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Background: Healthcare providers play a critical role in the provision of sexual and
reproductive health services for adolescents. In Ethiopia, due to different reasons, including
healthcare providers associated reasons, most unmarried adolescents are not accessing the
services. However, little is known about healthcare providers’ perception towards the provi-
sion of SRH services for unmarried adolescents. This study aimed to explore healthcare
provider perception towards the provision of SRH services to unmarried adolescents in
Gamo zone, Southern Ethiopia.

Methods: A qualitative phenomenological research design was used in May 2021. Fifteen
healthcare providers (HCPs) working in adolescent and youth sexual and reproductive health
centers were involved in this study. A purposive sampling technique was used to select
healthcare providers assuming they are “information-rich” regarding the phenomenon of
interest. Inclusion of the study participants was continued until data saturation is reached. To
analyze the data, we used inductive thematic analysis, method, and main themes, which
captured the diverse views and feelings of the participants. To maintain the trustworthiness of
the data, we used dependability, transferability, conformability, and credibility.

Results: In this study, individual-level attributes such as healthcare provider’s personal
belief, attitude, and motivation; community-level influences like socio-cultural norms, reli-
gious reasons, and lack of parental support; and health system setbacks like shortage of
essential medical supplies and lack of training are identified as major obstacles in the
provision of sexual and reproductive health services for unmarried adolescents.
Conclusion: Provision of sexual and reproductive health services for unmarried adolescents is
constrained by the interplay of factors acting at an individual level, community level, and health
system level. The Ministry of Health (MOH), program planners and policymakers are recom-
mended to give due attention to fulfill the necessary inputs, improving healthcare provider’s attitude
and skill and engagement of religious and community leaders to create a safe and supportive
environment for providing sexual and reproductive health services to unmarried adolescents.
Keywords: healthcare provider, perception, sexual and reproductive health services,
unmarried adolescents, Gamo Zone, Southern Ethiopia

Introduction

Globally, substantial efforts were made to promote sexual and reproductive health
(SRH) service uptake of adolescents. However, it is still a big problem in many
countries, particularly in sub-Saharan Africa, including Ethiopia.' Due to a lack of
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comprehensive knowledge of SRH problems, most adoles-
cents do not have the information or means to protect
themselves from these problems. More than one-fourth of
girls in sub-saharan Africa (SSA) can not access family
planning services, making them more vulnerable to
unplanned pregnancies and spreading of HIV and other
sexually transmitted diseases. For example, worldwide,
1.65 million adolescents are living with HIV, with
21 million adolescents becoming pregnant, 12 million
girls giving birth, 5.6 million pregnancies which end in
abortion (among which 3.9 million end in unsafe abor-
tion), there is a high rate of early marriage, nearly one in
20 adolescents are believed to contract a STI each year,
and a high proportion of stillbirth and newborn deaths as
well as maternal deaths occur each year.> Evidence
shows that making SRH services available, accessible,
appropriate, and adequate in addressing the SRH needs
of adolescents plays an important role in averting sexual
and reproductive health problems.'”’

Despite the global and national commitments to ado-
lescents” SRH needs, the provision of the service remains
highly inadequate, especially in low- and middle-income
countries (LMICs).® In SSA countries, the utilization of
SRH services by adolescents is very minimal.”>'® For
instance, in a study conducted in Rwanda, healthcare-
related barriers such as lack of privacy, high costs for the
services, as well as lack of comfortable separated rooms
were reported as the barriers of SRH services.!' Another
study conducted in Nigeria shows individual, social, and
health system barriers were reported as barriers of adoles-
cents of accessing SRH information and services.’
Another study
shows negative health workers’ attitudes, distance to the

similar conducted in Kenya also
health facility, unaffordable cost of services, negative
social-cultural influences, lack of privacy, and confidenti-
ality of information are identified as major barriers of
accessing SRH services and information.'?

In Ethiopia, adolescents suffer from sexual reproduc-
tive health problems like STIs/HIV infection, early mar-
riage, and unwanted pregnancies.'*"'* Ethiopia has one of
the highest adolescent fertility rates in Sub-Saharan
Africa®> The government of Ethiopia, like many other
SSA countries, is committed to achieving universal access
to reproductive health, including access to safe, afford-
able, and effective methods of contraception.]5 However,
access to sexual and reproductive health services by ado-
lescents is still continuing to be a public health concern.'®

With the National Adolescent Reproductive Health

Strategy, the government of Ethiopia has prioritized ado-
lescents’ SRH to invest more resources and expand access
to sexual and reproductive health services for adolescents
through the Ethiopian health
scheme.'” In Ethiopia, sexual and reproductive health

extension workers’

services for adolescents are commonly provided through
two service delivery models: youth centers and integrated
health services. Youth centers only serve adolescents and
can either be facility-based or community-based, while in
the integrated health services model adolescents receive
services within the general health system together with the
general public. The services are provided in public and
NGO healthcare facilities, youth centers, and schools. At
each adolescents youth sexual and reproductive health
center there are two trained healthcare providers
assigned.’

