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Abstract 

Background: Youth‑friendly sexual and reproductive health (SRH) services are thought to make such services for 
adolescents more accessible and acceptable; however, provider attitudes may still present an important barrier. 
Improving youth SRH service utilization has been recognized as a national priority in Jordan; however, existing ser‑
vices remain underutilized. Previous studies found that youth perceive SRH services to be inadequate and that provid‑
ers are not supportive of their needs. The purpose of this study is measure provider attitudes towards youth‑friendly 
SRH services and explore their variation according to individual characteristics among health care professionals in 
Jordan.

Methods: We measured provider attitudes towards youth‑friendly SRH services using a scale that was developed 
and validated in Jordan. The scale consists of three subscales: (1) Attitudes towards SRH information and services 
offered to youth, (2) Norms and personal beliefs, and (3) Attitudes towards the policy and clinical environment. Pos‑
sible scores range between 1 and 4, with higher scores reflecting more youth‑friendly attitudes. Physicians, midwives 
and nurses working at either primary health centers, comprehensive care centers, or women’s and children’s health 
centers where services to adolescents are or should be offered were recruited from four governorates in Jordan using 
a two‑stage, cluster sampling scheme. Differences in attitudes were assessed using simple and multivariable linear 
regression analysis.

Results: The sample consisted of 510 providers from four governorates in Jordan. The mean provider score on the full 
scale was 2.7, with a range of 2.0 to 3.8. On Subscales 1 and 2, physicians exhibited significantly more youth‑friendly 
attitudes than nurses by scoring 0.17 points higher than nurses on Subscale 1 (95% CI: 0.02–0.32; p < 0.05) in adjusted 
analyses. Providers who had been previously trained in SRH issues scored 0.10 points higher (95% CI: 0.00—0.20; 
p < 0.05) than those who had not on Subscale 3. No differences were found according to provider characteristics on 
Subscale 2. Providers exhibited the lowest scores related to items referencing youth sexual behavior.
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Background
Across the Middle East and much of the world, youth 
face considerable barriers when trying to access sexual 
and reproductive health (SRH) services. Many of the 
barriers that prevent youth from obtaining SRH services 
originate from within the service delivery environment 
[1, 2]. Health service providers may exhibit unfriendly 
or judgmental attitudes towards youth, behave in a way 
that is disrespectful or stigmatizing, provide youth with 
poor quality of care, or unnecessarily restrict access to 
certain services to youth by requiring parental or spousal 
permission when not required [3–5]. Further, there may 
not be clear service guidelines on what services should 
be provided to youth, thus, leaving providers to offer ser-
vices based on their own discretion or their own personal 
values and beliefs [4–8].

Offering youth-friendly SRH services is thought to 
improve service utilization among youth [8, 9]. There 
are several definitions for what constitute youth-friendly 
SRH services. In general, youth-friendly services are 
those that attract youth, provide a comfortable setting for 
youth, meet the specific service delivery needs of youth, 
and retain their youth clientele [10]. Other definitions 
focus on ensuring that youth-friendly services are acces-
sible, acceptable, equitable, appropriate, and effective 
[11]. Previous research has found that provider attitudes 
towards youth are among the most important factors in 

shaping youth’s perceptions of whether SRH services are 
youth-friendly, and they are associated with utilization of 
SRH services by youth [12–14]. Globally, few studies have 
sought to measure provider attitudes within the context 
of providing youth-friendly services in a systematic way 
using validated tools.

Improving SRH service utilization among youth has 
been identified as a national priority in Jordan [15]; how-
ever, there remains no clear definition of how this prior-
ity translates into changes at the service delivery level 
[16]. Further, existing SRH services continue to remain 
largely underutilized by youth in Jordan. The Ministry 
of Health estimates that only 1% of adolescents access 
primary health care [17], and there are no available sta-
tistics on SRH service utilization within this population. 
Youth-friendly services have been introduced in a small 
number of health centers that target women and chil-
dren throughout the country, although implementation is 
not systematic and there are no clear criteria as to what 
makes services “youth-friendly” [18]. In general, a sys-
tematic landscape analysis of initiatives to improve SRH 
service delivery reveals that there has been very little pro-
grammatic investment in this domain to date [16].

