexual reproductive services due to family, socio-cultural, religious in�uences, lack of
information about services, high costs for the services at private facilities, no comfortable separated room adults
from adolescents and unavailability of some service.
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We have concluded that, although availability of SRH services is high, its accessibility is still challenging for
adolescents due to lack of awareness on available services at health facilities but also due to barriers such as
family in�uences, uncomfortable rooms for adolescents which are separated to the adults ones.

Background
Adolescents’ health is important to every society as it is one of the tools for economic development, and public
health [1]. About one �fth of the global population is made up of adolescents. The overall burden of disease in
adolescents is recorded to be at 23% due to early pregnancies, gender-based violence, HIV/STIs, unsafe abortions,
among other causes [2]. Investing in adolescent health could prevent about 1.4 million deaths in adolescents
annually [3]. Although the sexual reproductive health (SRH) problems are the global burdens among adolescents,
these health issues are more likely to be found in sub-Saharan African countries [4]. Those SRH problems include
the unwanted pregnancies, HIV/AIDS infections, unsafe abortion and their consequences, and other STDs [5].

Adolescent sexual and reproductive health had been the major agenda during the1994 International Conference
on Population and Development (ICPD). During this meeting, reproductive health needs of young people were
discovered to be largely ignored by existing health, education, and other social programs while their health could
improve economic prosperity in all sectors of communities [6, 7]. Indeed, Sexual and reproductive health services
(SRHS) ought to provide health information, education and counselling, provision of a range of safe and
affordable contraceptive methods, quality obstetric and antenatal care for all pregnant girls, testing (pregnancy
and HIV), prevention and management of STIs, promotional activities, and encourage active participation of
adolescents [7, 8]. The studies conducted in Kenya indicated that the perceptions of adolescents to the SRH
services are not uniform, and it is characterized by the variabilities according to gender and the type of SRH
service being sought. For instance, the girls seeking antenatal care (ANC) and family planning (FP) services at
health facilities characterize the available SRH services, as good and staff, as helpful while boys feel comfortable
in seeking any SRH service within the health facilities [4].

It was also found that knowledge on existing SRH services was very poor and boys were totally unaware of
adolescents and youth health services available through the public health system. The same researchers
documented the lack of availability of SRH services which was an important challenge to reach the adolescents'
needs. Among the other barriers found in the previous studies, we found the lack of con�dentiality, adolescents
and youth friendliness and accessibility of available SRH services [9]. A review of the International Conference on
Population and Development (ICPD+15) conducted a study, 10 years after 1994, and revealed that teenage
pregnancies remain a major problem, especially in sub-Saharan African countries. The analysis from ICPD + 15,
10 years later showed that 120/1000 of women aged 15–19 years have given birth [10]. Additionally, during the
ICPD+ 20 review, the same problem persisted especially in adolescents aged 10–14 [3].

Other studies state that only 10% of young men and 15% of young women were aware of their HIV status by 2014
[11, 12]. It was recently found that the majority of adolescents still lack awareness and autonomy to access SRH
related information and services [13]. HIV testing and counseling had been accessed by less than 30% within
those aged 15–19. In 2015, 79% of new HIV infections in adolescents were recorded in Sub-Saharan African
countries [14]. Most Sub-Saharan Africa countries lack skilled counselors and youth serving professionals to
provide SRH Services to adolescents [11, 14]. Besides this, other studies indicated that the poor accessibility to
SRH services among adolescents were associated with the socio-cultural constraints such as parents who limit
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their adolescents to access SRH services and including parents not providing education related to SRH [13, 15,
16]. Having fear and shame among adolescents for using the SRH services was also found as the barrier [17].
Other researchers documented that the �nancial means, lack of knowledge of service locations, school or
community and family pressure, privacy violations, limitations in sexual education for male and females’
adolescents, negative interactions with health providers, and pain associated with the SRH services were the
barriers to the SRH utilization [18].

Services that are adolescent friendly and function according to the 2014 World Health Organization (WHO)
standards, should aim at providing information, education, and health services to help adolescents understand
their sexuality and protect them from unintended pregnancy and STIs including HIV/AIDS [12].