Despite these positive efforts of the Ethiopian govern-
ment, provision of SRH services for unmarried adolescents
(10-19 years) remains an unresolved public health chal-
lenge. Limited evidence in Ethiopia shows most Ethiopian
adolescents often face challenges in accessing SRH ser-
vices such as contraception and safe abortion services,
HIV and other sexually transmitted infections testing and
care services, and sexual violence services due to numer-
ous barriers.>'®!?

Healthcare providers are critical to providing quality
sexual and reproductive health services for adolescents,
which is why it is essential to consider their attitudes and
perception towards services provided to adolescents.
Previous studies reveal that healthcare workers’ negative
attitudes towards adolescents, lack of respect for adoles-
cents’ privacy, and a lack of skills necessary for providing
services to adolescents are contributing factors for poor
access to sexual and reproductive health services for
adolescents.* In addition, poor providers’ competence,
unsupportive environment, perceived lack of information
and attitude towards SRHs, poor implementation, and lack
of multi-sectoral engagement are major barriers to adoles-
cents use of SRH services.> Another study showed social
values, and community attitude, the inappropriate package
services, negative attitudes of providers towards unmarried
adolescents, limited SRH knowledge, and lack of open
discussion of sexual matters were mentioned as barriers
to accessing services among adolescents’ in Ethiopia.'’

Increasing the number of health facilities that provide
SRH for adolescents might not be enough to ensure quality
care services. In addition, the perception of healthcare provi-
ders towards sexual and reproductive health services
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provided for adolescents has a direct impact on access to
services, quality, and utilization of quality services. But, in
Ethiopia, there is no sufficient evidence with regard to health-
care providers perception towards provision of SRH services
for unmarried adolescents. Therefore, this study aimed to
explore and gain an in-depth understanding of healthcare
providers’ perception towards the provision of SRH services
to unmarried adolescents in Gamo Zone, Southern Ethiopia.

Methods
Study Area

This study was conducted in Gamo Zone, Southern
Ethiopia. The zone is found under the southern nation,
nationalities and peoples (SNNP) regional state and
divided into 18 districts (14 rural and four town adminis-
tration). Gamo Zone is bordered by Wolaita, Dawro, and
Gofa Zones in the north, Lake Abaya in the northeast,
Amaro special woreda and Dirashe special woreda in the
southeast, and South Omo in the southwest. The adminis-
trative center of Gamo Zone is Arba Minch town. The
town is located 450 km from Addis Ababa, the capital city
of Ethiopia. Arba Minch is located at an altitude of 130
above sea level with an average temperature of 29°C.
According to a 2021 year Zonal health department report
in Gamo Zone there are six hospitals (one general and five
primary hospitals), 56 health centers, and 302 health posts;
they provide preventive, curative, and rehabilitative care.

Study Design

We wused a qualitative phenomenological research
approach to explore healthcare providers’ perception
towards the provision of sexual and reproductive health
services for unmarried adolescents in Gamo Zone,
Southern Ethiopia. This may enable a detailed description
of what is happening in the actual context and a deeper
understanding of the background procedures that come

into play.

Eligible Population

The target study population for this study were healthcare
providers working in adolescent and youth health centers
in selected healthcare facilities.

Selection of Study Sites and Health
Facilities

We selected purposively three districts (Arba Minch town,
Arba Minch Zuria district, and Gacho baba districts). In

Arba Minch town, there are two health centers, two youth
friendly centers, one NGO center, one primary hospital,
and one general hospital. In the Arba Minch Zuria dis-
tricts, there are four health centers. In the Gacho baba
districts, there are four health centers. However, adoles-
cent and youth sexual and reproductive health centers were
select based on the services available and ensuring the
different types of model (health facility, NGO center, or
youth center). In the selected three district there are seven
health centers offering integrated SRH services, one NGO
center, and two youth friendly centers which were provid-
ing SRH services, and all of them were included for this
study.

Selection of Healthcare Providers

This study was conducted among healthcare providers
(HCPs) working in adolescent and youth sexual and repro-
ductive health centers. The purposive sampling technique
was used to select healthcare providers by assuming the
HCPs
knowledge about a particular behavior, experience, or

“information-rich” respondents had extensive
phenomenon of interest.’’ We selected HCPs by taking
the following consideration: their firsthand experience,
they should have experience of at least 6 months in pro-
viding SRH services to adolescents, and willingness to
participate in the study. HCPs should currently work in
selected adolescent-friendly health service centers. The
study participants were invited until data saturation was
achieved. To determine data saturation we conduct inter-
views until we reached the point of no new information;
no new themes; no new coding; and the ability to replicate
the study as recommended by O’Reilly and Parker.?' Also,
at the same time, a sample size should be large enough to
sufficiently describe the phenomenon of interest and
address the research question at hand. In doing this, we
conducted 15 key informant interviews. All the key infor-
mant interviews were tape-recorded and notes were also
taken to guarantee the accuracy of the data.

