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Abstract

Background Adolescents in Ghana are vulnerable to unequal power relations at the personal, community and struc-
tural levels which in turn limits their opportunities in access to critical sexual and reproductive health information

and services. There is therefore high unmet need for sexual and reproductive health (SRH) information and services
and the Bono East region typifies this situation, recording some of the poorest SRHR outcomes among adolescents.
We, therefore, aimed to investigate the SRH needs (unmet), behaviors and utilization of SRH services among adoles-
cents in the Bono East region.

Methods Using a maximum variation sampling approach, this qualitative study conducted in-depth interviews
and focused group discussions with adolescent boys and girls, parents, community leaders, and healthcare providers.

Results Our findings are presented under two broad categories: major SRHR concerns of adolescents, and perspec-
tives about that influences adolescents' utilization of SRHR services. Under the major SRHR need of adolescents,

the following themes emerged: information and services on pregnancy prevention, menstrual hygiene management,
availability of comprehensive abortion care services, and attitudes towards adolescent pregnancy. The perspectives
about the factors that influence adolescent children were discussed at multiple levels: individual/personal. interper-
sonal and community/societal. At the individual level, limited understanding of adolescence/puberty, desire of ado-
lescents to belong and misperceptions about contraceptives. At the interpersonal level, issues relating to technical
capacity needs of service providers, disrespect exhibited by service providers, and parental failure were identified

as influential factors. Then at the community/societal level, we identified structural constraints and compromised
social safety concerns in accessing contraceptives and services.

Conclusion In conclusion, the findings from this study offer valuable insights into the complex landscape of ado-
lescent sexual and reproductive health in the Bono East region. The implications for policy and practice are manifold,
ranging from comprehensive education to addressing menstrual hygiene, involving parents, training healthcare
providers, and promoting respectful care.
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Background

Adolescence is a transitional phase from childhood to
adulthood [1]. This transitional period is often character-
ized by several storms that adolescents (i.e., 10—19 years)
have to surmount. Such challenges include peer pressure,
sexual maturation, desire, and curiosity to experiment
with sexual activities [2]. In most cases, adolescents —
particularly those in resource constrained settings — lack
guidance and access to accurate, timely, and quality infor-
mation necessary to shape their sexual and reproductive
health (SRH) positively. The effects of these challenges
reflect in adverse outcomes including, unintended preg-
nancies, unsafe abortions, sexual exploitations, sexually
transmitted infections, repeat pregnancies, and intimate
partner violence [3—6].

A report from the Guttmacher Institute indicates that
in 2019 alone, there were nearly 21 million pregnancies
among adolescents 15-19 years in low-and-middle-
income countries (LMICs); half were unintended and 55%
ended in abortions — mostly through unsafe methods [7].
The World Health Organization (WHO) also reports that
in sub-Saharan Africa (SSA), the rate of childbirth among
younger adolescents (i.e., 10—14 years) is approximately,
4.6 per 1000 women which is higher than the global 1.5
per 1000 women among the same cohort [8]. Adolescent
SRH issues remain major public health concerns in many
countries, including Ghana.

Adolescents in Ghana have high unmet need for SRH
information and services. Evidence suggests that 82% of
adolescent girls and 75% of adolescent boys lack compre-
hensive knowledge on HIV, with only 27% of sexually active
adolescent girls utilizing modern contraceptives [9, 10]. In
addition, child sexual violence Ghana; a study that revealed
that approximately one-third of girls and around one in
ten boys were coerced into first sex [11].and these are sus-
pected to be underreporting of the exact magnitude of sex-
ual and gender based violence against adolescents [12].

Both male and female adolescents continue to engage
in risky sexual behaviors. Yeboah et al. [13] reported that
28.1% of adolescent boys engage in multiple sexual part-
nerships. Nearly 64.4% of adolescents engage in early sex-
ual initiation [14]. Also, 21.4% of adolescents have been
found to engage in sexual intercourse [15]. Adam et al.
further report that 60.7% of adolescents who have sex
when drunk do not use a condom [15]. Hence, increas-
ing their risk of sexually transmitted infections and
unplanned pregnancies.

Indeed, there is a preponderance of empirical stud-
ies in Ghana that have investigated SRH behaviours of
adolescents and their utilization of SRH services [13, 14,
16]. However, these studies have mainly been quantita-
tive [13, 14]. We therefore need deeper understanding of
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the nuances that characterize the SRH needs and service
utilization of adolescents in Ghana. Furthermore, the
Bono East, previously part of the broader Brong Ahafo
region, exhibits concerning and enduringly poor adoles-
cent SRH outcomes. For many years, the region has been
one of the top three with the country’s highest prevalence
of adolescent pregnancy [9, 10]. We, therefore, aimed to
explore the persistent SRH needs of adolescents, avail-
ability and provisioning and utilisation of health services
among adolescents in the Bono East region. Specifically,
we addressed the following objectives:

The paper is situated in the remit of the Social Ecologi-
cal Model (SEM). We employed this framework as the
conceptual framework because it allows us to understand
how adolescent sexual agency is both influenced and con-
strained by the various levels within their ecological sys-
tem [17]. These levels range from individual factors (e.g.,
knowledge and beliefs), interpersonal dynamics (e.g.,
peer and family influences) and community factors (e.g.,
gender, social and cultural norms), institutional arrange-
ments (e.g., service guidelines; availability of services) to
the national political and policy processes (e.g., policies)
[17]. Essentially, the SEM suggests an overlap and inter-
action of various factors at different levels to shape ado-
lescent SRH behaviors and outcomes.

