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Abstract
Background: University students are one of the most vulnerable groups to sexual and reproductive health (SRH) threats, yet they often
have limited access to SRH tools, services and information. This study explored university students’ perceptions of SRH, their source of
SRH information and how they authenticated such information in Uganda.

Methods: Data were collected from 40 students of Kyambogo university—20 males and 20 females through 4 gender-classi�ed Focus
Group Discussions (FGDs). Atlas ti 8 software was used to analyse the data and generate themes from interview transcripts.

Results: Many students perceived SRH to be about sexual intercourse and its related consequences. Perceived risky behaviours included
mainly having multiple sexual partners. The students identi�ed the reduced sexual sensitivity, struggle to bear children in the future, as
the myths and misconceptions about different SRH goods and services in addition to the uncertainty over safe days. The various sources
of SRH information included Google, social media, health centres, friends, parents and government and non-government organizations.
The main barriers to accessing SRH information included lack of �nances, inadequate or few medical personnel, and service provider
bias. Many of them authenticated the SRH information from the internet through their friends.

Conclusion: New approaches and interventions should target both students and their parents, as this multifaceted approach will reduce
the societal stigma, bias, ignorance, negative attitudes, and exposure to risky sexual behaviours among such youth populations.

Plain English Summary
University students are one of the most vulnerable groups to sexual and reproductive health (SRH) threats, yet they often have limited
access to SRH tools, services, and information. Before proper and youth-friendly interventions are initiated and enrolled, it is imperative to
understand their perceptions of SRH, how they always access SRH related information, and how they authenticate that information.

Four focus group discussions (FGDs) were conducted among 40 students of Kyambogo University, Kampala-Uganda. Many students
perceived SRH to be about sexual intercourse and its related consequences. They mentioned having multiple sexual partners as the
commonest risky behaviour and reduced sexual sensitivity and struggle to bear children in the future as the myths and misconceptions
about SRH goods and services. They sought SRH related information from Google, social media, health centres, friends, parents, and
government and non-government organizations. They mentioned lack of �nances, inadequate or few medical personnel, and service
provider bias as the barriers to accessing SRH information. Many of them authenticated the SRH information from the internet through
their friends.

Background
A sound sexual and reproductive health (SRH) implies that people can have an accountable, enjoyable and safe sexual life with the
freedom to reproduce, with whom, when, and how to do it (1). The promotion of universal access to appropriate SRH services enables
women to go through pregnancy and childbirth safely and also provide couples with the chance of having healthy and planned
children(2).

Globally, the population of the youth aged between 10–24 years is estimated to be 1.8 billion, of which 87% live in low and middle-
income countries (LMICs)(3, 4). In sub-Saharan Africa (SSA) alone, adolescent youth aged 15–24 years account for more than one-third
of the population(3). The period of adolescence is characterized by a series of biological, psychological, social, and behavioural changes
that expose adolescents to unhealthy sexual behaviour such as early sexual experimentation, and multiple sexual partners(5). The
curiosity of sexual experimentation makes them highly vulnerable to a range of SRH problems such as unsafe abortions, early pregnancy,
and childbearing. They are also exposed to sexually transmitted infections (STIs), including HIV/AIDS, which accounts for 600,000 new
infections among people aged 10 to 24(6, 7).

Additionally, there are about 16 million adolescent girls in Africa aged between 15 and 24 years who give birth every year(8). Out of these
pregnancies, 41 percent were reported to be unplanned pregnancies leading to about three million young women undergoing unsafe
abortions(9).

Uganda has an estimated population of about 37.6 million people with youth (18–30) years constituting roughly 22% (8.2 million)(10),
and every year, about 9, 600 new HIV infections are registered among young people aged 15–24 years. Teenage pregnancy and
motherhood have been signi�cant health and social concerns in Uganda. Although unsafe abortions are prohibited in Uganda(11), about
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1.2 million Ugandan women have unintended pregnancies, of which 26% end in induced abortions by unskilled medical personnel. This
has resulted in over 148,500 women developing abortion complications, and many are unable to reach facilities for post-abortion
care(12).

The utilization of SRH services among the youth in most sub-Saharan African countries is still very low(13). Yet, they have unique needs
and vulnerabilities(14) that require youth-friendly sexual and reproductive information, services, and products(3). This will not only enable
young people to acquire SRH education and skills but also curb adolescents' exposure to sexual health risks of unwanted pregnancies,
early sexual debut, and sexually transmissible disease (STDs), including HIV/AIDS(15).