Definition of Terms

Healthcare providers are those individuals who provide
preventive, curative, promotional, or rehabilitative health-
care services in a systematic way to people, families, or
communities.”** In this study this applies to those who are
involved in history taking, physical examination, and treat-
ment and counseling of sexual and reproductive health
issues at the healthcare facilities.
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Data Collection methods

An interview guide was developed after reviewing rele-
vant literature.*''** The English version was translated
to the local language Ambharic, for data collection. The
interview guide was reviewed by all authors and refine-
ment has been done accordingly. Before the actual data
collection, the developed interview guide was pretested by
four participants who were not included in this particular
study. Based on the inputs from the pretest, the interview
guide was revised for actual data collection. Data collec-
tion was carried out by the principal investigator and two
experienced trained research assistants. Key informant
interviews with healthcare providers were held through
face-to-face interviews by using the Amharic language to
reduce bias and errors. The interviews were conducted at
the participants’ respective workplaces to maintain privacy
as well as convenience. During interviews probing ques-
tions were asked to participants to explore the issues in-
depth. All interview information was tape-recorded after
receiving consent from each participant. We followed the
current COVID-19 pandemic measures and considered the
use of personal

protective materials and physical

distancing.

Data Processing and Analysis

The audio recorded interview data were first transcribed
verbatim in Amharic language. Then the transcribed data
were translated into English. The translated data were
cross-checked with the audio file to ensure its proper
transcription and translation. The principal investigator
read the translated data repeatedly to understand the con-
cept and related meanings of the data. To analyze the data,
we used inductive thematic analysis, which aimed to iden-
tify a set of main themes which captured the diverse views
and feelings expressed by participants. Thematic analysis
is useful for summarizing key features of a large data set,
as it forces the researcher to take a well-structured
approach to handling data, helping to produce a clear and
organized final report.* The principal investigator carried
out coding, categorizing, and theming. Key themes and
sub-themes were checked and verified by the other inves-
tigators and common categories and themes wer agreed.
To identify themes and subthemes we read and re-read line
by line and listened to the recordings to match a sense of
what had been said by each study participant. Both theme
and subtheme were induced from the text itself through
repeated reading. A statement was grouped by code to the

corresponding theme. Once a theme was established, the
transcripts were re-read to ensure the themes appropriately
reflected the content of the data. All themes identified were
checked to reflect the contents of discussions from the
KIIs. Finally, thematic analysis was conducted to identify
major themes that helped to answer the research question.
Participants’ direct quotations were used to elaborate the
emergent themes. To facilitate the data analysis we used
Open Code version 4.03 software for data analysis.

Trustworthiness

To maintain credibility, we used KII guides which were
evaluated by experts from Arba Minch University depart-
ment of Reproductive health. The data collection tool
(interview guide) was pre-tested on four participants
before actual data collection. To diversify the study parti-
cipants, the key informants were recruited based on age,
sex, and work experience to get a broader range of view-
points from different participants. Furthermore, the data
collection assistant and principal investigator knew the
local language fluently. This is important to reduce the
possibility of misunderstanding during the study and
ensured the credibility of the findings. To maintain
dependability, we shared the transcription and translation
with the key-informant participants. Then, they provided
their comments and consensus was made on some vague
ideas. To maintain transferability of the overall research
process, the study setting, and study participant character-
istics were well stated in the methodology part. During
data collection, probing interview techniques were used
between each question, which involved asking further
questions to in-depth understand their perception. The
data collectors used a tape-recorder and written field
notes to record the interviews. Finally, the thick descrip-
tion was completed. To maintain conformability, all data
collected from the fieldwork were kept and were fre-
quently consulted, discussed, and agreed upon between
the investigators during the analysis and interpretation
phase that ensured the conformability of the findings.
The study instruments were translated into local languages
and the inquiry was conducted in the language of the
participant’s choice to reduce bias and errors.

Also, the principal investigator as well as other
research team members have good experience in qualita-
tive research. This experience and specialization were
essential in order to address the research question appro-
priately. The context of this study setting was different
from the setting in which principal investigators have been
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working and living. The KII participants were not familiar
with the principal investigator. In order to minimize
researcher bias, the principal investigator tried to set
aside their assumptions, perceptions, and values, and
prior knowledge during data collection, coding, and ana-
lysis. But, we are not overconfident while interpreting the
findings, and attention was taken to balance interpretation
with direct quotations from the study participants. The
other technique was peer debriefing, performed by the
qualitative expert of Arba Minch University department
of Reproductive health staff, mainly focused on qualitative
data coding and analysis. The last technique was pro-
longed engagement. The prolonged engagement was
achieved by staying in the study area for a long time.
During this time the principal investigator confirmed the
points rose in the KIIs. He observed and confirmed differ-
ent issues.