Policy context

To advance SRH services and outcomes among adoles-
cents, Ghana adopted its first adolescent reproductive
health policy (ARHP) in the year 2000. The ARHP envi-
sioned increased age at first sex, reduction in child mar-
riage by 37%, reduction in teenage pregnancy by 50%,
and a reduction in abortion among young people by 50%
by 2010 [18]. Further to this, the Ghana Health Service
developed the adolescent health service policy and strat-
egy (AHSPS) (2016-2020) [19]. The goals of the AHSPS
included reducing adolescent mortality rates, ensuring
that 90% of adolescents and young people receive vital
information about health and services, facilitating a 90%
knowledge level among adolescents and young people
regarding SRH services and rights, substantially increas-
ing comprehensive HIV knowledge among adolescent
girls and young people from 20% to 60%, and aiming for
at least 60% of adolescents accessing specialized adoles-
cent health services by 2020 [19]. Additionally, the targets
involved enhancing National Health Insurance card cov-
erage among female adolescents aged 15-19 years from
52.7% in 2014 to at least 70% by 2020, and significantly
increasing the utilization of modern contraceptive meth-
ods among females aged 15-19 years and 20-24 years,
while decreasing the unmet need for family planning
in these age groups [19]. Lastly, the AHSPS sought to
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increase condom usage among young males aged 15-24
with multiple partners from 34% in 2014 to 40% by 2020
[19].

Methods

Design and study setting

We employed the qualitative research approach to gen-
erate descriptive cross-sectional data. Bono East region,
formerly part of the Brong-Ahafo region, was selected
as the study area. Over the years encompassing the ini-
tiation of the Demographic and Health Surveys in the
country, the region has consistently held the highest or
second-highest rates of teenage fertility [9]. For instance,
between 2008 and 2014, approximately 18% of ado-
lescents aged 15-19 within the region had a live birth.
Between this period, the region’s ranking in terms of
teenage fertility was second only to the Central and Volta
regions [9, 15]. Based on this premise we conducted the
present study in districts within the Bono East region.

Study population

The study targeted multiple stakeholders. These included
adolescent boys and girls, community and religious lead-
ers, parents, healthcare workers attending to adolescents
SRH needs, and education workers (i.e., teachers and
school health educators).

Sampling

For the adolescents, a maximum variation sampling
approach was used. This involved the deliberate sam-
pling of adolescents with different characteristics (e.g.,
age, gender, urban—rural residence, and level of educa-
tion). As a type of purposive sampling technique, maxi-
mum variation sampling ensures that the relevant people
participate in a study and ensures the sample’s diversity
[20]. Parents and community leaders were purposely
selected with the assistance of community mobilizers,
such as local district assembly delegates. The study team
provided an explanation of the nature, objectives, and
characteristics of eligible participants to mobilizers/facil-
itators, who subsequently facilitated the recruitment of
participants by the fieldworkers.

Inclusion and exclusion criteria

To be eligible to participate in the study, adolescents were
expected to be between 15-19 years and be usual resi-
dents of the study area. Moreover, the adolescent must
have the mental capacity to assent or consent. Health-
care workers were considered eligible to participate in
the study only if they provided direct SRH services to
adolescents (i.e., contraceptives, family planning, safe
abortion services, SRH information, and education).
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Consequently, younger adolescents (i.e., 10-14 years),
those who could not assent, and those whose parents
did not consent were excluded from the study. In addi-
tion, community leaders, religious leaders, and parents
who did not identify as usual study area residents were
precluded.

Data collection

Prior to the data collection, we recruited three qualitative
research assistants who were responsible for conducting
the in-depth interviews (IDIs) and focused group discus-
sions (FGDs). These research assistants had a minimum
of bachelor’s degree in population health, and at least
two years’ experience conducting qualitative research.
Notwithstanding, the last author (JAA) who was the
supervisor in this project organized a five-day training to
reorient the research assistants, and get them informed
about the study objectives, methodology, and instru-
ment (see Supplementary file 1). Additionally, the train-
ing involved role plays to simulate how to correctly ask
the questions in the local language (Twi). We conducted
in-depth interviews (IDIs) and focused group discussions
(FGDs) with the study participants. A total of 26 IDIs
were conducted using a semi-structured interview guide.
Among them were adolescents (N=16), comprising an
even distribution of eight girls and eight boys. Addition-
ally, parents (N=5), including three mothers and two
fathers, were engaged in the interviews. Community
leaders (N=5), consisting of two females and three males,
participated in the IDIs. There were three FGDs with the
adolescents. This involved a total of 23 participants who
were split by gender, with seven boys and 16 girls (8 in
each group) contributing to the discussions. It must be
noted that the participants of the FGDs were different
from those who were interviewed in the IDIs. Except for
the IDIs with adolescents conducted exclusively at their
homes, the remaining interviews were conducted at the
home, offices, and other community spaces where par-
ticipants’ and interviwers’ privacy, confidentiality, and
safety could be maximized. Each IDI and FGD was audio
recorded after having obtained both verbal and written
permission from the participant. The interviews were
conducted between November and December, 2022. On
average, the IDIs lasted about 45 min whereas the FGDs
lasted 80 min. All FGDs as well as 23 of the IDIs were
conducted in Twi, while three IDIs were conducted in
English. This was solely based on the preference of the
participants.

Data analyses
The recorded interviews and FGDs were transcribed
and imported into QSR NVivo-12 for data management
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and analysis. The analysis was done following Clarke
et al’s [21] six-phase analytic strategy. In the first phase,
all audio recordings and transcripts were repeatedly
reviewed to immerse ourselves in the data. This process
allowed us to familiarized ourselves with the partici-
pants’ voices, viewpoints, and experiences. JO and JAA
performed a line-by-line coding of the transcript to iden-
tify significant data segments related to adolescent SRH
needs and service utilization. This process was first done
inductively to allow the codes to organically emerge from
the data. After this, a deductive coding was done, tak-
ing into consideration the socio-ecological model. The
assigned codes were collated into potential themes in the
third phase by grouping related codes. Through constant
comparison and discussion among the research team,
preliminary themes were identified, allowing for the
exploration of patterns and variations in the data. Where
there were contrasting perspectives about a theme, the
entire research team discussed it until an agreement
was reached. The identified themes were then critically
reviewed and refined. The process involved assessing the
coherence and distinctiveness of each theme and ensur-
ing that they accurately represented the participants’ per-
spectives. After a thorough review, the refined themes
were defined and given descriptive names that encapsu-
lated their content. Each theme was accompanied by a
clear explanation of its relevance to the research objec-
tives. The final step involved synthesizing the themes and
their respective sub-themes into a coherent narrative
[21]. This narrative provided a comprehensive account
of the stakeholders’ perspectives. Exemplar quotes were
selected to illustrate the themes, enhancing the credibil-
ity and richness of the findings.