The Rwandan Government and stakeholders with respect to Rwanda's Fourth Health Sector Strategic Plans to
meet up with SRH needs of adolescents by 2024, invests in youth Corner’s and centers wherein services are being
provided [19]. Despite efforts, studies still identify that existing Youth Friendly Centers providing SRH services to
adolescents in Rwanda which are not to standards. According to WHO standards, a friendly SRHS has to be
equitable, accessible, acceptable, appropriate, and effectively provided to adolescents [20]. The unmet needs of
adolescents in Rwanda are clearly seen in the continuous unintended pregnancies and increase of HIV and other
STIs prevalence among other outcomes [21] indicating that there is a gap in the response rate to the needs of
adolescents in Rwanda. Efforts to attain quality SRH are still constrained by inadequate access to, and inequitable
distribution of quality SRH services. In Rwanda, there is still an increase in teen pregnancies, HIV/ STIs as well as
reports on the lack of access to accurate SRH information. Although there is a signi�cant increase of the SRH
problems in Rwanda, there is a lack of understanding of the perceptions and barriers toward SRH services
accessibility, availability and quality, among adolescents in Rwanda. This study was designed to explore the
perceptions and barriers toward SRH services accessibility, availability and quality among adolescents in selected
cities of Rwanda.

Methods
Study design

Cross-sectional study was conducted in six selected cities of Rwanda. In-depth interviews (IDIs) were conducted
among adolescents aged 10-19 years to explore their perceptions and barriers toward sexual reproductive health
services accessibility, availability and quality in selected cities of Rwanda. In this study, the SRH services including
HIV/AIDS and other STIs, pregnancy testing, antenatal and postnatal care, and contraceptive methods were
focused during the interview.

Study settings and participants

A strati�ed systematic sampling was used to obtain a representative sample in all cities of target while simple
random sampling was used to recruit adolescents to take part in the study. Households were the smallest units to
�nd the adolescents to be interviewed in each city of target whereby Villages “known as Imidugudu” were the sub-
area to be used to allocate a proportional and representative size. A total number of households in each
Umudugudu (Village) divided by the sample size of 121 participants provided a sampling interval, and the �rst
house to visit was selected randomly. Every effort was made to include all households selected. If a house was
unoccupied at the time of a visit, that house was revisited later that day and if there were no adolescents, we
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visited the next household. If the house was permanently vacant, if the occupants declined to allow the
adolescents participate, or if an adolescent was not available for an interview after multiple attempts, then the
next closest household was visited. The number of non-respondent households have been recorded on a
Household Visitation Log Sheet, to be submitted daily to the research coordinator. Before recruitment, every
adolescent was given full information regarding the study aims and design, thus a written assent and consent
were signed for adolescents and parents who agreed to participate.

Data collection

Study pilot was �rst conducted with 12 participants identi�ed by the investigators through simple random
sampling of households within a village in Nyamata city of Rwanda. In-depth interviews were conducted over a
period of 6 months from January 2019 to June 2019. 3 co-investigators and 2 recruited/trained data collectors
(having knowledge in both quantitative and qualitative research as well as on sexual and reproductive health)
facilitated data collection. Each interview lasted between 30 min -1:30 minutes. All the interviews took place in a
comfortable area within the community, where every adolescent was free to provide accurate information without
pressure. One trained note-taker recorded hand-written notes during each interview to ensure accuracy and check
the translation. Data collection was done in a native language, Kinyarwanda. Transcripts from the interviews were
translated and analyzed in English by a bilingual researcher for consistency. English translated copies were saved
in rich text format and later transferred to ATLAS Ti 5.2 and Statistical Package for Social Sciences (SPSS) for
analysis. Ethical approval was obtained from the Institutional Review Board of the University of Rwanda.

Data analysis

For quantitative, data collected were exported to Statistical Package for Social Sciences (SPSS) software to be
analysed from excel. The descriptive analysis was performed based on the frequency and percentage. The cross-
tabulation and histogrammes were used in the analysis of numerical variables from the participants.