The international bill of human rights, particularly the Universal Declaration of Human Rights (UDHR) emphasises the importance of the
right to health to everyone, including young adults, adolescents and youth—university students are part of this population group(16). This
needs a holistic approach in assessing the needs of such populations, and barriers to such needs, including SRH information.

University students are one of the most vulnerable and risky groups to SRH threats, and often have limited access to SRH services(17). A
review of the literature shows that they are at a higher risk of contracting HIV, and this is accelerated by the pressure to live a luxurious
life, thus engaging in transactional sex(18). The barriers hindering the utilization of SRH services among university students include;
limited privacy and con�dentiality, ignorance, �nancial challenges, cultural and societal stigma, service provider bias, long distances
before accessing SHR services, among others(19–21).

The Government of Uganda has put in place various policies aimed at improving SRH among the youth. These include; the provision of
youth-friendly services such as voluntary Counselling and testing services, which provides a person with an opportunity to know his/her
status, the integration of SRH and rights with HIV/ AIDS, accelerating change unlocking sexuality education among others(22). Despite
the creation of a youth-friendly environment for SRH, most of the services provided have not attracted a large portion of sexually active
youth. This implies that there is still a need to assess the factors associated with the underutilization of SRH services among university
students — for instance, condom use, HIV and STIs testing and circumcision services.

In as much as there is considerable literature about the utilization of SRH services in developing countries(6, 23), particularly in
Uganda(24, 25), a few of these, if any, examines the utilization of SRH information among university students. This study explored
students’ perceptions of SRH at Kyambogo University (KYU), Uganda. It also aimed to explore their source of SRH information and how
they authenticated such information.

This study will help us to re-strategize on how best we can ensure that such vulnerable groups of people like university students and other
vulnerable populations access the much-needed SRH information.

Methods
Students, Sexual and reproductive health, University, information.

This current study reports qualitative data that were obtained from an extensive pilot project, which was carried out at KYU by GHE
Consulting with the help of a grant from Grand Challenges Canada. The project aimed to promote access to SRH information, goods, and
services among university students by fostering the con�dentiality and privacy of such vulnerable populations. The project was a
randomized controlled trial that used both quantitative and qualitative methods. It was designed in such a way that it would allow
students to own the project and freely participate in every step of the project. This paper focuses on and reports �ndings on students’
perceptions of SRH, their source of SRH information and how they authenticate the SRH information received from different sources,
which was a section from the qualitative part of the project.

Research Setting

Uganda has one of the rapidly growing population in the world and currently stands at about 43 million people with a fertility rate of 5.1
births per woman(26). Youth, including university students, account for 23% of the current population of Uganda(26). The primary setting
of the larger project was KYU in Kampala, the second-largest university in Uganda, which is located 8 KM from Kampala city centre along
the Kampala-Jinja highway on Kyambogo hill. KYU has a population of over 25,000 students doing different undergraduate and graduate
courses.

Participants And Recruitment
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Before the start of the extensive project, the study area was mapped, and different hostels and halls of residence were identi�ed. Clinics,
pharmacies, and health centres were also identi�ed at this stage, as well as the student enrolment. It is from this background that
students from all years of education (�rst to fourth year) doing various programmes were identi�ed with the help of student leaders.
Student leaders are highly respected in university settings and �nd it easy to convince and in�uence students to participate in such
projects.

Participants were purposively selected and recruited with the help of student leaders from different study programmes. This method
helped in ensuring that participants from different backgrounds, places of origin, and residence and with smartphones were recruited.
The recruited participants were later included in a WhatsApp, where the research team was introduced. The date and time for the
interviews were set as well as the division of participants into different groups of 10. Due to limited �nancial capacity, only 40 students
were recruited and invited for the focus group discussions (FGDs).

Data Collection

This study conducted FGDs with a few selected students from KYU, who were from different study backgrounds, years of education,
residences, places of origin, and owned smartphones. FGDs involve the use of a semi-structured interview guide moderated by a skilled
professional and are strong avenues of generating opinions and discussions within a given amount of time(27). FGDs have been widely
used in the education sector to explore student perceptions of different education programmes(28).