Rigor and trustworthiness

The triangulation of data sources including IDIs and
FGDs with adolescents, parents, and community lead-
ers enhanced the comprehensiveness of the findings and
reduced the potential for bias arising from a single data
type [22]. Regular peer debriefing sessions were held
among the research team members. These sessions pro-
vided a platform for open discussion, critical feedback,
and exploration of differing viewpoints, thereby enhanc-
ing the researchers’ awareness of their own biases and
aiding in the refinement of the analytical process. To
enhance the confirmability of the study, an audit trail of
the interview guide, informed consent form, and assent
forms were documented. The inclusion of direct quotes
and vivid descriptions strengthened the credibility of our
findings [23].
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Ethical considerations

Ethical approval was obtained from the Ghana
Health Service Ethical Review Committee [ID: GHS-
ERC-013-09-22]. All the methods and procedures are
in line with the Declaration of Helsinki [24]. Before con-
ducting fieldwork, the research assistants were trained
on the ethical principles of respect, beneficence, and jus-
tice. The training emphasized the corresponding ideas
of autonomy and self-determination, namely the right
to access information, voluntary involvement, avoidance
of exploitation, privacy, and secrecy. Additionally, we
obtained both oral and written consent to participate in
the study. In the case of individuals under the age of 18,
we sought consent from the parents or legal guardians,
followed by the child’s assent. In the case of emancipated
minors, i.e., teens who had assumed parental roles, we
obtained personal consent. All the research assistants
signed a non-disclosure agreement. The audios and tran-
scripts were anonymized and encrypted with a password
to prevent unauthorized access.

Results

Our findings are presented under two broad categories:
major SRHR concerns of adolescents, and perspectives
about what influences adolescents’ utilization of SRHR
services. Under the major SRHR concerns of adolescents,
the following themes emerged: information on pregnancy
prevention, menstrual hygiene management, availability
of comprehensive abortion care services, and attitudes
towards adolescent pregnancy (Fig. 1).

The perspectives about the factors that influences ado-
lescents’ utilization of SRHR services was presented in
three themes as informed by the SEM. At the individual
or personal level, limited understanding of adolescence,
yearning for a sense of belonging and misperceptions
about contraceptives emerged as the key factors that
influences an adolescent’s utilization of SRHR services.
At the interpersonal level, issues relating to technical
capacity needs of service providers, disrespect exhibited
by service providers, and parental failure were identified
as influential factors. Then at the community and societal
level, we identified structural constraints and compro-
mised social safety to access contraceptives as the key
influencing factors.

Major SRHR concerns of adolescents

Information on preventing teenage pregnancy

In response to a question on adolescents most pressing
SRHR concerns in the communities, participants unani-
mously — (parents, community leaders, adolescents, and
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Major SRHR concerns

of adolescents
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Perspectives about what
influences adolescents’
utilization of SRHR services

Information on
preventing pregnancy

Menstrual hygiene
management

Availability of
— comprehensive abortion
care services

Attitudes towards
adolescent pregnancy

N J
Fig. 1 Thematic map of themes embedded within the SEM

health workers) mentioned pervasive unmet need for infor-
mation and education on how to prevent early and unin-
tended pregnancy. According to participants, providing
adolescents with preventive services and products could
help minimize the widespread occurrence of teenage
pregnancies in the region. Some excerpts are provided as
illustration:

When you look at it, what they need is adolescent
groups where they would get to learn about the dan-
gerous consequences of teenage pregnancy (Adoles-
cent SRH Provider, 43 years, Techiman North)

I know some of the health needs of adolescents. They
need condoms to protect themselves from diseases

Individual/personal level
eLimited understanding of
adolescence

eMisperceptions about
contraceptives

Interpersonal level
eTechnical capacity of service
providers

eDisrespect exhibited by
service providers

eParental failure

Community/societal level

eStructural constraints
eSocial safety and access to
contraceptives

and pregnancies. Because diseases and unintended
adolescent childbearing are too prevalent in the
Techiman North. So, if they can supply youths/ado-
lescents with condoms, it will be better (Adolescent
Boy, 16 years, Techiman North)

Menstrual hygiene management and products

The next frequently mentioned SRHR need of adoles-
cents was menstrual hygiene education and products.
This was pervasive in the narratives of adolescents — both
boys and girls, and health providers. Participants inti-
mated that many girls lacked comprehensive knowledge
of menstrual hygiene and sanitation. One health provider
proftered:
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They don’t have much knowledge about their per-
sonal hygiene especially those in their menstruation
stage, how to take care of themselves during that
stage is a problem. (Midwife, Kintampo South)

An adolescent boy added:

Some of the girls do not know their menstrual cycle;
sometimes even in public places, including class-
room, the menses come when they are unprepared.
So, they need education. (Adolescent Boy, 17 years,
Offuman, Techiman North)

Also, the accounts revealed that several girls are not
able to afford menstrual hygiene products, and this was
mentioned as an underlying cause of transactional sex
which contributed to unintended pregnancy and STIs
among adolescents.

The girls need menstrual pads. During menstrua-
tion, we need pads. Some girls do not have money
to buy a pad during their menstruation and that
makes them go out to look for money to buy these
things. (Adolescent Girl, 15 years, FGD participant,
Kintampo South).

Information on, and access to safe abortion care

In the narratives are accounts pointing to a need for infor-
mation and education on safe abortion and post-abortion
care services. These views emanated largely from adoles-
cents and health providers. From providers’ accounts, safe
abortion services were available in some of the facilities,
while others did not have the capacity to provide them. The
providers generally supported the need for making safe
abortion services available to adolescents, arguing that with-
out such services, adolescents may resort to unsafe methods
to terminate unintended pregnancies. The providers’ nar-
ratives indicated that some had either treated or referred
adolescents with post-abortion complications. A health pro-
vided discussed:

Yes, what happens is that we have trained profes-
sionals so when girls come here, we refer the girls to
them. At the maternity they have trained doctors
who provide comprehensive abortion care so when
they come here, we refer them. (Health provider, Ate-
bubu)

Some adolescent participants knew or had heard of
some stories of post-abortion complications in their peer
circles. This was attributed to limited-to-no information
and knowledge of where to access safe abortion services.
Adolescent participants mentioned different home-made
methods for inducing abortion. Participants who dis-
cussed these home-made therapies appeared confident
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about the efficacy of the same to terminate an unwanted
pregnancy. A participant illustrated.