Results
Participant Profile

The key informants’ interviews were conducted with
a total of 15 respondents. Five of the key informants
were females and ten were males. With regards to their
profession, nine of them had a bachelor of science (BSc)
degree in Health Officer (HO), whereas four of them had
a BSc degree in Nursing. Two of them had a Masters in
public health. Their ages ranged between 25 and 45 years.
All of them had more than 2 years of working experience.
The interviews lasted on average 35 minutes.

Themes and Subthemes

Based on major findings from qualitative data, the research-
ers grouped it thematically into four major themes; indivi-
dual barriers, societal barriers, health system barriers, and
perceived solutions to improve SRH services for unmarried
adolescents. The emerged themes are presented according to
the main themes and subthemes in Table 1.

Theme |: Individual-Level Barriers That
Influence the Provision of SRH Service

for Unmarried Adolescents

Individual-level barriers that limit the provision of sexual
and reproductive health services for unmarried adolescents
include healthcare provider personal belief, healthcare pro-
vider attitude, and healthcare provider motivation to pro-
vide SRH services for unmarried adolescents.

Table | Themes and Subthemes

Themes Subthemes

Individual barriers Healthcare providers personal

beliefs

Healthcare provider attitude

Healthcare provider motivation

Community barriers Socio-cultural norms

Religious belief

Lack of parental support

Health system barriers Shortage of essential medical

supplies

Lack of training

Perceived solution to improve | Strengthen private institutions

the provision of sexual and .
. . Strengthen awareness creation
reproductive health services . .
. program in the community
for unmarried adolescents

Strengthen the current youth

friendly center

Engage religious leaders in the
provision of sexual and

reproductive health services

Subtheme: Healthcare Provider Personal Beliefs
Under this subtheme, most of the key informants believed
that providing SRH services for adolescents would lead
them to promiscuity, and adolescents must abstain from
any sexual activities before marriage. They perceived that
providing sexual and reproductive health services for
unmarried adolescents means that the health worker is
encouraging unmarried adolescents to do a sexual activity
before marriage. Healthcare workers were seen as having
an essential role in protecting the adolescent herself as
well as avoiding the spread of premarital sex in the
community.
One of the healthcare providers said:

I advise my children and as well as other adolescents to
abstain from doing premarital sex because I do not support
premarital sex. I teach young people not to do this (pre-
marital sex); I tell them to take care of themselves as much
as possible. So I encourage young people to abstain
because the best option is to abstain from any sexual

activity. (45 years old male, key informant).

Another participant also said:
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... I advise the adolescents to be abstinence from doing
sex before marriage. Which I recommend for my children
as well as young people who come to me for advice. (29
years old female, key informant).

However, a few healthcare providers believed that the
provision of SRH services should be beyond counseling
about abstinence.

... as a human being, no one can say don’t do sexual inter-
course, because it is natural biological processes ... But what
we all need to do is educating adolescents to understand the
consequences of premarital sex and inform them to make it
safe as possible. (28 years old male, key informant).

Even if we teach the adolescents to abstain from premar-
ital sex; maybe a few of the adolescents may accept the
ideas. Rather than saying to adolescents not do premarital
sexual intercourse; it is better to pay attention to counsel-
ing the adolescent about the consequence and available
options of SRH services because adolescents like another
human being they have physiological and biological need.
(27 years old female, key informant).

Subtheme: Healthcare Provider Attitude Towards
Provision of SRH Services

Under this subtheme, most healthcare providers described
ambivalent attitudes to provide sexual and reproductive
health services for unmarried adolescents regarding com-
monly safe abortion and contraceptive services. For further

understanding, lets see what participants said:

For me, this thing (doing safe abortion) is tough!! (35
years old male, key informant).

I do not provide safe abortion services. (45 years old male,
key informant).

If someone asks me for safe Abortion service after doing
unsafe sex, I will not provide it (safe abortion service). (31
years old male, key informant).

One of the study participants who works in a youth-
friendly center said:

... If a 12-year-old girl came and told me she needed
family planning services. I will advise her to be absti-
nence. So I would not give her family planning. (30
years old female, key informant).

However, few healthcare providers will give any sexual
and reproductive health services for adolescents, even their

sisters or relatives.

Of course, I will provide for those all adolescents who
come to seek services even 10 or 12 years old; I will give
the service as they want. (37 years old male, key
informant).

The response from these respondents implied that the
healthcare providers did not provide SRH services for
unmarried adolescents due to their personal beliefs and
attitude. However, to provide services for adolescents in
the best way, the healthcare provider should put aside their
personal beliefs and attitudes. In reply to this stem, respon-
dents gave their opinion in the following way:

... It (individual feeling) can have an impact on service
delivery. But I should not allow my personal beliefs to
dominate the service delivery for adolescents. I have to
provide the services based on the need of the coming
customers. (45 years old male, key informant).

I hate the action (doing premarital sex)!! As long as it is
not my position. But as long as I am her counselor,
I should not speak offensive words or I don’t show unne-
cessary behaviours. (25 years old female, key informant).