This study used a semi-structured interview guide, and where necessary, probing questions were raised to allow participants to express
themselves without going off topic fully. The interview guide was designed to enable students to freely express themselves and their
views on SRH, source, and authentication of SRH information. Prior to the start of the extensive project, the interview guide was tested
among new graduates from the same university to see how best it captured the entire study spectrum. This was done by the principal
investigator and other researchers who had received training in conducting qualitative studies. The FGDs were conducted in English by an
experienced moderator with the help of the principal investigator (EN). A total of 4 FGDs were conducted, each with 10 participants. Each
FGD was single-sex in nature, i.e., males only or females only to allow participants to participate in the conversions without the fear of
being misunderstood. The FGDs were conducted in a quiet environment at GHE Consulting o�ces.

At the start of each FGD, brief introductions, including names, programme and year of study, hobbies were made by both students and the
research team. The extensive project objectives were then shared and explained, after which the moderator engaged students on their
perceptions towards SRH. The students were encouraged to be part of solution providers to the long-lasting problems and challenges
regarding access to SRH information, goods, and services in LMICs. Each FGD lasted between 45 to 60 minutes until all participants fully
shared their thoughts and opinions (saturation point). At the end of the discussions, members were allowed to share snacks, tea, and soft
drinks, and were each given 20,000 Ugx (approximately 5$) as a transport refund. All discussion proceedings were audio-recorded and
transcribed verbatim since all the participants were conversant with the English language. EN took notes during the discussion
proceedings to compare the notes with the transcripts and ensure that they were clear and accurate. Each participant was assigned a
code to ensure that their con�dentiality and privacy were fully protected.

Data analysis

Audio-recorded discussions were transcribed with the help of a professional transcriber before starting the analysis. The data transcripts
were then exported as row Microsoft word documents to atlas ti 8 software for analysis. Much as the study had an already set of
predetermined themes, it followed the six stages of the thematic analysis guide by Braun and Clarke(29) to have an informative, explicit,
and rigorous analysis. Basing on the health-seeking behaviour theory by Anderson and Newman(30) helped in analyzing details of the
study objectives and having an extensive understanding of students’ perceptions. It also helped to consider a rich, detailed, and in-depth
essence of the collected data. The corresponding author and primary author re-listened to the audios, thoroughly read transcripts and
notes to ensure that the captured data was uniform and relevant to the research questions. All transcripts were coded in a frequented
way, and EN often revisited and changed the codes to align with any appearing patterns. This, therefore, allowed coding of text lines and
sentences to ensure that participants’ views were well captured. EN and NVP compared their codes to ensure uniformity and harmonize
any arising differences in codes, and later agreed on the chosen codes. After generating the codes and ensuring that they aligned to the
research questions, they were regrouped to form family codes or themes. Each theme contained several quotations, but the outstanding
ones were selected to represent what was being elaborated by the participants. The data analysis reached a saturation level when no new
codes and patterns were detected given that it adapted an inductive approach.

Validity
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Validity in qualitative research is important because it indicates that the study �ndings are consistent, trustworthy, and can be applied in
a general context to inform policies(31). The corresponding authored was involved in data collection, and other authors participated in
data analysis. Further still, data coding was done independently, but the �nal picked codes were collective since all the authors had to
�rst harmonize their codes and patterns. Since the corresponding author was heavily involved in every part of the extensive project,
clari�cation and any contradictions were discussed according to the study setting. The authors also sought help and external audit from
a colleague with experience in qualitative research to ensure that the �ndings are dependable.

The entire process of the current study and the extensive project is clearly de�ned and can be con�rmed in the study protocol since it has
been published elsewhere (32). To ensure an enriched and in-depth understanding of the study �ndings, data were collected from both
males and females, i.e., each gender had two FGDs.

Ethics

The extensive project was approved by the local institutional review boards of Mbarara University of Science and Technology (approval
number: MUREC 1/7) and the Uganda National Council for Science and Technology (Ref no: SS 4999).

All participants provided and signed informed consent before participating in the interviews. Participants were further explained that their
participation was voluntary, and their views would only be used to improve the state of SRH services among similar populations in
Uganda, and other LMICs. Further still, should they feel uncomfortable with some questions, they were told to withdraw at any time freely
or refuse to answer such questions without any repercussions. Before the start of the discussions, participants were informed about- and
permitted-the recording of proceedings. The recordings were kept in a key and lock place to ensure that the privacy and con�dentiality of
the participants were maintained, and only codes have been reported in the texts below in lieu of participant names.