We have a way of getting rid of pregnancy; you just
buy Guinness so I will tell her to drink Guinness.
Guinness and akpeteshie are quick solutions to
abortion (Adolescent Boy, 19 years, Jema, Kintampo
South)

The use of such unsafe procedures/methods was attrib-
uted to the cost of safe abortion services, often beyond
the means of adolescents. Health providers and adoles-
cents affirmed:

Even with comprehensive abortion, providers are
asked to charge a token fee — between Ghana Cedi
300 - 600" but in these communities that is a
huge cost that most cannot afford so they will try
to do some concoction or take something to end it
[pregnancy] at home instead of coming here. (Male
Health Provider, Atebubu)

You can go to the hospital to abort it, but there is
no way that aborting a baby in the hospital is free.
The herbs are cheaper. You can spend over GHs
500 ($50), so it can be due to money, the amount of
money she has at that time might be small. And the
person doesn’t want the child but cannot afford to go
to the hospital. (Adolescent Girl, 15 years, Breman,
Kintampo South).

Attitudes towards adolescent pregnancy

Attitudes manifest in three forms: cognitive, emotional,
and behavioural disposition towards a phenomenon.
Attitudes towards adolescent pregnancy are analysed
within these constructs. In terms of cognition, the data
shows that adolescent pregnancy is generally viewed as a
negative experience in the life of an adolescent. This view
is shared unanimously among adolescents, parents, com-
munity leaders, and healthcare providers. The disruptive
effects of adolescent pregnancy on schooling potentials
were frequently mentioned by participants. Some adoles-
cent girls elaborated in a FGD:

If the boy gets you pregnant, as for him, the par-
ents will allow him to go to school. But for the girl,
they will not allow her. The family will be insulted
that they have allowed their daughter to get preg-
nant. (FGD participant, 16 years, Asueyi, Techiman
North).

All the stress will be on the girl and the girl cannot
go to school with the pregnancy ... after delivery, she
may not go back to school again and her education
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will end. (FGD participant, 17 years, Asueyi, Techi-
man North).

Adolescents, especially girls, who were able to avoid
unintended pregnancies were commended and admired
greatly. In FGDs with adolescent girls, they discussed
how community elders and parents respected adolescent
girls who did not become mothers during the adoles-
cence period. Girls in FGDs shared the following popular
attitudes towards adolescents who are not mothers.

They are happy with them (non-adolescent moth-
ers) when they see them. In addition, they say things
like you have kept yourself well. And sometimes
your community head can complement you and say
things like; you have done really well; you did not
expose yourself to men. (FGD participant, 17 years,
Kintampo South).

R3: When that happens the elders, respect you.
They say things like, this girl is a good girl, she was
not promiscuous, so she has been able to progress in
education. (FGD participant, 17 years, Kintampo
South).

Perspectives on drivers of adolescent pregnancy,
SRH services availability and utilization
Individual/personal level

Limited understanding of sexual and reproductive physiology
At the individual level, some of the participants argued
that many adolescents lacked comprehensive under-
standing of the adolescence period, especially the physi-
cal, biological, and emotional changes that occur during
this period. Due to this lack or limited knowledge of
the body’s mechanisms and evolving sexual develop-
ment, some engaged in unprotected sex without mindful
of the risks unintended pregnancy and ST1s.

As a growing boy or girl, sometimes you get some
‘feelings’ The desire for sex is innate; so, emotions are
also a cause. (Adolescent Boy, 16 years, Offuman,
Techiman North)

Parents and community leaders on the other hand
argued that low risk perceptions associated with some
sexual activities (e.g., kissing and fondling), which could
trigger penetrative unprotected sexual intercourse, was
a major challenge for adolescents. However, they rec-
ognised that emotional and biological changes asso-
ciated with adolescence could increase the desire for
sexual intercourse and in the absence of protection, lead
to pregnancy. This group of participants did not attrib-
ute adolescent pregnancy to any socioeconomic factor(s)
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other than sexual maturation. A community leader con-
curred with this assertion:

I think naturally there are these feelings they get in
their bodies that prompts them to do so (have sex).
(Community Leader [Pastor], Kintampo South).

Misperceptions about contraceptives

The data also revealed negative perceptions around con-
traceptives, which discourages some adolescents and
young people from use. For instance, there was a wide-
spread belief that using contraceptives in adolescent
years could cause infertility in the the adult years. From
the data, some adolescents and parents expressed strong
sentiments against use of contraceptives for fear of infer-
tility. An example of such view is:

I would rather get pregnant than use contraceptives
because those medicines can cause side effects for you.
When you use it for so long there will be a time you
will want a baby and you will not get. (Adolescent
Girl, 18 years, Atebubu, Atebubu-Amantin District).

Interpersonal level

Technical capacity of SRHR providers

Utilization of health services is a function of capacity
of providers to offer what clients require. In situations
where users have little confidence in the ability of provid-
ers, utilization is likely to be affected. We asked provid-
ers the types SRHR services they did not have capacity
to provide. Principally, comprehensive abortion care
and minimally invasive family planning methods were
frequently mentioned as can be seen from the extracts
below:

I cannot provide some family planning methods.
I can give the injection but the other procedures,
implants, and IUD, I cannot do it. (Midwife, Offu-
man, Techiman North)

I am not that good in family planning and so it is
not everything that I can do, I must call someone to
assist me so that if I am okay, when someone comes
hereandlamtheonly one here I can do it ... with the
abortion care, I have no skills at all. (Midwife, Kin-
tampo North).