For qualitative analysis, the transcripts from the interviews were translated from Kinyarwanda to English and then
analyzed in English by a bilingual researcher for consistency. After translation, English translated copies were
saved in rich text format and later transferred to ATLAS Ti 5.2. Analysis of qualitative data was performed for
achieving the objectives of the study. To make the results relevant, all transcripts were read by the authors several
times and each author provided. Once coding was complete, codes referring to the same topics or sub-themes
were grouped into code families and outputs on speci�c themes were organized and used for report writing. After
careful readings and provision of the comments from each author, the discussions among investigators were held
to achieve common consensus on the most prevalent perspectives from the participants related to accessibility,
availability, quality and barriers to SRH services. Therefore, the following themes were created: (a) awareness of
the SRH services provided at health providers; (b) adolescents accessibility to SRH services available; (c)
adolescents perceptions on administrative procedure while accessing SRH services; (d) con�dentiality and
privacy; (e) staff characteristics and youth involvement in the services provided to the adolescents; (f) adolescents
involvement; and (g) barriers to SRH services accessibility for adolescents. Thematic analysis was, therefore,
achieved and the extracts from each adolescent was taken with common agreement of the researchers.

For data management, data collected was kept in a pass-worded computer that only those involved in the
research may get access to. After 2 years, collected data must be deleted from software and others burned with
proper supervision from the research team. Quantitative data were extracted into excel sheets then imported to
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SPSS software version 22 for statistical analyses. Regular meetings between authors were conducted to ensure
database management and to facilitate discussion/ harmonization of codes as assigned to transcripts.

Results
Participants Social Demographic Characteristics and Awareness of SRH Services Provided at Health facilities

A total of 121 adolescents from selected cities were enrolled in this study. The results indicated that the majority
(38.8%) of the study participants were aged 15 to 17 years and females made (62.8%). Regarding the education
level of adolescents, the majority 46(38%) had primary education level, and ordinary level of secondary school
43(35.5%) [Table 1].

Among 120 adolescents who responded, 105(86.8%) participants were aware that sexual and reproductive health
(SRH) were provided at health facilities in Rwanda. The results indicated that adolescents aged 18-19 were highly
aware of SRH services 41% compared to other age groups of adolescents. Findings showed that the majority 62
(59%) of females were more aware of the SRH services provision than males 43 (41%). Of 105 (86.8%)
adolescents who had awareness of the SRH services provision, majority (36.2%) of them were found to be
studying in ordinary level of secondary school (Table 1).

Adolescents’ awareness on the availability of SRH services at health facilities

There are a variety of SRH services intended to be given at the health facility.  We assessed the awareness of
participants on availability of the SRH services at nearby health facilities. Most adolescents reported to be aware
of SRH services provided at health facilities, whereby the most known available services were circumcision and
HIV testing [Table 2]

Utilisation of the sexual reproductive health services

Among 121 adolescents, only 42 (34.7%) used some of these services while the remaining 79 (65.3%) did not use
the SRH services. The results indicated that among the services utilised by the adolescents, HIV was mostly used
(18.2%), circumcision (0.83%), both circumcision and HIV testing  (7.4%), HIV test and HIV testing and antenatal
care (ANC) (0.8%) [Figure 1].

Qualitative results from in-depth interviews indicated that adolescents faced the barriers to SRH usage such as the
limited awareness and poor information or insu�cient knowledge about the SRH availability and the health
facilities which provided these services. These barriers remain problematic among adolescents in need of them.
Adolescents highlighted that they utilized particular SRH service due to their previous awareness of it or during
massive community screenings such as during HIV Screening.

            “I am aware of my HIV status because I was tested when I was going to receive a transfusion at a hospital”
(Female participant, Rwamagana).

Some adolescents responded that seeking SRH services at the health facilities is not possible for them, but they
access the SRH services during occasions such as when there are the campaigns organized on particular SRH
services, such as HIV testing or VMMC. A 25-year-old male explained:

            “We sometimes access the services, once they are testing for HIV during campaigns in our community”
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Many adolescents mentioned their reason for not utilizing SRH to be associated with not being informed. The
adolescents indicated that the concern that affects their access to SRH services was lack of real information that
resulted to low utilization of the SRH services at youth centers and health facilities:

            “We are not aware of the services available for us, no information given to use, and lack of knowledge on
why to seek such services prevent some of us from accessing the SRH     services” (Female participant, Musanze).

Some adolescents who participated in this study expressed that all of them should utilize these SRH services,
especially girls. 