Results
Social demographic characteristics

The current study obtained responses from forty students of Kyambogo University, who were aged between 18 and 30 years. All
participants were equally distributed across gender and year of study, that is, twenty males and females from all years of education –
�rst, second, and third year at the university. These students were all from different academic backgrounds, stayed in private hostels and
university halls of residence, and owned smartphones.

Perceptions of SRH among university students
One of the objectives of this study was to explore perceptions of SRH among university students. This was further classi�ed into different
themes that included the following; 1) general knowledge of SRH, 2) risky sexual behaviour, 3) misconception about contraception, 4)
myths surrounding barrier methods, and 5) confusion over safe days.

General knowledge of SRH

From the participants' responses, it was clear that they had mixed reactions on what SRH meant. That is, some participants understood it
to be sexual intercourse and its related consequences, body changes, sexuality and reproduction, marriage, and the use of family
planning.

However, the majority of the participants (both male and female; 22.5%) recognized that SRH was related to the process of having sexual
intercourse and its consequences.

One female respondent stated that;

Sexual and reproductive health is about the consequences after sex and its related diseases like STDs that may affect the reproductive
system (KP 001, Female).

Similarly, a male respondent stated that;

Yeah, well, we know about all these bad effects, the STDs, and all the diseases come out of all that. So that's it, I consider protection and
knowing your limits because none of us should always exceed what we are supposed to do. Like getting a kid when you didn’t plan to
have one. Proper planning for that is required (KP 001, Male).
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Similarly, an equal number of participants believed that SRH was related to the body changes one went through from infancy to old age
like the start of menstruation periods, and sexuality and reproduction [having sex to give birth], as explained below by a female and male
participant respectively.

About sexual and reproductive health, I will start with the youth how they come to know about menstrual periods. For example, when
you’re starting to grow, you start to experience the changes with your body, so I think that’s the area where sexual and reproductive health
comes from. You look at things like when do I have my periods and what am I supposed to do? (KP 002, Female).

With sexual and reproductive health, I would think about sex and reproduction. I would think about giving birth, and something like health
is, of course, health. So, I would think about something like that, or maybe if you have sex and get pregnant, how am I going to give birth?
What are the dangers of having unprotected sex? What can I use to if I don’t want unprotected sex? What will happen if I get an unwanted
pregnancy, how can I give birth? Yes, that’s what I will think about (KP 002, Male).

A few participants, however, believed that SRH is related to marriage and the use of different family planning methods to limit the number
of children a couple would like to have. Thus, demonstrating that they were aware of the effects of the number of children one can have
towards their health. One respondent said:

What I think it is all about is to have a healthy family in terms of kids, children, and how you cannot have a lot of children that even can
get problems in terms of their health. Because the high number of children sometimes can lead to poor health (KP 003, Female).

Risky sexual behaviour

Participants were further asked about some risky behavior that students engaged in, which could endanger their lives and expose them to
SRH related problems.

The majority of the participants (21%) reported that having multiple sexual partners due to the love for money among many female
students and engaging in unprotected sex were the most prevalent risky sexual behaviors among university students.

A male participant stated that;

That would be simpler, maybe sleeping around because most campus girls love money, including me. Our parents try to give us upkeep
they can manage, but we feel it is not enough because you have seen your friend having this. You also feel you want to have it, and that
will push some girls to start sleeping around with different men, including those who are married, and that’s so risky (KP 003, Male).

Another male participant stated that;

Maybe some of them have a backup plan in mind that if anything happens, I have a solution, thus behaving carelessly (KP 004, Male).

Other reported risky behaviors included; peer pressure, same-sex relationships, drug, and alcohol abuse, commercial sex, watching
pornography, and masturbation.

A male participant stated that;

Even the myth all around sex, maybe yesterday you protected yourself, then your friend is like you man you are still using condoms do
you know when you remove the rubber (KP 005, Male).

A female participant stated that;

I will talk about mismanaging life. For example, when you go to clubs, you �nd every manner of people willing to do anything at any time.
So, the risk behavior will come when you over drink yourself uncontrollably and end up being used by men (KP 004, Female).

This means that many female students are exposed to having unprotected sex due to intoxication from drugs and alcohol.

Similarly, a male participant stated that;

It raises the alarm to me, because if I hear a friend of mine say. I rather buy a prostitute than having a campus girl. Buying a prostitute, I
think it's risky (KP 006, Male).

In the same light, a male participant stated that;
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There are some two ill sexual behaviors; the �rst one is oral sex practiced among, and the other is homosexuality because they have
many side effects (KP 007, Male).