Parental capability to provide resources and information/
education

On the parental side, participants shared that adolescents
who became pregnant often did not have the requisite
parental care. Adolescents who participated in the study
discussed that parents did not sufficiently connect with
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their children, especially girls. Parental failure appeared
in different ways: 1) inability/failure to provide necessities
(e.g., menstrual hygiene products and school supplies) for
their children, and 2) failure of parents to provide chil-
dren suitable guidance on sexual behaviours (i.e., home-
based sexuality and reproductive health education). For
many adolescents, there is no motivation to discuss their
SRHR issues with their parents for fear of being judged as
spoilt/bad. One boy intimated:

Because if you discuss such things (sex-related)
with your parents, they will say you are a bad boy.
So, we discuss it with our friends. Not our parents.
(Adolescent Boy, 18 years, Offuman, Techiman
North)

Another form of parental deficiency that adolescents
lamented about was maltreatment and low parent—child
connectedness or quality of relationship between parents
and adolescents. For poor parent—child relationships, it
was viewed as a push factor for adolescents to seek affec-
tion, love, and belonging through sexual relationships.
When faced with an unconducive home environment,
some adolescents may find solace in sexual relationships,
which could result in unintended pregnancy. A partici-
pant noted:

Some of the guardians make the children uncom-
fortable. They are always in fear of these guard-
ians.... You can clearly see that these children are
unhappy all the time. Even when they do not intend
to be in a relationship with the opposite sex, they
end up being in a relationship. If they do not know
how to protect themselves, they become pregnant
in the end. (Adolescent Girl, 15 years, Kintampo
South)

Discussions with some adolescent mothers showed
that while none deliberately wanted to become a mother,
the sexual intercourse that led to the pregnancy was
intentional and that they were often led by some push
factors. In many instances, they had some material and
financial needs that were not provided by their parents.
Adolescent mothers with such experiences blamed their
parents’ inability or failure to adequately provide for their
needs which pushed them into transactional sex and
pregnancy consequently. A 17-year-old mother in Ate-
bubu described:

When I got pregnant, I didn’t blame myself because
when I am going to school, and I ask my mother for
money she doesn’t mind me.
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Disrespect and abuse of adolescents: when is it justified?
Further to these, we investigated the circumstances under
which providers may be justified to disrespect and abuse
adolescent clients. Two key circumstances emerged:
when clients do not comply with appointments and
instructions and when they refuse effective treatment.

On non-compliance to appointments and treatment
instructions, — adolescent girls, mainly, justified abuse
and disrespect. They viewed health workers as authori-
ties in issues of health care and viewed non-compliance
to well-meaning instructions as grounds for adolescent
clients being treated harshly. Extracts from two adoles-
cent girls are illustrated here:

Maybe you are asked to come for a scan at 3 months
and you don’t go, as you don’t go for the scan it will
be difficult for them to know what is going on, she
will not be happy with you because you didn’t follow
her orders. Let’s say you have all been asked to come
to the facility at 7:30 and at 10:00 you are now com-
ing; it angers the health workers. (Adolescent Girl,
18 years, Jema, Kintampo South).

It is not about their (health workers) attitude; when
you are pregnant, you need to buy certain things for
your delivery so if you come and you don’t bring any-
thing at all then what will the put the baby on? You
will give them the opportunity to mistreat you if you
don’t do what is required of you. That's what I am
saying. If you don’t take the things needed for deliv-
ery and you also do not take money, they ask you to
do this, you don’t do it, they give instructions, and
you don’t follow so that is what will happen. (Ado-
lescent Girl, 18 years, Atebubu).

Adolescent participants also argued that an adolescent
who persistently refused a known effective treatment
could be threatened or disrespected/abused. This view was
underpinned by participants’ notion that health providers
were only interested in the wellbeing of their clients. Con-
sequently, providers would be justified to threaten or abuse
clients who do not adhere to specific therapeutic instruc-
tions. One provider narrated an experience:

Yes, I remember that I delivered one girl and after
delivery I had to expel the products and she kept
shifting herself. At a point she told me to leave it like
that because it was paining her and I told her that if
I leave it and she goes, it will still bring you back so
for something like that you still have to do it. (Mid-
wife, Kintampo South).
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Some adolescent participants also discussed that in
cases where providers judged a particular treatment to
be the best option and there was threat to lifer, the pro-
vider could compel the client, failing which they could be
called to undertake more difficult services. The following
excerpt provide some context:

Yes, madam, for instance, family planning. A nurse
might recommend it because they perceive that the
girl cannot abstain from sexual intercourse, yet she is
refusing to accept family planning. You (the health pro-
vider) must force her to do the family planning else
she will get pregnant and come with another pregnancy.
(Adolescent Girl, 15 years, Jema, Kintampo South).

Community and societal level

Social safety, moral hazard and access to contraceptive
education and services

The data generally showed acceptance to providing SRH
education to adolescents. For instance, many participants
including community approved educating adolescents
on contraceptives. However, some participants discussed
the need for age-appropriateness in SRHR education
and services. For instance, on contraceptives and specifi-
cally condom education, most parents and community
leaders (CLs) disapproved condom education for early
adolescents (10-14 years). It was described as a moral
hazard or perverse incentive to early adolescents. They
argued that early adolescents lacked the maturity to pro-
cess the information and education within the right con-
text. They feared that early adolescents may experiment
with what they have learned about contraceptives and
condoms. However, CLs and parents supported educat-
ing older adolescents (15 — 19 years) on contraceptives,
as they were deemed old enough to appreciate that form
of education from different perspectives and contexts.
An interaction with a male Pastor in Kintampo South is
reproduced here:

Moderator: Now, we want to look at some of the
SRHR services that will be accepted by leaders in
this community. Will the community find it accept-
able for children aged 10 to 14 years to be given sex
education?

Participant: I will give it 100% support. I agree and
we must accept it because we want to prevent this
menace (adolescent childbearing). So, if this is going
to help then I agree to it.

Moderator: What about education on contraceptive
uses (e.g., condom) for children aged 10-14 years in
the community?
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Participant: No as for that one I don’t think it will
help. When we teach them those things then we are
telling them to go and do it. Rather, we should teach
them to abstain. So, in my view we should not teach
them those things.