Previous research in Jordan has identified several chal-
lenges that relate to provider–client interactions, espe-
cially among youth, that may negatively influence SRH 
service provision. In particular, SRH services provided 

Conclusions: Provider attitudes towards youth‑friendly SRH service delivery highlight context‑specific, cultural con‑
cerns. The limited variation in attitudes related to norms and personal beliefs may be a reflection that such beliefs are 
deeply held across Jordanian society. Last, as past training on SRH was significantly associated with higher scores, our 
results suggest opportunity for intervention to improve providers’ confidence and knowledge.

Plain Language Summary 

Making sexual and reproductive (SRH) services easier for youth to access, organizing service delivery in a way that 
meets youth’s needs, and supporting health care professionals to interact with youth in a friendly manner can make 
SRH services more youth‑friendly. If SRH services are more youth‑friendly, more youth may use them. In Jordan, steps 
have been taken to make SRH services more youth‑friendly, but youth still do not believe that providers are sup‑
portive of their needs. This study aims to measure physician’s, nurse’s, and midwives’ attitudes towards youth‑friendly 
SRH services in Jordan. We also look at whether certain individual characteristics, such as age, type of service pro‑
vider, etc. are related to provider attitudes We used a scale that tested in Jordan to measure provider attitudes. The 
scale focuses on three domains: (1) Attitudes towards SRH information and services offered to youth, (2) Norms and 
personal beliefs, and (3) Attitudes towards the policy and clinical environment. Possible scores range between 1 and 
4, with higher scores reflecting more youth‑friendly attitudes. Our sample includes 510 health care providers from four 
regions in Jordan. We used descriptive statistics and regression analysis to conduct our analysis. Our results show that 
physicians had more supportive attitudes than nurses or midwives on Subscales 1 and 3. Providers who reported hav‑
ing been trained in SRH issues in the past had higher scores on Subscale 3. No individual characteristics were related 
to Subscale 2. We find that in Jordan, provider attitudes may reflect deeply rooted cultural norms.
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to youth have been found to be of poor quality [17] and 
highlight provider misconceptions about appropriate ser-
vice provision to youth. For example, several studies have 
found that youth are often advised not to use contracep-
tion because of fears over side effects including infertil-
ity [19–22]. Further, given the strict social and religious 
norms that prohibit sexual activity among youth who 
are unmarried, youth in Jordan have expressed concerns 
related to privacy and confidentiality within the clinic 
setting [23, 24]. Other studies highlight youth’s concerns 
specifically relating to provider attitudes during pro-
vider–client interaction. Youth indicate that they find 
SRH services unpleasant, inadequate, and unprofessional, 
and they believed that providers do not take them seri-
ously, do not know what information they need, and view 
their questions as inappropriate [25, 26].

Globally, and in Jordan, there has been limited research 
designed to understand health professionals’ perspec-
tives in providing SRH services towards youth. To help 
fill this gap, the aim of this study was to describe health 
professionals’ attitudes towards the provision of youth-
friendly SRH services using a tool that was developed 
and validated in Jordan [27]. Further, we examined differ-
ences in provider attitudes related to their demographic 
characteristics, background experience and training, and 
provider type. The results of this study will help support 
the development of youth-friendly services across Jordan, 
while providing important insight relevant to programs 
across the Middle East.

Methodology
Study design
This is a cross-sectional study conducted in health facili-
ties in four governorates in Jordan: Amman, Irbid, Maf-
raq, and Zarqa. This study was part of a larger study 
focused on adolescent SRH amongst Jordanian and 
Syrian youth, and as such, the four governorates were 
selected purposively due to their large population of 
Syrian refugees. Ethical approval was obtained from the 
Institutional Review Boards at the Harvard T.H. Chan 
School of Public Health and the University of Jordan. We 
used the STROBE cross-sectional checklist when writing 
the report of this study [28].

Setting
Data collection occurred in primary health centers, 
comprehensive care centers, and women’s and children’s 
health centers.

Study population
The study population includes all primary care physi-
cians, midwives, and nurses employed in health facilities 
in Amman, Irbid, Mafraq, or Zarqa governorates.

Participant selection
This study used a two-stage sampling scheme. In the 
first stage, health facilities were randomly selected from 
amongst a facility listing obtained from the Ministry of 
Health including all public health facilities in each of the 
four governorates. In the second stage, participants were 
recruited from amongst the study population by conveni-
ence. All primary care physicians, midwives and nurses 
physically present at the facility at the time of recruit-
ment were eligible to participate.