The healthcare providers working in adolescents and youth
centers also believe that they ought to distance themselves
from their personal and moral beliefs to respond best to
adolescents’ needs.

One of the participants said:

As a professional, I should provide the service for any
adolescents, even for my sister herself as long as she says
I want the service. But, what should we do, must first
teach everything. Then we have to provide the service as

they want. (30 years old male, key informant).

Subtheme: Healthcare Provider Motivation to
Provide Services
Concerning the future life of adolescents, the complication
of the health problems adolescents experience and the
personal satisfaction from the service provision was men-
tioned by most study informants as a motivating factor to
provide the SRH services for adolescents.

One of the key informant interview participants
explained:

As a member of the community, I have tasted the guilt.
When you see such a complex condition, you think that
what I shall do if it happened to me, what I shall do if it
happens to my sister. I will be motivated when you see
those who adolescent after their problems is solved by

you. (30 years old male, key informant).
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Another key informant also explained:

Because I know the following risk if I do not provide the
service. Unless I provide service for the adolescents who
come in to seek services, they will either kill themselves or
get into unwanted trouble. So, I personally safe the life of
these kinds of adolescents by providing the services. (29
years old female, key informant).

Furthermore, participant 3 stressed the idea and put his
opinion as follows:

When you see adolescents between the ages of 15 and 16
years come for safe abortion, you will get shocking have
you imagine how difficult life is! They become pregnant
by this age ... | am happy when I help those adolescents
who are in such a difficult situation. (37 years old male,
key informant).

Healthcare providers are demotivated to provide SRH
service for an unmarried adolescent when the adolescent
repeatedly asks them for the same services.

Some young people come repeatedly and asked for the
same services over and over again. When you look at
them, you have something to think about, both religiously
and culturally. (37 years old male, key informant).

Most study participants also described that they were
demotivated due to when the adolescents show misbeha-
vior. They highlighted it as one of the critical challenges to
provide sexual and reproductive health services for

adolescents.

... the critical challenges to provide sexual and reproduc-
tive health services are adolescent misbehavior. Even the
healthcare providers volunteer to provide health education
for adolescents, the adolescents say, “We do not need
health education.” As a result, healthcare providers do
not have the dare to do it as professional. (28 years old
female, key informant).

One of the study participants who worked in a youth-
friendly center said:

... When I asked them to give me just five minutes to
teach ... most of them said that we came from school. We
came here for a break. We don’t need health education,
what does it do? Even they were joking about the health-
care provider. They mock, saying, “There is no condom”.

(25 years old female, key informant).

Theme 2: Community-Level Barriers That
Influence the Provision of SRH Service

for Unmarried Adolescents

Under this main theme social-cultural norm, religious
beliefs, and lack of parental support inhibited the provision
of sexual and reproductive health services for unmarried
adolescents:

Subtheme: Socio-Cultural Norms

Most healthcare providers describe that due to the social-
cultural norm of the community they did not give SRH
services for unmarried adolescents. They suggested that
social norms in Ethiopia are strong; the adolescents may
face different problems if they utilized sexual and repro-
ductive health services. In their community, their culture
does not allow them to get services. Most adolescents
usually come to their facility for sexual and reproductive
health services after they develop a sexual and reproduc-
tive health problem. In reply to this stem, respondents
gave their opinion in the following way:

For example, if someone sees the adolescents around the
area where family planning or abortion is given, the ado-
lescent girl can face punishment from her family member.
Because there is a perception in society that adolescents
should start use family planning after they got married. (31
years old male, key informant).

Most study participants perceived that sexual intercourse
and contraceptive use among unmarried adolescents is
culturally unacceptable. Similarly, various healthcare pro-
viders advocate for total sexual abstinence among unmar-
ried people and view pre-marital sexual intercourse as
immoral. In reply to this stem, one respondent gave their
opinion in the following way:

A girl’s use of family planning means that she begins
premarital sex. Even for such young people, the commu-
nity is being dishonored and they believe that they may
teach other children such unethical behavior. This is the
most discouraging action especially for young adolescents.
(35 years old male, key informant).

Subtheme: Lack of Parental Support

The majority of study participants mentioned that parental
negative perceptions towards adolescents receiving sex
education and information and services is one of the bar-
riers to provide sexual and reproductive health services for
This negative perception is

unmarried adolescents.

Risk Management and Healthcare Policy 2021:14

4889

Dove:


https://www.dovepress.com
https://www.dovepress.com

Sidamo et al

Dove

associated with cultural norms, even discussing SRH
issues with unmarried adolescents is a cultural taboo.
Moreover, they believe that discussing or educating
unmarried adolescents about SRH issues will motivate
the children to engage in premarital sex. Premarital sex

is a socially unacceptable practice.

With regards to child parenting what is imprinted in our
society is that when you discuss with adolescents about
SRH issues or what seems to be important, they think
adolescents will be ruined tomorrow or they believe that
tomorrow’s life of adolescents will fall into something
bad. (26 years old male, key informant).