Moderator: What about those who are 15-19 years?

Participant: I think 15-19-year-olds are of age to
know those things. They could be taught that if they
are not able to take care of a child, use these things
(contraceptives) to protect themselves. But the
smaller ones should be taught to abstain from these
things [sexual intercourse].

However, while there was support for the education,
providing the products (e.g., condom) was rejected,
again, citing moral hazard. A parent with an adolescent
child remarked:

When you come to teach them (adolescents) with-
out giving them the condoms, that will be fine.
However, when you expose them to condoms as
children, they would want to try. (Mother, 43 years,
Kintampo).

On the other hand, some CL rejected a universalist
approach in providing SRHR services and education to
adolescents, arguing that not all adolescents may be able
to abstain from sexual activities. In effect, some CL had
made personal efforts in making condoms available to
adolescents after offering them sexuality education. One
noted:

For me, after taking them through sexuality edu-
cation I request for condoms and I tell them, if you
can’t abstain and you don’t have money to buy cer-
tain things, I advise that you come so that we will get
you some to protect yourself. (Community Leader,
Kintampo North).

Among health workers and adolescents there were no
exceptions to when adolescents could learn and access
contraceptives. They asserted that abstinence and pro-
tected sex must not be treated as mutually exclusive;
none must be prioritized over the other. This was needed
to safeguard all adolescents due to the diversities of sex-
ual responses during the maturation process. Some illus-
trative excerpts are:

I will say yes. We are all not the same, someone will
listen, someone will not so by all means, she will
have sex so if you want to have sex, the protective
thing is to use condoms (Adolescent Girl, FGD par-
ticipant, Kintampo South).
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Some people will listen, and some will not. Now
there are many diseases so if they use condoms, they
can protect themselves from diseases. And she will
not get pregnant (Adolescent Girl, FGD participant,
Kintampo South).

With this recognition, health workers reported
using a dual approach in working with adolescents—
abstinence, and protection through contraceptives
(including condom for dual protection against unin-
tended pregnancy and STIs). One health provider
remarked:

We teach them about abstinence. We also talk about
protection against pregnancy and STIs. We try to
make it clear to them that if they want to have sex,
they must ensure that they are protected. (Health
Worker, Kintampo South,).

Adolescents, however, discussed the merits of knowing
about methods of contraception and being able to access
them. Adolescents generally viewed contraceptives as
important in preventing adolescent pregnancy. They
further argued that complete abstinence was not a real-
istic expectation during the adolescence period. Making
contraceptives/family planning methods readily available
for adolescents was described as a need. Participating
adolescents also mentioned the added benefits of some
contraceptive methods in protecting against STIs. Some
illustrative quotes are below:

It is a concern. Maybe there is no money at home
but as an adolescent the desire for sex is real, so you
must be careful, you must protect yourself by using
condoms. Family planning alone is not going to pro-
tect you from sickness. As a man you must protect
yourself so that if the girl has any diseases, you will
not be affected. (Adolescent Male, FGD participant,
Atebubu).

On access to contraceptives, two views were noted
from the data. One being that accessing contraceptives
from pharmacies and chemical shops was less challeng-
ing. Adolescents who had accessed contraceptives from
pharmacies and chemical shops expressed satisfaction
with the services they received. Largely, these providers
— mainly private—were described as non-judgemental
in providing services. To some of them, the services they
received were beyond their anticipation, as opposed to
how adolescents were treated at some health facilities.
That is participants shared that prior to their own per-
sonal experiences in accessing contraceptives, they wor-
ried about being judged and possibly turned away by
providers. However, what they experienced was positive
as shared below:

Page 10 of 15

From the pharmacies I have gone to, it was normal
to my surprise. The pharmacists didn’t raise an eye-
brow; they don’t care about selling contraceptives
to you (me). (Adolescent Boy, 19 years, Tuobodom,
Techiman North,).

However, accessing contraceptive/family plan-
ning products/services from health facilities was
described as challenging on account of social safety.
Here, the view was that some family planning out-
lets provided little-to-no privacy and confidential-
ity to patrons. Consequently, adolescents found it
uncomfortable to access contraceptive/family plan-
ning services from health facilities. Adolescents and
providers shared similar perspectives. The account
below is an illustration:

I buy it (contraceptives) from the chemical shop.
When I am entering a pharmacy or chemical shop,
you don’t know what medicine I am going to buy;
maybe it is my mother who has sent me to buy medi-
cine for her. However, in the clinic, they have a par-
ticular room they do the family planning and once
you enter that place everybody will be watching you
and by the time you get home, your mother is even
aware of what you went there for (Adolescent Girl,
18 years, Offuman, Techiman North).

Some adolescents reported being questioned by adult
providers about the purpose of contraceptives they were
purchasing. Even though providers are professionally
required to provide guidance on dosage of medications/
drugs, the manner and tone of inquiry can create discom-
fort for clients and discourage patronage of services. An
adolescent recounted past experiences in line with this:

When I go there, and a male is not there how will 1
buy it? If there is an elderly person there, how can I
buy it? They will ask what I am going to use it for at
my age. I remember the last time someone asked me
to buy a contraceptive for her, she wrote it on a piece
of paper. When I got there, they were asking me what
I was going to use it for. (Adolescent Girl, 18 years,
Atebubu, Atebubu-Amantin District).