These expressions show that university students regarded engaging in homosexuality and commercial sex work as risky behaviors that
expose them to SRH related problems.

Notably, one surprising risky behavior was the one related to masculinity where girls let their boyfriends decide everything for them, thus
exposing them to unnecessary yet avoidable SRH related risks. This clearly demonstrates that there is gender power inequality when it
comes to SRH related issues among university students. This was reported by a female participant thus:

Another risky behavior is that students worry a lot about their relationships; they are not aggressive in their relationships. Girls let their
boyfriends decide on everything at the end of the day; it is the girls themselves that carry the biggest burden after sex. If you want to use
a condom or contraceptive, go ahead and use it to avoid risks (KP 005, Female).

Misconceptions about contraception and other SRH services and tools

The participants were further probed about any misconceptions related to contraception and other SRH related services and tools. Many
of them talked about their fear of the long-term effects of different SRH tools and services like reduced sexual sensitivity, struggle to bear
children in the future due to excessive use of contraceptives and permanent damages on some reproductive organs. A female participant
articulated this point of view;

By the way, I heard like, and read somewhere that if a lady is to use pills for a long time, she will lose that sexual sensitivity (KP 006,
Female).

Similarly, another female respondent pointed out that;

I hear you take one pill for three months after that you take another one because someone fears getting pregnant even before three
months can expire. The more you take them, the longer they last in your body, and those are the people you hear that she gave birth after
12 years. It’s not a miracle to give birth after 12 years; it’s because the pills last long in their bodies (KP 007, Female).

A male participant highlighted the adverse effects of circumcision in these words; Circumcision can lead to many infections and such
stuff if your wounds are not cleaned well. Your penis can swell, or even be cut off because of infections and wounds (KP 008, Male).

Myths surrounding some SRH tools and services

Participants were also probed on some of the trending myths regarding some SRH tools and services like contraceptives, condoms, and
others. Some of the participants had different perspectives like the likelihood of the bursting of the condom, pills killing ovaries, etc., as
reported below by two females and a male participant, respectively.

I heard someone say that every time you want to conceive you just remove it and put it back when you don’t want to conceive, I think
that’s safer because I feel condoms are not safe, healthy, what are they made of, what is content put in them? Leave alone the busting
part of it; they might be harmful because of the chemical put in them. And then the pills people say they make them black, too much
weight others lose (KP 008, Female).

I have not heard of any risk of condoms at campus lately, but they say that sometimes they get stuck inside the female organ, but I think
they have worked, and we can go on and educate people on condom use (KP 009, Male).

“Pills are not good for us as they damage the growing ova (it reverses for our hormones), so they just destroy them. I would opt for a
condom, and for the married people, if they have hope of getting other kids, they can go for any contraceptive like pills. For people who
are contented with a number of children, they can opt for permanent methods like vasectomy or tuba ligation or be faithful to their
partners (KP 009, Female).

Confusion over safe days

One striking observation during the interviews was the mix-up and uncertainty surrounding the counting of safe days as an SRH tool.
This manifested across all participants, both male and female, as highlighted in the interview excerpts below.
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Concerning the issue of pregnancy, safe days are very risky. They don’t work for everyone. It depends on someone’s cycle because they
are those who have speci�c periods in a month, so after learning your cycle, you will be in a position to know whether you are in your safe
days or not (KP 001, Female).

It is always four days before and after periods. You can’t have sex four days before and after your periods. The four days after your
periods are okay because your reproductive system is still working (KP 010, Female).

Count eight days from the day you start your periods up to when you are to have your next periods. Then you also consider the fertility
period. This takes place after your periods up to the �ftieth day. So, you start counting safe days on the day you start bleeding up to the
eighth day, but the more you come closer to the ninth day, you are not safe… (KP 015, Female).

Sources of SRH information

The second objective of this study was to explore the sources of SRH information among university students. The participants reported
various sources, including Google, social media, health centers, friends, parents, and government and non-government organizations.
Furthermore, participants' views on barriers to SRH information were explored.

Google or the internet

The majority of the participants reported that they accessed information on SRH via the internet, that is, through published information
on blogs.

Have you heard about the talk, the talk that the parent gives a kid when they are announcing their body? They start, they'll start
developing to the adolescence stage. So, my parents took the time to tell me a few things they've experienced. But I couldn’t believe all of
it. I headed to Google (KP 011, Male).

Friends and Health Centres

The second mentioned source of information was friends and health centers (medical personnel), as reported below.