We used the following equation to calculate the per-
governorate sample size that incorporates the design 
effect to account for clustering in the data by facility:

where: N = required sample, t = value of confidence level, 
p = estimated prevalence of the indicator of interest, 
m = margin of error,  Deff = intra-cluster correlation.

Based on the equation above, using a 95% CI and a mar-
gin of error of 0.1, we assumed that the prevalence (p) of 
youth-friendly attitudes was 0.5 in order to maximize the 
required sample size, as the true value is unknown. Fur-
ther, we assumed an intra-cluster correlation within facil-
ities of 1.2 [29]. We arrived at a required sample size of 
116 per governorate, and a total minimum sample of 464 
providers needed for the study. Based on facility staffing 
patterns, we estimated that 20 facilities from each gover-
norate would need to be included in our random sample 
to reach our required sample size.

Data collection
Data were collected by pen and paper survey in order to 
limit social desirability bias given the sensitivity of the 
topic in this setting.

Dependent variable: provider attitudes
To measure provider attitudes towards the provision of 
youth-friendly services, we used a scale that was devel-
oped and validated in a pilot study of health service 
providers in Amman, Jordan to assess the scale’s psy-
chometric properties using factor analysis[27]. The scale 
was found to have high internal consistency reliability, 
with Cronbach’s alpha estimated at 0.84. The overall scale 
includes three subscales: 1) Attitudes towards SRH infor-
mation and services offered to youth, 2) Norms and per-
sonal beliefs, and 3) Attitudes towards the clinical and 
policy delivery environment. The scale focuses on opera-
tionalizing the World Health Organization’s definition of 
youth-friendly services from a quality of care perspec-
tive, highlighting the concepts of accessibility, acceptabil-
ity, equity, appropriateness, and effectiveness [11]. The 

N = ((t2 ∗ p(1− p))/m2) ∗ Deff
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items in the scale focus on a range of topics of impor-
tance to Jordan and the Middle East, such as sexual and 
gender-based violence, youth sexuality, and contraceptive 
use. Responses to each item in the scale ranged from 1 
(“strongly disagree”) to 4 (“strongly agree”). In order to 
reduce bias, surveys were administered by pen and paper 
in a private room and included other questions on covar-
iates of interest, including questions related to provider 
demographics, background and experience.

Independent variables
Respondents were asked to complete a brief survey con-
taining several demographic questions, including pro-
vider type, age, sex, marital status, religion, location, 
years of experience working as a health care provider, and 
if they had ever received training on SRH issues.

Data analysis
We first calculated descriptive statistics on the over-
all sample, as well as for each item, subscale, and the 
full scale. To improve interpretability, negative items 
were reverse-coded and scale scores were normal-
ized across both the full scale and the three subscales 
to reflect a range of 1 to 4, with lower scores reflecting 
less youth-friendly attitudes and higher scores reflect-
ing more youth-friendly attitudes. We excluded partici-
pants with more than three missing responses on scale 
items (n = 19). To ensure that the overall scale exhibited 
high internal consistency reliability, we calculated Cron-
bach’s alpha using our sample. We explored variation 
in responses by providers’ characteristics using sim-
ple linear regression analysis. Further, we examined the 
associations between providers’ attitudes as measured 
by the overall scale and each subscale using multivari-
able adjusted linear regression, including providers’ age, 
sex, location, provider type, and whether the provider 
reported having had training on SRH issues.

Results
The initial sample included 529 participants; however, 
19 were excluded due to missing data. The final sample 
consisted of 510 providers from four governorates in Jor-
dan: Amman (33.7%), Irbid (22.1%), Mafraq (23.4%) and 
Zarqa (20.8%). Table  1 describes overall sample charac-
teristics. The majority of providers were between the ages 
of 25–35  years (48.5%), were female (81.3%), and Mus-
lim (98.7%). Nurses (41.2%) and midwives (38.7%) con-
stituted the majority of the sample; 19% of respondents 
were primary care physicians. More than 80% of the sam-
ple had less than 10 years of experience in practice and 
61% reported having received training on SRH issues. 
Overall, the scale exhibited high internal consistency 

reliability. Cronbach’s alpha for the full scale was esti-
mated at 0.71, which is generally considered to be good 
[30].