            “Girls must know those services and be aware of their sexual health as they are the ones who face too
much consequences” (Female participant, Kicukiro)

The results indicate that most adolescents from the six selected cities con�rmed that the walking distance to the
health facilities to access SRH services is less than 30 minutes. However, 6(5.2%) reported that those services are
located too far from them, and that this hinders accessibility because of the long distance it takes to reach the
health facilities. Majority of adolescents 104(90.4%) did not use media channels for getting information regarding
SRH and SRH services provided in the living settings. Accessibility to medical records, and suitability of the daily
operating hours were found with 92.3% for each [Table 3].

The qualitative data from the interviewed adolescents are like the quanti�able results. The qualitative data
highlighted that socio-cultural and geographical constraints were the barriers which negatively affected their
accessibility to SRH services.  It was, therefore, found that misinformation and poor information related to the
service delivery was the barrier:

            “I do not use social media for getting information regarding SRH services. We get false   information from
colleagues, and it is sometimes di�cult to be informed of the places where we can �nd reliable information on
SRH services accessibility” (Male participant; Gasabo).

Adolescents’ experiences suggest that health care providers rendering SRH services to them were willing to avail
their medical history to adolescents whereby 24(92.3%) accessed them freely, and 23(76.67%) did not miss any
service they needed:

            “Yes; sometimes when I request more information on my SRH medical history, it is provided easily”. (Male
participant, Rwamagana).

It was also revealed that some SRH resources are not available at the health facilities. Some interviewed
adolescents admitted that condoms are available for males, while female condoms are not available in health
facilities.

            “No; male condoms are easily accessible and available but female condoms are not there (Female
participant, Musanze)”

Adolescents perceptions on administrative procedure while accessing SRH services

The results indicated that 96.2% of the services are provided free of charge and 92.3% of adolescents reported
that the services are delivered at a suitable period of the time, however, the majority (66.6%) reported lack of staff
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members to oversee ASRH services. Adolescents showed that they spend little time waiting for the services.
However, 3.9% stated that they wait for over one hour to be given the SRH service at the health facility [Table 3].
While it is likely that utilising health insurance addresses the problems related to high service cost when seeking
SRH services, some adolescents mentioned that in private health facilities, the cost of SRH services is not
favorable for them.

            “The cost of circumcision is high within the private health facilities, I paid more than 10,000 Rwandan
francs” (Male participant, Gasabo).

 

Con�dentiality and privacy

The results demonstrate that close to half of the health facilities still provide SRH services in the same room for
both Adolescents and adults. About 12(46.2%) of adolescents who at least used the SRH services stated that the
health facilities in charge of providing the services had not comfortable rooms or separated rooms for delivering
the SRH services to the adolescents. The adolescents thought about what adults would think of them once they
saw them looking for SRH services. 29(92.6%) of participants who used the services accepted that they are not
asked for guardian permission [Table 4].

             “We are able to utilize or access the SRH services at health facilities without parent/guardian consent
because everyone enters alone in the rooms of service providers” (Female participant, Gasabo).

The interviewed adolescents also reported the di�culties of having a desired waiting space while waiting for
access to the SRH services delivery (14.8%).  Moreover, some adolescents had witnessed that some facilities have
comfortable waiting spaces at the SRH services department (85.2%). Adolescents’ friendly services were said to
be more accessible in youth friendly centers and are the main one that were reported to provide educational
materials to adolescents.  

            “At Dushishoze [a youth friendly health center], they provide books and articles on SRH information and
services such that you can even carry them at home.” (Male participant,        Huye).

Staff characteristics and youth involvement in the services provided to the adolescents

The �ndings showed that all the adolescents that the staff of the health facilities that offer SRH services among
the adolescents were knowledgeable that the SRH services were friendly provided (74.1%), but only close to half of
adolescents indicated that 62.07% of the health providers spent the extra-time to provide the adequate services to
the adolescents. It was found that only 50% of health providers delivered to the adolescents general information
on health during SRH services provision Majority (74.1%) of the interviewed adolescents revealed that the staff of
the health facility provided the SRH services to them with no judgment but friendly and appreciable welcoming,
however, 25.9% of the adolescents reported that the health providers did not provide the SRH services friendly and
adequately to the adolescents. Findings indicated that a half of health providers provide essential information on
health and 92.6% of health providers provided to the adolescents SRH services with respect [Table 5].

The results demonstrated that the involvement of the adolescents in the SRH services they need remains low. To
involve peer educators in the services was low (18.5%), and involvement of adolescents in designing the feedback
mechanism was 19.2% while availability of transparent and con�dential mechanism for complaints about SRH
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services was 48% [5].  Qualitative data con�rmed that health services providers provide effective SRH services to
adolescents. 