I contact my older friends, most of the time, then somewhere you know a medical worker who can avail this information (KP 006, Male).

Whenever I need this information or anything related, I would talk to people who are much older than me and have the experience (KP
011, Female).

Government and other non-government organizations and social media

The third mentioned source of SRH information was government through the Ministry of Health, non-government organizations through
outdoor activities and sensitizations, and social media via posts on Facebook, WhatsApp, and other media.

Many of the participants reported that the Ministry of Health distributes condoms and other tools to student residences as well as
organizing health camps with other SRH related NGOs. This is illustrated by the interview excerpts cited below:

Most of the times, I think the government and some non-governmental organizations, they normally send people from different places,
and they come and sensitize students about sex education and reproductive health. They tell them how to forego all those problems like
using protection onwards (KP 013, Female).

Last semester, some people came to the university to sensitize about SRH tools and services. I think they were two ladies from the
Ministry of Health. They were sensitizing about prep and pep (KP 016, Male).

Parents

A few participants (only 3 participants) mentioned that they were getting SRH information from their parents. One male participant stated
that;

Have you heard about the talk, the talk that the parent gives a kid when they are announcing their body? They start, they'll start
developing to the adolescence stage. So, my parents took the time to tell me a few things they've experienced (KP 012, Male).
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To better understand this, participants were further probed on why they did not share or acquire such SRH information from their parents.
Many of them reported that they feared being labeled as spoilt children by their parents or even lose their trust, thus clearly indicating that
there is a lack of intergenerational communication on issues of sexuality.

Like the respondent quoted above, a male participant stated that;

Man…….there are somethings our parents shouldn’t know otherwise our tuition will be cut off; even if I asked in good faith, parents always
have the other side of thinking that I am spoilt so to avoid that, I keep calm and ask my peers (KP 011, Male).

Asking my parents is like taking myself to prison because they may misquote me or erroneously get something different, which may bring
con�icts between us. To avoid that trouble, let me keep googling or asking friends (KP 009, Male).

With some people, their parents are exposed, and such questions wouldn’t be news to them, but to some of us, village champions, you do
not dare; otherwise, you will be chased out of the house or even stopped from schooling (KP 010, Female).

The above excerpts indicate that the fear of negative attitude and rewards prevent many youths from asking their parents questions on
issues of sexuality.

Additionally, participants were asked about some of the challenges they faced while accessing SRH information. They reported that the
most daunting challenges they had were lack of �nances, inadequate or few medical personnel, and service provider bias. These
challenges are captured in the interview excerpts below:

To its worst, some websites ask you to pay �rst before you can get the information (KP 005, Male).

It’s not easily accessible because I was at Kyambogo Medical Center one time in the morning feeling bad, and I got medication at 5 pm. I
told them I wanted to talk to the nurse, and they told me I couldn’t get helped. So that’s not easy accessibility (KP 006, Female).

Some doctors don’t believe what we tell them. For example, I went to visit a doctor after explaining my challenge to him; he told me that it
was a result of contraceptives. I told him I have never used contraceptives, and I don’t even know how they look like, but this is someone
who could not even believe me, and I couldn’t get helped (KP 007, Female).

In other words, university students encounter issues of long waiting time to access SRH services and service provider bias.

Other reported challenges included; inadequate knowledge of medical jargon and language and insu�cient knowledge by the medical
personnel, as stated below by two female participants.

The challenge is when you are using google, the terminology used may hinder you from getting some information. The terms used to
describe certain medicines are sometimes hard, so you may end up not knowing what they are talking about (KP 014, Female).

Some of the doctors don’t know much about the health needs of students, so they will not tell you much of the information that you need
(KP 006, Female).

Because many university students cannot comprehend the information found on the internet and other online platforms, this clearly
highlights the dangers of relying on the internet for SRH information.

Authentication of SRH information from different sources

The last objective of this study was to explore how university students authenticate the SRH information obtained from various sources.

Many of the study participants said that they con�rmed the information from google or the internet by comparing information from
different sites or bloggers, from friends and even medical personnel.

If you visit three different sites and �nd that the information is almost similar, then I will know that the information is right. Also, I can
consult the medical worker concerning that information if he or she has the same information I got from the sites then I take up the
decision (KP 013, Male).

With me, If I don’t understand something, I ask my friends; I do this indirectly so that I am not misquoted or misinterpreted (KP 005,
Female).
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I can also trust medical personnel, friends, and parents. But if it is not a medical personnel, then you don’t have to rely on him or her
because you have to be sure of what you want to become in life (KP 008, Female).