The mean provider score on the full scale was 2.7, with 
a range of 2.0 to 3.8. Raw responses for each item are pre-
sented in Fig.  1. Table  2 presents the mean normalized 

Table 1 Sample characteristics

Provider characteristics No %

Total 529 100

Age

 18–24 years 46 8.7

 25–35 years 257 48.58

 36–45 years 154 29.11

 46 + years 70 13.23

 Missing 2 0.38

Sex

 Male 99 18.71

 Female 430 81.29

Marital status

 Married 420 79.4

 Unmarried 104 19.66

 Missing 5 0.95

Religion

 Muslim 522 98.68

 Christian 7 1.32

Governorate

 Amman 178 33.65

 Irbid 117 22.12

 Mafraq 124 23.44

 Zarqa 110 20.79

Location type

 Rural 192 36.29

 Urban 328 62

 Missing 9 1.6

Provider type

 Midwife 204 38.56

 Nurse 218 41.21

 Primary care physician 101 19.09

 Missing 8 1.14

Years of experience

 Less than 5 244 46.12

 5–10 years 192 36.29

 11–20 years 16 3.02

 20 + years 53 10.02

Missing 24 4.54

Ever received training on sexual and reproductive health

 Yes 321 60.68

 No 201 38

 Missing 7 1.32
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scores for each subscale and each individual scale item. 
In general, providers scored highest on Subscale 3: “Atti-
tudes towards the policy and clinical environment,” for 
which the mean provider score was estimated at 3.0, and 
lowest on Subscale 1: “Attitudes towards information and 
services offered to youth,” for which the mean provider 
score was estimated at 2.4.

For Subscale 1, “Attitudes towards information and ser-
vices offered to youth,” the means for each individual item 
presented in Table 2 suggest that providers exhibited the 
most unfavorable attitudes towards items that pertain 
specifically to sexual activity among unmarried youth 
and issues related to informing parents. In Subscale 1, 
providers scores suggest the least youth-friendly attitudes 
on items such as “Unmarried adolescents seeking sexual 
and reproductive health services should be told to abstain 
when they ask for contraceptives” (mean = 1.7), “Discuss-
ing sexual intercourse with unmarried women and men is 

shameful” (mean = 2.3), and “Parents should be informed 
if their unmarried daughters come to a health facility to 
seek reproductive health services” (mean = 2.3). The two 
items in Subscale 1 that focus on contraceptive provi-
sion to unmarried adolescents also exhibited relatively 
low mean scores (mean = 2.4), specifically, these items 
focused on refusal to provide services and scolding youth 
for wanting to obtain contraceptives. On this scale, pro-
vider attitudes were more favorable towards items that 
reference reproductive health services in a more general 
way, or those that reference education about contracep-
tives, than those that directly reference sexual activity or 
provision of contraceptives.

For Subscale 2, “Norms and personal beliefs,” the item 
on which providers exhibited the least youth-friendly 
attitudes was “If a girl has irregular periods, her parents 
should be informed” (mean = 2.2). Additionally, provid-
ers scored relatively low on the item “My personal beliefs 

Fig. 1 Provider responses to individual scale items measuring attitudes towards youth‑friendly SRH service
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guide the way I provide health services to adolescents” 
(mean = 2.4). The items with the highest average scores 
include those related to normative statements about 
whether educating youth leads to sexual activity, such 
as “Educating youth on reproductive health topics leads 
to sexual immorality” (mean = 3.2) and those related to 
making value-based assumptions about youth should 
they seek certain services, such as “If a boy or a girl has 
a genital ulcer, it is because he or she is promiscuous” 
(mean = 3.2) and “If a young woman comes into a health 
facility and says she has been the victim of sexual assault, 
she probably did something to deserve it” (mean = 3.2).

In Subscale 3, while scores for individual items were 
generally higher than those found in the other subscales, 
the lowest scoring item pertained specifically to unmar-
ried youth: “Educational materials on sexual and repro-
ductive health should be openly available to unmarried 
boys and girls” (mean = 2.7). The second lowest item per-
tained to confidentiality of services specifically towards 
youth “Youth should be given the same level of confi-
dentiality when receiving sexual and reproductive health 
services as adults” (mean = 2.8). In contrast, the highest 
scoring item pertained to a specific dimension of confi-
dentiality in services delivered to youth “It is important 

Table 2 Mean item and subscale scores measuring provider attitudes towards youth‑friendly sexual and reproductive health services, 
scored from 1–4 points (1 = unfavorable attitudes, 4 = most supportive attitudes), n = 529

a Negatively worded items were reverse-coded so that a higher score reflects more positive attitudes towards youth-friendly services