            “Sometimes when making conversations with SRH services providers, you realize that they are
knowledgeable” (Male participant, Rubavu).

            “Looking into the way a service provider informs and responds to my questions, shows me that she is
knowledgeable” (Female adolescent, Rwamagana).

The staff professional attitude was described by the respondents and the majority of the adolescents’ said that
providers gave them more information on the SRH services they have offered to them:   

            “Before and after circumcision they teach the importance of circumcision and that it does not prevent HIV
at 100%” (Male participant, Huye).

 

Adolescents involvement

The study explored the involvement of adolescents with SRH provision to their peers and in the overall provision
of services, and young people are not available at 22(81.5%) as peer educators or counsellors at urban health
facilities where adolescents attend for SRH services.

            “There are only older people who provide us SRH services (Male participant, Rwamagana) 

            “I have seen that the majority of those who provide SRH services and information are possibly over than 30
years old “(Male participant, Gasabo)

The results from the adolescents indicated that 21(80.77%) respondents reported the absence of adolescents’
involvement in designing feedback mechanisms and 13(52%) respondents pointed out the lack of transparent
mechanisms to give complaints or demonstrate dissatisfaction [5]. The qualitative results presented that the
adolescents are not involved in that they should be provided and availability of various opportunities that help
them to access SRH services remained the concern. They also indicated that they lack the opportunities that
should help them to increase SRH awareness, positive perceptions, and effective utilization of the resources:

            “We do not receive an open opportunity to give and provide ideas on the sort of services they should give us
[adolescents]” (Female participant, Huye).

The study has also shown that some adolescents did not have any information on the age at which they are
allowed to access these SRH services or if they are actually supposed to use those services. Majority of the
adolescents who were participants in this study believe that only adults are supposed to use the SRH services or
at least a menstruating adolescent can be allowed to access the SRH services.

            “I think to be allowed to access the SRH services, adolescents should be 15 years old because she knows
what he or she is doing at that age” (Male participant, Rubavu). 

            “We can be allowed to access and utilize the SRH services at 12years old because most of at that age,
adolescents start menstruation.” (Female participant, Kigali).
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Barriers to SRH services accessibility for adolescents

Interviewed adolescents also mentioned various barriers such as: lack of information about comprehensive SRH
services for adolescents and where they can be accessed, community-stigma surrounding accessibility to SRH
services, unaffordable services within private health facilities ,fearing parents and church leaders on what they
might think about adolescents who try to utilize or request SRH services and judgmental attitudes of some health
service providers. 

Our �ndings communicate that there are people in�uencing adolescents’ poor utilisation of SRH services.
Adolescents were asked about their experienced perceptions about community members, family members, friends,
religious leaders, among others on their in�uence toward utilizing or not utilizing the SRH services for adolescents.
Our results demonstrate that the family members occupied the highest position of people 53 (44.9%) who limit
access to SRH services for adolescents, followed by community members 36 (30.5%)  and religious leaders 34
(28.8%) coming third on the list of people who limit access or utilization of SRH services for adolescents in urban
settings of Rwanda. This might affect the accessibility to SRH services because adolescents were afraid, had self
and social stigma from community in looking for the SRH services:

            “Community members limit adolescents’ access to SRH services because they may gossip about you, we
also fear them, and being ashamed if they saw me accessing those services,     and therefore, I do not want them
to know that I utilize SRH services” (Female participant, Kicukiro).

Adolescents indicated that the health care providers have a positive attitude of SRH that help them to provide for
the adolescents with con�dentiality and respect the SRH services. An adolescent said:

            “Health care provider for us in con�dential manner and privacy because everyone gets results alone”

The adolescents highlighted that the inaccessibility to SRH services was due to lack of privacy, con�dentiality and
equipment of health facilities. These attitudes caused them not to go seeking health care services at the health
facilities nor discuss their SRH problems. A participant said:

            “The services like circumcision is done during military week where more than one adolescent enters the
room.” Another expressed.