The above excerpts indicate that at the end of the day, most university students largely depend on their peers to authenticate any SRH
information obtained from the internet.

Discussion
This study has explored and provided insight into university students’ perceptions of SRH, their source of SRH information ,and how they
authenticated such information. Firstly, this study aimed to explore the perceptions of university students regarding SRH. To better
understand these perceptions, different classi�cations were created that included; 1) general knowledge of SRH, 2) risky sexual behavior,
3) misconception about contraception, 4) myths surrounding barrier methods, and 5) confusion over safe days.

Many students perceived SRH to be sexual intercourse and its related consequences, body changes, sexuality and reproduction, marriage,
and the use of family planning. Different studies on student perceptions on SRH identi�ed that it was all about sexual intercourse and its
consequences like STIs, HIV, and pregnancies(33, 34). A cross-sectional study among university students in Ethiopia demonstrated that
there were minimal reported cases on pregnancies in the quantitative data, but later heavily manifested in the in-depth interviews(34).
These results are not different from the current study results since they all zero down to the consequences of having sexual intercourse.
However, other students perceived SRH to be related to body changes, sexuality and reproduction, marriage, and the use of family
planning. This indicates that there is a mix up on SRH and other areas like adolescence, and family planning, which can be primarily
attributed to ignorance—many students are not exposed to such things as they originate from rural families(35). A recent study in Uganda
also indicated that university students lacked the actual and correct information on what SRH is(35), which shows that there is still a lot
of work to do in sensitizing students about SRH and its components. This will further give such people the con�dence to speak about
SRH related issues, as there have been cases of underreporting due to pretense(36).

This study found out that university students constantly engaged in various sexual behaviors, including having multiple sexual partners.
A plethora of literature has identi�ed similar risky behaviors among young people(33, 34, 37–41). Like in previous studies, the
respondents highlighted that many students get engaged in multiple-partner relationships due to the love for money or sometimes
poverty to sustain the expensive life they have been exposed to at the university. And to please all of them, they always engage in
unprotected sex that endangers their lives. This study also found that gender power inequality as a risky sexual behavior since female
students still feel inferior to their male partners. They thus do everything it takes to please the males, including having unprotected sexual
intercourse. A cross-sectional study among young urban slum dwellers reported that it was deemed alright for a male to force a girl into
having sexual intercourse and, worse of all, for strangers and relatives without the female’s consent(41). Likewise, Mehra et al.(37)
reported that males were more likely to use condoms than females in a study conducted among university students in Uganda. Other
reported risky sexual behaviors included drug and alcohol abuse, peer pressure, same-sex relationships, and commercial sex. These
behaviors have been reported elsewhere among similar populations of university students(37, 42, 43). For example, a multi-country cross-
sectional study among university students in Asian countries reported that students who were smokers and drinkers were more likely to
engage in risky sexual behavior compared to those who did not(42). Similarly, pre-college students in Ethiopia who were smokers, under
peer pressure, and night club-goers were seven times more likely to engage in risky sexual behavior than those who did not(43). This lays
a foundation that more and continuous work is still needed in sensitizing young populations on the dangers of engaging in risky sexual
behaviors as well as empowering female youth to participate in decisions involving their lives – always consenting to issues regarding
their bodies, thus building their self-esteem.

This study reported misconceptions and myths about contraception and other SRH services and tools, and many participants expressed
their fear of the long-term effects of different SRH services and tools like reduced sexual sensitivity, struggle to bear children in the future
due to excessive use of contraceptives and permanent damages on some reproductive organs. A review of the literature showed that
similar misconceptions had been reported among similar populations. For instance, a cross-sectional study among students of Makerere
University indicated that 21.3% of the students reported that it was wrong to use contraceptives since they would cause damage to
females’ womb and thus meant for married people only(44). Others believed that the use of contraception or any other SRH tool is a
female thing, implying that there is a need to sensitize and engage the male population in a bid to increase the uptake and use of SRH
tools and services. A similar cross-sectional study among female university students in Botswana indicated that students were more
concerned about the potential side effects that would, in turn, result in health complications such as menstrual irregularities, excessive
bleeding(45). Another study carried out on misconceptions about condom use among university students in West Africa showed that the
majority of the male students reported that proper use of condom protects against HIV/AIDs. At the same time, those who had sexual
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intercourse perceived the use of condoms as inferior and not enticing at all(46). In other words, there is a great need for sensitization
regarding the use of SRH tools and services to take away such misconceptions and using other people’s testimonies would be suitable.