Subscale 1: Attitudes towards information and services offered to youth Mean 
(SD)

Subscale 1 Combined Score 2.4 (0.46)

Unmarried adolescents seeking sexual and reproductive health services should be told to abstain when they ask for  contraceptivesa 1.7 (0.95)

Discussing sexual intercourse with unmarried women and men is  shamefula 2.3 (0.87)

Unmarried adolescents should not be provided with contraceptives because culture and religion prohibit engagement in premarital  sexa 2.3 (1.0)

Parents should be informed if their unmarried daughters come to a health facility to seek reproductive health  servicesa 2.3 (0.94)

I would scold an unmarried adolescent if he or she asks for  contraceptivesa 2.4 (0.91)

I would refuse to provide contraceptives for adolescents before  marriagea 2.4 (0.92)

Teaching unmarried youth about contraceptives is acceptable 2.6 (0.84)

Reproductive health services are only available for married  womena 2.6 (0.96)

Women and men of all ages should be welcomed into the clinic for sexual and reproductive health services if they seek them 2.8 (0.92)

Subscale 2: Norms and personal beliefs Mean (SD)

Subscale 2 Combined Score 2.9 (0.39)

If a girl has irregular periods, her parents should be  informeda 2.2 (0.83)

My personal beliefs guide the way I provide health services to  adolescentsa 2.4 (0.87)

Only girls should be given information about sexual and reproductive health because they are the ones who have the most issues related 
to sexual  behaviora

2.7 (0.89)

If a client does not volunteer information to me that they have been subject to violence perpetrated by members of their family, I shouldn’t 
ask them directly about it because it is none of my  businessa

2.7 (0.89)

By definition, boys cannot be the victims of sexual  assaulta 3.0 (1.0)

Asking youth if they are victims of any kind of violence is considered interfering with their personal or family  issuesa 3.1 (0.81)

Boys and girls should not be given information about puberty because it will encourage them to engage in sexual  behaviora 3.2 (0.78)

Educating youth on reproductive health topics leads to sexual  immoralitya 3.2 (0.75)

If a boy or a girl has a genital ulcer, it is because he or she is  promiscuousa 3.2 (0.72)

If a young woman comes into a health facility and says she has been the victim of sexual assault, she probably did something to deserve 
it.*

3.2 (0.88)

The best way to prevent unmarried adolescents from becoming sexually active is to keep them in the dark about these  issuesa 3.3 (0.74)

Attitudes towards the policy and clinical environment Mean (SD)

Subscale 3 Combined Score 3.0 (0.53)

Educational materials on sexual and reproductive health should be openly available to unmarried boys and girls 2.7 (0.90)

Youth should be given the same level of confidentiality when receiving sexual and reproductive health services as adults 2.8 (0.90)

Schools and health facilities should work together to provide reproductive health information and services to youth 2.9 (0.85)

Health workers play an important role in reducing sexual and reproductive health problems among pre‑marital adolescents 3.0 (0.79)

Sexual and gender‑based violence among youth should receive governmental attention as a significant social issue 3.2 (0.79)

It is important to make sure that any services provided to youth are done so privately so no one else in the clinic can hear 3.3 (0.84)
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to make sure that any services provided to youth are 
done so privately so no one else in the clinic can hear” 
(mean = 3.3).

Table  3 presents scale means according to provider 
characteristics as well as the results of the simple linear 
regression analysis of attitude scores on provider charac-
teristics for each subscale and the full scale. Results sug-
gest that certain provider characteristics are associated 
with provider attitudes as measured by each subscale 
individually and the full scale. The results highlight sig-
nificant geographic variation according to governorate, 
by which providers in Amman have the most favorable 
attitudes towards youth-friendly services with regard 
to Subscale 1 and 3. The results for subscale 1 indi-
cate that providers in Irbid and Zarqa score on average 
− 0.15 (− 0.27 to − 0.05; p < 0.01) and − 0.18 (− 0.29 to 
− 0.07; p < 0.001) points lower than providers in Amman, 
respectively. Similarly, on Subscale 3, providers in Irbid 