In addition to that, the results indicated that the negative attitudes of the family members challenged them to
access the SRH services. For instance; the family relatives and parents limited adolescents, spreading wrong
and/or con�dential information related to the services provided:

            “Community members such as neighbors may spread the information to others while I did this in a private
way to limit people who knows what I do in relation to sex issues and SRH in general”. (Female participant, Kigali)

            “Family members often limit us to access SRH services because this is linked to being a bad child or to
having bad manners if it is known that you want or access SRH services”.         (Male participant, Huye)

            “Family members limit us to access SRH services. I cannot try to access or request such a service if there
someone who knows me around because they will spread rumors in my          family that I am pregnant or that I
am a prostitute” said a female adolescent from Kigali.
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The qualitative �ndings indicated that socio-cultural norms constitute the important barrier to access SRH
services where the religious leaders limit the adolescents for using SRH services. The �ndings demonstrated that
the religious beliefs were an important contributing factor to the low access to SRH services:

            “Religious leaders are the principal people who limit me to access the SRH services because they are
refusing service utilization in general” (Male participant, Rubavu).

Another participant explained:

            “Religious leaders prevent me to access and utilize SRH services because they will send   me outside of the
church and therefore, I do not even try to buy a condom from a nearby shop to prevent people from telling our
pastors and other church leaders” (Female participant, Rubavu).

 

Discussion
Prior studies indicated that reproductive health needs of adolescents were discovered to be largely ignored by
existing health, education, and other social programs [6, 21]. The Rwandan health system has made efforts to
increase the accessibility to SRH services among young people through establishing a Youth corner at every
health center. However, despite these efforts, the results of the current study revealed that the usage of SRH
services among adolescents remains low (34.7%) in the selected cities. It was mentioned HIV testing was mostly
used. These results are similar to the �ndings the research conducted in other low- and middle-income countries
which showed the adolescents’ access to SRH remains low [17, 18].

The results revealed that the awareness of SRH services was 86.4%. Adolescents con�rmed that among the
services in which they were lowly aware of, the males, illiterate adolescents and adolescents who studied primary
schools, and adolescents aged 17–19 year were mentioned. These �ndings were supported by the previous
studies that reported that the poorly educated adolescents and boys were poorly aware and had access to the
SRH services [9]. Few of them seek HIV testing willingly and by personal decision. This complement was found in
the study done in Rwanda showing that young people have partial and often inaccurate knowledge about SRH
and have di�culty in accessing health services. They tend to rely on the radio and their peers for information [19].
The need to increase awareness of SRH services may be one of important interventions that has to be
implemented in order to promote adolescent’s well being. Some adolescents suggest this to be done through
school clubs and youth meetings [4].

Although poor accessibility remains a national burden among adolescents, high prevalence of early pregnancies,
HIV and STIs, low access to Voluntary Male Medical Circumcision (VMMC) remain the SRH concerns in both rural
and urban areas [19, 23]. Thus, there was a need to seek reasons responsible for the low uptake of services being
offered to adolescents aged 10–19 years in Rwanda cities as the cities have a great number of adolescents.

Presence of SRH services to be friendly used by adolescents is essential for promoting sexual reproductive health
but supply of equipment required for enabling the provision of these services is another vital requirement which
enables providers to deliver quality services. Through the results, this was among the barriers that was revealed
within this study; whereby some health services such as female condoms were unavailable at the health facilities,
facilities lack privacy, poor information or insu�cient knowledge about the SRH availability and con�dentiality.
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However, the national guideline for ASRH further demands that service delivery points should be organized in a
manner that is conducive for provision of adolescents friendly reproductive health services. The results of the
current study revealed that the adolescents faced the barriers to access the SRH services. The barriers to SRH
services amongst adolescents included high cost for SRH services at the private health facilities to avail and
provide the SRH services, socio-cultural barriers characterized by the parents and religious beliefs that in�uence
the adolescents to not utilize the SRH services, having fear and shame to use these services, poor parental
supervision and unsafe rooms for delivering the SRH services to adolescents did not respect con�dentiality and
privacy. The �ndings are supported by the previous studies [13, 16, 18].