The majority of study participants describe that lack of
parental support is a great challenge for healthcare provi-
ders to provide SRH services for unmarried adolescents.
Especially providing community-based education related
to reproductive health services for unmarried adolescents
is difficult to them; due to this reason they did not provide
community-based education.
One of the female participants said:

Parents will not allow the healthcare providers to educate
their adolescents about sexual and reproductive health
issues. They think that you have come to corrupt their

children (adolescents). (28 years old male, key informant).
Another participant also stated that

... Parents believed that it (sexual and reproductive health
services) does not consider our cultural norms and values.
It violated community norms and religious practices.
Discussing the sexual-related issue with the children may
motivate them to engage in premarital sex. Premarital sex
is a socially unacceptable practice. Due to this reason,
most healthcare providers do not give any community-
based sexual and reproductive health-related education
for unmarried adolescents and the local communities are
not interested to send their children for education. (25
years old female, key informant).

One of the study participants also shared her experiences
and said:

I will not allow anyone to come and teach my daughter
about sexual and reproductive health services. (28 years
old female, key informant).

Subtheme: Religious Beliefs
The healthcare providers admitted that religious beliefs
had an impact on the provision of sexual and reproductive

health services for unmarried adolescents. Furthermore,
healthcare workers report that the provision of safe abor-
tion services for adolescents was against their religious
rules.

For further explanation, respondents 1 and 10 gave
their opinion as follow:

It (my religion) influences my service provision. For
instance, I do not provide safe abortion services, but
I will refer them to the place where the services are
provided as long as the young people come looking for
service. (45 years old male, key informant).

For me, this thing (doing safe abortion) is very difficult!!
(Taken as doing sin). Even though people are different in
their beliefs, it is not the man who creates man, but God.
Even though I was created by man, abortion is the termi-
nation of life. (31 years old male, key informant).

Furthermore, participant 5 stressed the idea and put her
opinion as:

According to my religion, if there is anything that is not
allowed in my religion, I will leave my job and I will not
do it. For example, if anyone wants a safe abortion service,
I will not do it because my religion does not allow me to
do it. Also, it is not my position. So if someone asks me
for a safe abortion service after doing unsafe sex, I will not
provide it (safe abortion service). (25 years old female,
key informant).

Theme 3: Health System Barriers

This main theme is the one that study respondents give
enfaces. The majority of respondents suggested that the
main barriers in providing adolescent-friendly SRH ser-
vices. This theme has two subthemes, namely: a shortage
of essential medical supply and lack of training.

Subtheme: Shortage of Essential Medical Supplies
The majority of study participants mention that a shortage
of medical supplies and equipment like modern contra-
ceptive methods, condoms, and test kits (pregnancy and
STI kits) limit the sexual and reproductive health services
for unmarried adolescents. That equipment was critical for
the provision of the services. Health workers narrated that
they could not provide SRH services due to inadequate
medical supplies. For further understanding, lets see what
the respondents said:

Shortage of input, especially nowadays. For instance, in

our facility, there are no family planning methods like
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condoms and emergency contraceptive methods. Also,
there is no equipment to test the adolescent. For example,
we do not have an HIV test kit, we do not have
a pregnancy test kit ... so, we do not counsel them (ado-
lescents) and we also do not dare to teach because we
don’t have resources ... How do I do it without equip-

ment? (26 years old female, key informant).
Another participant also said:

.. most adolescents come and ask for condoms, but we
don’t have a condom, we are out of stock. We have
repeatedly asked the concerned bodies, but have not
received a response. (25 years old female, key informant).

Subtheme: Lack of Training
According to the interviewed healthcare providers, lack of
training on sexual and reproductive health services signif-
icantly challenged the provision of services for adoles-
cents. They also highlighted that the lack of training
limited them to provide quality healthcare services for
adolescents. One healthcare provider who works in
a youth-friendly center said that they did not provide long-
acting family planning for adolescents.

One female study participant who works in a youth
center said:

I do not provide all family planning services like Implant
and IUCD for young people because training is required to
provide these types of family services. (28 years old male,
key informant).

Weak Institutional Support
Most respondents describe that weak institutional support
for adolescents-youth-friendly centers constrains service
provision to adolescents. This is reflected in unfriendly
facility settings and lack of necessary equipment and edu-
tainment materials that will attract adolescents to the facility.
This unfriendly facility setting may discourage adolescents
who require these services. As a country, Ethiopia's sexual
and reproductive health is not a well-established sector.
For further explanation, lets see what the respondent
said:

Everyone has a role to play in youth health. But the main
stakeholder goes to the government. Because it is not easy to
provide services. It starts with the construction of facilities.
A lot of things are needed. Therefore, I say the government
should expand the focus on what is being arrested because the

youth problem is a national problem and if we use it properly

and use the resources we have properly, they will also be

a threat to our country. (35 years old male, key informant).

Another respondent also said that lack of essential equip-
ment and educational materials is one of the key barriers to

provide services that need an urgent response from respon-
sible bodies.