Interestingly, the study found that many participants – both male and female were confused about the counting of safe days as an SRH
tool. There was a great mix up and uncertainty on how many and which days were considered safe if anyone was to rely on them. There
is scanty literature on the reliability of safe days as the main SRH tool compared to modern ones(47). It is not surprising that even the
current study’s participants were not aware of what safe days are and, therefore, should be trusted carefully since it can be a betrayal and
relies heavily on the person’s menstrual cycle that is sometimes unpredictable(47).

Secondly, this study intended to explore the different sources of SRH information among university students in Uganda. The participants
reported various sources, including Google, social media, health centres, friends, government and non-government organizations, and
parents. Besides social media, friends, parents, health workers, government and non-government organizations, and parents, which have
been reported elsewhere as sources of SRH information(3, 48–50), the study results indicated that many participants acquired SRH
information from the internet through published information on blogs and websites. This can be signi�cantly attributed to the large
penetration of mobile phones and easy access to the internet among the Ugandan population(51) as well as the need for privacy(52).
However, study participants reported that they were not con�dent in sharing SRH related information with their parents for fear of being
judged negatively—as spoilt, which indicates the lack of intergenerational communication on sexuality issues. Such issues have been
reported in a study in Nepal, where girls only sought advice from their mothers on menstruation periods, not other issues(48). However, a
cross-sectional study among students in Ethiopia and Nigeria indicated that about 37% and 66%, respectively, discussed sexuality issues
with their parents(49, 52). A different approach targeting parents on the importance of discussing sexual matters with their children
would remove the stigma and negative attitude that always hinders many youths from approaching their parents when they need any
form of SRH information.

The study participants further reported that they faced other challenges when accessing SRH information, which included; lack of
�nances, inadequate or few medical personnel, and service provider bias. Similar challenges have been widely reported in different
studies elsewhere(34, 35, 41, 44, 53–56). Many study participants expressed their frustrations with the long waiting time to access SRH
services and tools, and service provider bias(39, 55). Furthermore, there were frustrations on the monetization of every information on the
internet, and the strong medical language used by some blogs—which cannot be easily understood by every student without a medical
background(39). There is a need for healthcare service providers to realize that times have changed, so have the SRH needs of the youth
populations as well as training enough workforce to handle their issues and save many youths from the dangers of relying on the internet
for SRH information. In essence, this requires the need for a collective effort between the government (the Ministry of Health) and other
stakeholders.

Lastly, the current study explored how university students authenticated the SRH information obtained from various sources. It was
discovered that most participants heavily relied on their friends to authenticate the SRH information acquired from the internet, despite
comparing three or more sites to con�rm the similarity of the information. However, there is little evidence from the literature on how to
verify internet-based SRH information despite being used as the main source of information(50).

Strength and Limitations

The current study involved university students from all years of study—year one to year four, whose perceptions on the utilization of SRH
information help to identify gaps in the available SRH research evidence. The incorporation and separation of both females and males in
the interviews was the second strength of this study. However, the current �ndings should be interpreted carefully. The study was
conducted in an urban setting university, which may be contextually different from upcountry universities.

Conclusions
The �rst step towards the identi�cation of ways on how to improve the uptake and utilization of SRH information among university
students lies in understanding their perceptions and deep thoughts on the matter. New approaches and interventions should target both
students and their parents, as this multifaceted approach will reduce the societal stigma, bias, ignorance, negative attitudes, and
exposure to risky sexual behaviours among such youth populations.

Future research should use a mixed methods approach – multi level cohorts among all universities since the uptake and utilization could
be clustered around speci�c demographic characteristics like place of origin, and an extensive qualitative study with participants from all
universities.
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Policy recommendations

Within the widely spreading digital era, approaches targeting the youths, particularly university students, should leverage on the high
penetration of smartphones to disseminate SRH related information. This should involve both government through the Ministry of Health
and non-government organizations dealing in SRH since they are the principle stakeholders as far as the provision of SRH services is
concerned.

Efforts to sensitize and create awareness among parents will be highly substantial, i.e., parents need to be informed about the ever-
changing needs of the youths and the environment they live in contrary to what they know and how they grew. This should involve local
leaders with support from the Ministry of Health and other stakeholders.
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