Like the outcome from other studies, social and cultural norms, stigma from the community are the major
concerns that limit adolescents who know about YFCs to use the services [19, 21]. In our country, based on the
religious norms and our culture, it could not be easy for anyone to access those services as he/she could be taken
as sex worker and adolescent with no manners and some of us consider it as a sin. Community support is needed,
to train parents and religious leaders to change their mind and perception towards adolescents who use those
services and increase adolescent-guardians discussion to get common understanding about SRH service use.
Stigma towards adolescents must be eradicated as many reported family members and religious leaders as
people they did not ever wish to meet at YFC because they cannot �nd explanations to what they are doing there.
These results are supported by the previous studies that most health facilities lacking privacy, not having the staff
of the same sex, having health providers who had negative attitudes and behaviors, stigma and discrimination,
health providers lacking con�dentiality in the provision of SRH services [17].

As other studies conducted, adolescents in our study pointed to lack of con�dentiality as one of the challenges
leading to low utilization of SRH services. Health care providers are among key features that can affect the
utilization of the services even though the services may be known and available. Many adolescents fear to come
to the YFC as sometimes the healthcare providers were not able to keep con�dentiality about the SRH information
about the adolescents and go around gossiping everywhere in the region about one’ SRH status [18]. Also sharing
the same room with adults bleaches the will of adolescents as old people may take them in another bad image
depending on their perceptions. These results are supported by the evidence from the previous studies that
indicated the social stigma, fear, self-stigma, fear of loss of cultural identity were the barriers to SRH usage [18,
24].

In addition, �nancial means also has to be given priority in the changes that has to be made as it has been proven
that in some centers the services are not being provided freely and not all of them could afford their cost as it is
shown in [25, 26]. Also, YFCs must be established nearly to all health centers so that adolescents don’t need to
walk too far or pay much transportation fees and work in convenient hours so that all may be able to access
anytime SRH services are needed. These results are supported by the previous studies that indicated that the lack
of environment and �nancial constraints are the barriers to the utilization of SRH services that should be provided
to the adolescents [13].

The study was limited to conduct current in all adolescents from all the districts of the countries such as the cities
which are not from the districts not nationally targeted to be the second cities. Meanwhile, the adolescents from
the rural settings were not involved in the current study, however, in each large city we administered the study
among the adolescents from both rural and urban areas. Basing on the study limitations found, it is the
responsibility of everyone to strengthen the wellbeing of our community by protecting adolescents as future
generations and the country’ economy by preventing STIs and early pregnancy accompanied by leaving the
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schools, rejection from the community, increase of street children and other impacts that weakens the sustainable
development of our country.

Conclusion
Adolescents from Rwandan main cities showed that they face some barriers that limit them from accessing SRHs
as some of them do not even know where they could �nd those services in case they are needed. To second the
results from this study, all corners engaged including guardians, community leaders, SRHs providers are the ones
to take the �rst step in eradicating these barriers and promote adolescent wellbeing and avoid stigma from the
community that most adolescents fear. Awareness of YFCs, their undertaken activities and operating hours must
be spread to all adolescents through school clubs and communities where adolescents meet.

The future research should:(1) design, implementation and evaluation operational interventions addressing the
socio-cultural and economic drivers of SRH services for reducing socio-cultural barriers to SRH services among
adolescents; (2) Carry out the  study for understanding perceptions and barriers toward sexual reproductive health
services accessibility, availability and quality among adolescents in Rwanda and then compare the results to
�ndings from the second cities and Kigali city. ; and (3) Epidemiological study to explore the factors associated
with the availability, accessibility and quality of SRH services among Rwandan adolescents.
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Socio-demographic       Awareness (N=105) Unaware (N=16)  

Total

 