. The government should pay close attention to the
training for the professionals, since the healthcare provi-
ders should be adequately qualified. This is something that
can change access to services for a young person, espe-
cially when the professional is qualified, they will provide

quality services. (29 years old male, key informant).

Adolescents will not come again to the center once they
don’t get what they asked, and they often do not come. (27
years old male, key informant).

Theme 4: Perceived Solution to Improve
the Provision of SRH Services for

Unmarried Adolescents

Most of the participants suggested that to improve the provi-
sion of SRH services for unmarried adolescents, the govern-
mental bodies should give due attention to adolescents and
strengthen awareness creation programs in the community.
Furthermore, they should support the current youth-friendly
center, and they also should involve religious leaders in the
provision of SRH services for unmarried adolescents.

Subthemes: Strengthen Private Institutions

Most of the participants suggested that to improve access
and utilization of sexual and reproductive health services
for unmarried adolescents strengthened services provision
in the private institution is crucial: For further understand-
ing, lets see what the participants said:

Most of the time, the adolescents go to private institutions
for services because in the government institutions most of
the time the adolescents may not get the service ade-
quately. (45 years old male, key informant).

There are probably a lot of clients who need sexual and
reproductive health services at public health facilities.
Adolescents want to hide they go to private facilities. Also,
there is a lot of professional turnover in government institu-
tions. Once they are assigned in a youth-friendly center, they
will rotate into another place. (35 years old male, key

informant).
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Most of the respondents from government institutions also
confirmed that

The flow of adolescents is not good enough. As you know
the provision of SRH Services needs privacy. Even we
provide SRH services by keeping their privacy; they will
go to private institutions. (31 years old male, key
informant).

Another respondent from private institutions also con-
firmed that

The adolescents may experience unwanted pregnancies
due to a variety of reasons. They come here (a private
institution) as a preference for that (safe abortion) service.
(37 years old male, key informant).

Subthemes: Strengthen Awareness Creation
Programs in Our Community

Most healthcare providers describe that the main barrier
for adolescents to access SRH services is related to social
level factors. So the respective body should strengthen
community-based awareness creation programs to reduce
stigma and discrimination, to improve parental as well as
community support for adolescents.

. the negligence of the community makes adolescents
vulnerable to various reproductive health-related diseases.
I think the other is the negligence of the adolescents
themselves. Currently, adolescents do not go in the way
of their mother or father and the community. The other
may be related to family control. The more family control,
the worse the problems for adolescents. (25 years old
female, key informant)

Therefore, I believe series of awareness-raising activities
are needed in our community. (35 years old male, key
informant).

There should be awareness creation programs in our com-
munity related to sexual and reproductive health. (30 years
old male, key informant).

Subtheme: Strengthen the Current Youth Friendly
Center

Study participants suggested that family involvement
should be strengthened around youth-friendly health ser-
vices to make all kinds of services accessible for adoles-
cents. Furthermore, they said:

If we want to provide complete services to the adolescents,

the services that the youth center provides

must also involve the parents of the adolescents. At least
every 6 months there should be a meeting with parents of
the adolescents to create awareness about sexual and
reproductive health issues and to encourage their adoles-
cents in getting services. Simply establishing a youth cen-
ter is not enough without parental support. So, family
involvement should be strengthened around the youth-
friendly health

informant).

services (35 years old male, key

... it is necessary to strengthen the youth center and make
all kinds of services accessible. For example, if an adoles-
cent becomes pregnant at that adolescent’s age, the family
holds the girl in their home or that girl may get stuck in
something unnecessary. So, I believe it would be good if
the government could expand the coverage of youth ser-

vices. (27 years old female, key informant).

Subtheme: Involvement of Religious Leaders in SRH
Services Provision

Healthcare providers suggest that the involvement of reli-
gious leaders in SRH services is essential to develop
acceptable community intervention and to improve the
current SRH service in the way of religious acceptability,
particularly related to safe abortion services.

In my opinion, these things (Safe abortion service) need to
in-depth with
Discussion with religious leaders is essential because the

be discussed the religious leaders.

healthcare providers easily accept what the religious lea-
ders who come from his/her religious say. The religious
leader may also give direction to the follower (healthcare
providers). Therefore, health professionals and religious
leaders should be able to discuss it. (37 years old male,
key informant).