Structural constraints

Among health providers, the data revealed structural
barriers that were similar across all facilities. Among
them was lack of adequate infrastructure, (i.e., the quan-
tity and location). In the view of providers, the available
infrastructure compromised the privacy of adolescents
who needed certain SRH services. Some of the provid-
ers recounted instances where adolescents would make
inquiries about certain services outside of facilities but
would decline coming to the facilities for fear of being
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noticed by family relations or other acquaintances. An
illustrative excerpt is shared here:

Last time I met a girl, I referred her, but she told me
if she comes, her aunt who works here will see her.
Here, the clinic is very open. Everyone can see you.
And. if the person is not pregnant, why will she enter
a maternity building? So, if someone is sitting at the
out-patient department (OPD), they can see you and
so by the time you get home, your mother will start
asking you questions. Where did you go to, that is
what they do so it makes the adolescent reluctant to
come. (Health Provider, Techiman North, Tuobodom)

Also, the accounts showed that some basic surgical
equipment for family planning, safe termination of preg-
nancy and management of post-abortion complications
were inadequate. This often led to delays in providing
adolescents timely services; the turnaround time to tran-
sition from one client to other was longer as they had to
make allowance for disinfection before re-using equip-
ment and materials. A provided recounted:

We have the instruments we use but it is not many
so after using it for this person you must disinfect
it before you come and use it for another and that
makes the work someway (awkward). (Midwife, Kin-
tampo)

Another structural issue that healthcare providers
faced which affected service delivery to adolescents is
the lack or limited number of teaching and learning
materials for adolescents. The expectation was that at
adolescent corners, providers would have the materials
and the equipment to support learning and interactions
among adolescents. However, these learning materials
were limited in all the facilities studied. This in turn dis-
couraged many adolescents from patronizing the adoles-
cent corners. A provider elaborated as follows:

If we have maybe games like ludu, dummy, cards,
adolescent games...when those things are available,
it will really help. ... those things that will make peo-
ple happy to come here always, if they come here
and things are not here, they will not be happy to
come here but if all those things are available then
they will be happy to come here. (Health Provider,
Atebubu, Atebubu-Amantin).

Satisfaction with maternal health services for adolescents

Two contrasting perspectives were noted about adoles-
cents’ satisfaction with maternal and child health ser-
vices. On the one hand, adolescent mothers gave positive
testimonies about the quality of provider—client interac-
tions. They described providers as friendly, warm, and
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showed interest in their welfare. Adolescent mothers
recounted positive stories about being given nutrition
counselling and the importance of attending clinics on
scheduled dates. Two adolescents narrated their recent
experiences as follows:

They weigh the baby and teach you how to care for
the baby. They tell us that every month we should
bring the baby for weighing for them to take care of
them. The nurse that attended to me when I had my
first child did not mistreat. They will take care of you
in the sense that they will direct you to where you
are supposed to go, if you need a scan to show how
the baby is lying in your womb, they will ask you to
go for a scan and they will interpret the results to
you. They take good care of you here and if you don’t
understand anything and you ask them politely, they
will explain things to you. (Adolescent Mother, 19
years, Atebubu).

They sit all of us down and talk to us about what
foods are more nutritious for us currently (during
pregnancy and breastfeeding). (Adolescent Mother,
18 years, Jema, Kintampo South).

Notwithstanding the positive accounts of some ado-
lescent mothers, others held contrary perspectives. This
group of participants had heard many stories abuse and
disrespect of peer adolescent mothers at health facilities
for different reasons. Such stories made some sceptical
about accessing SRH services completely. And what was
particularly striking about some of these stories is that
they were narrated by adolescent boys, as illustrated in
the following:

Because they are young, health workers sometimes
tell them that they have rushed into motherhood
and how they are treated before they get the care,
they want is not the best. They get the treatment
alright, but the adolescent mothers are shy to go to
the facility because they are shy, and they will also
be mistreated. (Adolescent Boy, 19 years, Tuobodom,
Techiman North).

An adolescent mother also shared a third party’s account:

I know someone who from the time she was dis-
charged with her baby, she has never been to the hos-
pital for weighing. If you also don’t buy the things,
they have prescribed for labor they will shout on you.
They will ask you to bring Dettol, rubber (mackin-
tosh) pad and other things so if you don’t take them,
which patient’s birthing accessories do you expect to
use at the hospital? (Adolescent Mother, 18 years,
Atebubu).
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Discussion

This qualitative study sought to unearth the sexual
behaviors of adolescents, demand for, and provision of
quality, relevant, and responsive SRH services to adoles-
cents in Bono East region from the perspective of multi-
ple stakeholders. Overall, four themes revolving around
the perceived major SRH concern of adolescents, exist-
ing notions of the drivers of adolescent pregnancy, barri-
ers to the utilization of adolescent SRH services, and an
exposition on disrespectful SRH care emerged.

The finding on adolescents’ need for information about
pregnancy as a major SRH concern is not surprising as it
resonates with previous empirical evidence from Rwanda
[25] and Ghana [26] that highlights the critical role of
adolescent pregnancy prevention information. Our find-
ings also align with a qualitative study conducted in
Nigeria [27] which found the stakeholders’ perspectives
about adolescents’” SRHR needs to include information
on pregnancy prevention. As posited by the participants,
access to adolescent pregnancy information goes beyond
educating the adolescent about the dangers of pregnancy
at this phase of their lives; it also includes providing com-
prehensive information about contraceptives including
condom use and linkages to service providers. The find-
ings affirm the persistent challenges of risk-informed
sexual and reproductive health education by adults and
parents which may not reflect adolescents realities and
experiences. While adult experiences and perspectives
can be profoundly important for adolescents safety and
wellbeing, this must bear appropriate balance with ado-
lescents biological, social and emotional dispositions to
ensure a win—win outcomes.

In addition to adolescent pregnancy information, the
study revealed that menstrual hygiene management and
access to menstrual hygiene products was another sig-
nificant concern for adolescent girls. Knowledge of the
menstrual cycle; Similar patterns have been documented
in Northern Ghana where 53.6% of adolescent girls
reported poor knowledge about menstruation and how to
prepare themselves for their period [28]. This lack is often
exacerbated by the adolescent’s inability to afford the cost
sanitary pads as documented previously [29]. The inabil-
ity to afford sanitary pads not only hampers their ability
to manage their menstrual hygiene effectively but also
contributes to a range of negative consequences, includ-
ing increased vulnerability to sexual exploitation which
can lead to adolescent pregnancy. An emerging SRHR
advocacy in Ghana is urging the government to remove
taxes on menstrual pads to make it accessible to girls and
women. In a recent study on child sexual exploitation in
Ghana [30], it was documented that the inability of some
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girls to afford menstrual hygiene products contributed to
sexual exploitation. Similar findings have been reported
a qualitative study conducted in Kenya where adolescent
girls highlight the difficulty in affording sanitary pads;
this situation forces them to resort to transactional sex
[31]. It is therefore important that the economic barriers
are removed to enhance sexual and reproductive health
and rights of adolescents, especially those from disad-
vantaged backgrounds. Although service providers high-
light the availability of comprehensive abortion services
in some facilities, the findings suggest that a section of
the participating adolescents were unaware about these
services. For some of those aware, they spoke favourably
about local concoctions on account of high cost of facil-
ity-based services compared to home-made preparations.
Kyilleh et al’s [32] and Gbagbo [33] earlier studies have
documented similar observations. This underscores a
need to reassess Ghana’s current health financing regime
to consider subsidizing comprehensive abortion care,
especially for adolescents.