 PercentNumber Percent Number Percent

Age of participants            

     10-14 22 21.0 7 43.8 29 24.0

     15-17 40 38.1 7 43.8 47 38.8

     18-19 43 41.0 2 12.5 45 37.2

Gender             

     Male 43 41.0 2 12.5 45 37.2

     Female  62 59.0 14 87.5 76 62.8

Education             

     Illiterate  3 2.9 0 0.0 3 2.5

     Primary schools  36 34.3 10 62.5 46 38.0

     Secondary – O’L 38 36.2 5 31.3 43 35.5

     Secondary – A’L 25 23.8 1 6.3 26 21.5

     University  3 2.9 0 0.0 3 2.5

Table 2: Adolescents awareness on SRH services availability



Page 18/23

Sexual Reproductive Health services  Aware  Not aware 

N % N                                             %

Health services for HIV and other STIs       

      HIV testing 102            86.4 16                 15.6

      STI testing 101               85.6 17                 14.4

      HIV self-testing kits  99              83.9 19                  16.1

      STI management 101              85.6 17                 14.4

      HIV counselling 101              85.6 17                 14.4

Services related to pregnancies         

      Contraceptives  99              83.9 18                  15.4

      Pregnancy tests 98               84.5 18                  15.4

Services for family planning        

      IUD for 5-10 years 99               83.9 18                  15.4

      Implants 100              85.5 17                  14.5

      Pills 100              85.5 17                   14.5

      Depo-Provera Injection 100        85.5 17                   14.5

      Male condoms 100        85.5 18                  15.4

      Female condoms 100        85.5 17                   14.5

      Emergency contraceptives 100        85.5 19                   16.2

      Fertility awareness 100        85.6 17                   14.5

Services for pregnant woman during or post-natal period   

      Vasectomy 98                84.5 18                   15.4

      Tubal ligation 98                83.8 19                   16.2

      Antenatal care 99               85.3 17                   14.5

      Postnatal care 98               84.5 17                   14.5

      Circumcision 102            86.4 16                   13.6

Table 3: Main features that affect SRH services utilization
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Variables  Number Percent

Walking distance from home to health facility  

    ≤ 30 min 71                             61.2

     30-60 min 33                            28.4

     > 60 min 6                              5.2

     Don’t Know 6                               5.2

Social media use to get health information  

     Yes 11                             9.6

     No 104                          90.4

Access to medical records    

     Yes 24                            92.3

     No 2                              7.7

Any needed SRH service that is missing at health facility  

     Yes 7                            23.3

     No 23                          76.7

Waiting time for service            

    ≤ 30 min 21                          80.7

     31-60 min 4                          15.4

     > 60 min 1                             3.9

Cost for the services     

     Free 18                             69.2

     Low cost 5                             19.2

     High cost 3                             11.6

Suitability of operating hours per day    

     Yes 24                             92.3

     No 2                              7.7

Frequency of the information about adolescents’ friendly services   

     Always 10                              8.7

     Sometimes 57                            49.6

     Never 48                             41.7

Provision of time to understand the laboratory results   

     Yes 26                             96.3

     No 1                               3.7

Having a staff member to oversee AFSRH services     

     Yes 7                               33.3

     No 14                              66.6
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Table 4: Confidentiality, privacy and service delivery environment for the SRH

Characteristics  Number Percent

Separate service rooms from adults               

     Yes 14                     53.8

     No 12                      46.2

Service providers ensure privacy & confidentiality  

     Yes 26                     96.3

     No 1                        3.7

Utilisation of service without guardian’ consent  

     Yes 78                       73.6

     No 28                       26.4

SRH education materials available    

     Yes 20                      74.1

     No 7                       25.9

Service has adequate and comfortable waiting area  

     Yes 23                      85.2

     No 4                         14.8

Table 5: Staff characteristics and youth involvement
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Staff characteristics  Number Percent

A.    Staff characteristics     

Knowledgeable staff on SRHs    

     Yes 27 100

      No 0 0

Non-judgmental, friendly and welcoming staff  

     Yes 20 74.1

     No 7 24.9

Staff demonstrating respect  

     Yes 25 92.6

     No 2 7.4

Staff with access to reference materials  

     Yes 19 90.5

     No 2 9.5

Staff provide extra-time for individual adolescents once needed  

     Yes 18 62.07

     No 11 37.93

Staff provide further information on SRH service rendered  

     Yes 23 46.9

     No 7 14.3

     Don’t know 19 38.8

Staff provide general information on Health  

     Yes 13 50

      No 13 50

B.    Youths involvement     

Availability of peer educators/counselors    

     Yes 5 18.5

      No 22 81.5

Availability of transparent and confidential mechanism for complaints about SRHs

     Yes 12 48

     No 13 52

Adolescents involvement in designing feedback mechanism  

     Yes 5 19.2

     No 21 80.8
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Table 6: Barriers to utilization of SRH services among adolescents

People who can limit adolescents’ access to SRHs Number Percent  

     Community member 36 30.5

     Family member 53 44.9

     Friends 19 16.1

     SRH service staff 14 11.8

     Adolescents 18 15.4

     Policy makers 18 15.4

     Religious leaders 34 28.8

     None        32 27.1

Figures
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Figure 1

SRH services utilisation for the adolescents