Discussion

The findings of this study reveal that social norms strongly
influence healthcare provider perceptions towards the provi-
sion of sexual and reproductive health services. Most
healthcare providers describe that, due to social norms
associated with premarital sex, they do not give sexual
and reproductive services for unmarried adolescents as
required. They explain that social models in Ethiopia are
strong; the adolescents may face different problems if they
utilized sexual and reproductive health services. They also
express that they counsel unmarried adolescents to abstain
from sexual activity until marriage. The healthcare provider
perceived that providing sexual and reproductive health
services for unmarried adolescents means encouraging
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unmarried adolescents to engage in sexual activity before
marriage. This finding is consistent with other findings in
Ethiopia.>'® Similar to this study finding, the finding of
a study conducted in DR Congo also shows stigma discour-
aged adolescents to access and utilized sexual and repro-
ductive health 25

Tanzanian found that adolescents discouraged seeking

services.” Another qualitative study in
SRH services due to community stigma.?® Similar findings
were also reported in a study conducted in Ibadan, Nigeria,
where healthcare providers, instead of giving contraceptives
for unmarried adolescents, preferred unmarried adolescents
to abstain from sex until marriage.'* This might be due to
the effect of a normatively driven protective role of health-
care providers which is exacerbated by the pervasive norms
about sex and contraception being only for married women.
One study also suggested that the healthcare provider per-
ceived that they were seen as having an important role in
protecting the spread of premarital sex in the community.*’
This study finding implies that the protective role of the
healthcare provider at health facilities is one of the great
challenges for adolescents to access and utilize sexual and
reproductive health services. It also suggests that commu-
nity-based sexual and reproductive services seem to fail. So
the current strategy should be revised by including key
community members like religious leaders, community
elders, parents, and teachers.

Healthcare providers in this study had ambivalent atti-
tudes towards providing safe abortion and contraceptive
services for unmarried adolescents due to their religious
beliefs and cultural norms.

Religious beliefs are the ones that prevent healthcare
providers from providing safe abortion services among the
interviewed healthcare providers. Most of the interviewed
healthcare providers refer the adolescents to the nearest
health facility where abortion services are available. Similar
to these study findings, the findings of the study conducted in
Ibadan, Nigeria also show that healthcare providers had
ambivalent attitudes towards providing contraceptives for
adolescents due to their moral beliefs.'* However, the
findings of a study conducted in Ghana among midwives
show that their religious beliefs did not prevent them from
providing abortion care because they perceived that doing
safe abortion services is their professional duty and needed to
help prevent deaths from unsafe abortion.”®

Moreover, our study revealed that the healthcare provi-
ders were demotivated to provide SRH services for an
unmarried adolescent when the adolescent repeatedly asked
them for the same services. A qualitative study conducted in

Southwest, Ethiopia'® showed that most adolescents repeat-
edly asked for the same benefits due to lack of awareness, or
it may be due to their peer influences. So, healthcare provi-
ders should give vital counseling to adolescents.

The findings of this study revealed that the healthcare
providers were motivated to provide sexual and reproduc-
tive health services due to their previous experiences.
They experienced that most adolescents in the study area
become pregnant due to inadequate knowledge about sex-
ual and reproductive health services. Some also experi-
enced unintended pregnancy due to rape. This motivated
healthcare providers to provide sexual and reproductive
health services. A similar finding has been reported in
the study conducted in Ghana. Midwives are motivated
to provide services for adolescents because of their experi-
ences of maternal death due to unsafe abortions.”® Another
qualitative study finding conducted in South Africa also
shows that nurses were motivated by their experiences as
teenagers to serve SRH services to adolescents.”

In this study, the study participants put the most signifi-
cant emphasis on healthcare systems-related barriers like
a shortage of medical supplies and equipment like modern
contraceptive methods, condoms, test kits (pregnancy and
STI kit) which limits the provision of sexual and reproduc-
tive health services for unmarried adolescents. Studies con-
ducted in southern Ethiopia and southwest Ethiopia also
support this study finding.*'® A qualitative study conducted
in South Africa also shows that insufficient SRH skills and
shortage of time to provide the necessary care hinder the
provision of adequate SRH services to adolescents.* This
study finding implies that health system barrier further con-
tributes to the unfriendliness of the services environment to
access and utilization of sexual and reproductive health
services by unmarried adolescents.

Lack of training about sexual and reproductive health
services for adolescents limited the healthcare provider to
provide quality healthcare services for adolescents. Study
participants witness that, due to lack of training, most
youth centers as well as health centers failed to meet
adolescents’ needs. The findings of this study support
bythe empirical study conducted in Kenya, which
shows that most service providers do not have adequate
counseling skills and do not receive any special training on
how to handle adolescents.”

Conclusion
The findings of this study show that the provision of
sexual and reproductive health services seems, for
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unmarried adolescents, inadequate, due to the strong influ-
ence of social norms on health workers’ perception
towards the provision of sexual and reproductive health
services. In addition, most healthcare providers had
ambivalent attitudes towards providing safe abortion and
contraceptive services for unmarried adolescents due to
their personal religious beliefs. Moreover, the shortage of
essential medical supplies and lack of training further limit
the provision of sexual and reproductive health services.
Adolescent resistant behavior and lack of parental support
further complicated sexual and reproductive health ser-
vices for unmarried adolescents. Therefore, an urgent
response is needed from governmental and nongovern-
mental organization to save the life of adolescents. As
the findings show that most of the barriers come out of
the healthcare system, future studies should explore the
role of social norms on the provision of sexual and repro-
ductive health services for unmarried adolescents.
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