Parental capability to provide reliable, appropriate cogni-
tive, affective, and material resources for adolescent chil-
dren, especially girls emerged. This notion was driven by
two key factors. First was the unwelcoming attitudes of
parents to sexual communication and socialization of their
adolescent child. The inability or unwillingness of parents
to be involved in the sexual socialization of their adoles-
cent children creates a lacuna, which can be exploited by
both peers and older people for sexual gratification [25].
In such instances, the quality, accuracy and age-appro-
priateness of the SRH information received from these
sources may not be reliable. Consequently, the wellbeing of
many adolescents could jeopardised due to unsafe sexcal
experimentation, multiple sexual partnerships and sexual
violence/abuse [32]. Consistent with Morgan et al’s study
[34], we found that concerns about parental failure, in the
sense of inability or unwillingness to provide for the ado-
lescent’s socio-economic needs, was viewed as a major
driver of adolescent pregnancy. Within the larger context
of male-provider norm in Ghanaian communities, adoles-
cent girls may seek or accept sexual offers in exchange for
material goods, an extensively documented phenomenon
in Ghana and SSA generally [35-39]. With parents and
communities sometimes resisting school-based sexual and
reproductive health education, the emerging documenta-
tion of parenting guidelines [40] becomes more urgent.
Making these resources available (including in local lan-
guages) may be promising in the interim while efforts are
underway to gain political concurrence for scale-up of for-
mal in-school and out of school sexual and reproductive
health education/interventions [41].



Okyere et al. Reproductive Health (2024) 21:87

Similar to a study conducted in Uganda [42], the lack
of technical capacity to provide certain SRHR services
(e.g., abortion services) and medium to long-acting
family planning commodities was evident in this study.
Technical capacity to provide these services extend
beyond medical knowledge; they encompass a holis-
tic understanding of adolescent needs, cultural sensi-
tivities, and ethical considerations. Training healthcare
professionals to offer a range of SRH services, includ-
ing abortion care and diverse family planning options,
is essential to bridge this gap and address the specific
requirements of adolescents. Our study also highlights
the existence of structural constraints in relation to
space that support the privacy of the adolescent, and
the availability of sufficient SRH teaching and learning
materials; these are consistent with extant literature
[23, 26, 28]. Addressing these structural deficiencies
will boost the confidence of the adolescents and build
their trust to seek SRH services and information.

The final aspect of our study was to understand the
nuances of respectful and dignified SRH service pro-
vision to adolescents. We found that adolescents
perceived health service providers to be justified in
exhibiting acts of disrespect and intimidation when
they [adolescents] were non-compliant to appointment
and treatment instructions. Usually, in weak health
systems, the wide power disparities between providers
and their clients tend to undermine the entitlements of
patients to receive rights-based services. In such con-
texts, it requires highly ethical providers to avoid abus-
ing their fiduciary obligations to their clients. This is
particularly the case as clients may appear vulnerable,
regardless of the prevailing human rights ethos. For
adolescents seeking SRHR services, including maternal
and child health, these power imbalances may be more
acute given the high stigma around adolescent children.
This can explain adolescents internalising disrespect
and abuse as normal even they are not.

Policy implications

The findings emphasize the critical need for compre-
hensive sexual health programs that cater for ado-
lescents’ diverse needs. It is imperative to provide
adolescents with accurate information about pregnancy
prevention, contraceptives, menstrual hygiene manage-
ment, and safe abortion care, including where to access
services. This information should be age-appropriate,
accessible, and presented in ways that resonate with
adolescents’ experiences and concerns. Furthermore,
the role of parents in adolescents’ SRH education and
decision-making must be a constant factor in pro-
grams/interventions for adolescents. Policies should
encourage and support parents to openly discuss SRH
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topics with their adolescent children. Also, considera-
tion should be given to subsidizing the costs associated
with menstrual hygiene products, and comprehensive
abortion care to make them more accessible. The dearth
of technical skills in providing abortion services and
long-acting contraceptives is a significant concern. For
that reason, policies should prioritize training health-
care professionals to offer a wide range of SRH services
tailored to adolescents’ needs. This training should
encompass not only medical expertise but also sensitiv-
ity to cultural nuances and ethical considerations.

Strengths and limitations

The inclusion of a diverse range of stakeholders, includ-
ing adolescents, parents, community leaders, and health-
care providers, enriched the study’s insights. This diverse
participant sample allowed for a holistic view of the com-
plex dynamics surrounding adolescent SRH. Also, we
followed an appropriate thematic framework in analyz-
ing the data, thereby, facilitating the validity of the study.
Furthermore, the findings of this study are consistent
with many existing studies conducted in different juris-
dictions. This suggest that the findings are transferable
to similar sociocultural contexts. Due to the sensitive
nature of SRH topics, participants might have provided
responses that were socially desirable or aligned with per-
ceived norms, leading to potential bias in their accounts.
However, we tried to minimize this bias by including a
diverse range of stakeholders.

Conclusion

In conclusion, the findings from this study offer valuable
insights into the complex landscape of adolescent sexual
and reproductive health in the Bono East region. The
implications for policy and practice are manifold, ranging
from comprehensive education to addressing menstrual
hygiene, involving parents, training healthcare providers,
and promoting respectful care.
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