and Mafraq score − 0.22 (− 0.33 to − 0.90; p < 0.001) and 
− 0.18 (− 0.30 to − 0.06; p < 0.05) points lower than pro-
viders in Amman, respectively. Results also suggest that 
primary care physicians have more favorable attitudes 
towards the provision of youth-friendly services accord-
ing to Subscale 1 and Subscale 3 when compared to 
other types of providers, with scores that are on average 
0.21 (0.10–0.32; p < 0.001) and 0.19 (0.06–0.31; p < 0.01) 
points higher than nurses, respectively. There were no 
significant differences apparent in attitude score between 
nurses and midwives. Female providers showed consist-
ently lower attitudes when compared to males in Sub-
scale 1 and Subscale 3. Female providers scored 0.16 
(− 0.26 to − 0.06; p < 0.01) and − 0.12 (− 0.23 to − 0.09; 
p < 0.05) points lower on Subscale 1 and Subscale 3, 
respectively. Past provider training on SRH was associ-
ated with more favorable attitudes on the full scale, with 

Table 3 Mean scores and univariate linear regression analysis of provider attitudes towards youth‑friendly sexual and reproductive 
health services according to provider characteristics (n = 510)

*p < 0.05; **p < 0.01; ***p < 0.001

Subscale 1 Subscale 2 Subscale 3 Full scale

Mean 
(SD)

Simple OLS Mean 
(SD)

Simple OLS Mean 
(SD)

Simple OLS Mean (SD) Simple OLS

Coefficient (95% 
CI)

Coefficient (95% 
CI)

Coefficient (95% 
CI)

Coefficient (95% 
CI)

Age

 18–24 years (ref ) 1 2.82 (0.34) 1 2.50 (0.35) 1 2.66 (0.25) 1

 25–35 years 2.39 (0.46) 0.13 (− 0.13, 0.28) 2.92 (0.42) 0.11 (− 0.19, 0.23) 3.01 (0.54) 0.06 (− 0.13, 0.22) 2.76 (0.32) 0.11 (0.13, 0.20)

 36–45 years 2.36 (0.44) 0.09 (− 0.06, 0.25) 2.91 (0.37) 0.09 (− 0.04, 0.22) 2.91 (0.54) − 0.04 (− 0.21, 
0.14)

2.72 (0.27) 0.07 (− 0.03, 0.16)

 46 + years 2.50 (0.47) 0.23 (0.06, 0.41) ** 2.90 (0.40) 0.08 (− 0.07, 0.23) 2.98 (0.59) 0.04 (− 0.16, 0.23) 2.78 (9.28) 0.12 (0.02, 0.24)*

Sex

 Male 2.5 (0.42) 1 2.89 (0.43) 1 3.08 (0.50) 1 2.80 (0.29) 1

 Female 2.36 (0.46) − 0.16 (− 0.26, 
− 0.06)**

2.91 (0.39) 0.25 (− 0.06, 0.11) 2.95 (0.53) − 0.12 (− 0.23, 
− 0.01)*

2.73 (0.29) − 0.07 (− 0.13, 
− 0.01)*

Governorate

 Amman 2.45 (0.50) 1 2.96 (0.41) 1 3.08 (0.53) 1 2.81 (0.33) 1

 Irbid 2.30 (0.46) − 0.15 (− 0.27, 
− 0.05)**

2.89 (0.41) − 0.07 (− 0.16, 
0.24)

2.87 (0.62) − 0.22 (− 0.33, 
− 0.09)***

2.68 (0.28) − 0.13 (− 0.20, 
− 0.06)***

 Mafraq 2.46 (0.40) 0.01 (− 0.10, 0.11) 2.88 (0.38) − 0.08 (− 0.17, 
0.01)

2.90 (0.46) − 0.18 (− 0.30, 
− 0.06)**

2.74 (0.27) − 0.07 (− 0.14, 
− 0.01)*

 Zarqa 2.27 (0.42) − 0.18 (− 0.29, 
− 0.07)***

2.91 (0.39) − 0.05 (− 0.14, 
0.45)

3.01 (0.43) − 0.08 (− 0.20, 
0.05)

2.71 (0.25) − 0.10 (‑0.17, 
− 0.33)**

Provider type

 Midwife 2.37 (0.46) 1 2.89 (0.37) 1 2.94 (0.53) 1 2.72 (0.29) 1

 Nurse 2.32 (0.45) − 0.05 (− 0.14, 
0.37)

2.90 (0.43) 0.01 (− 0.07, 0.08) 2.93 (0.53) 0.00 (− 0.10, 0.1) 2.71 (0.28) − 0.01 (− 0.07, 0.44)

 Primary care 
physician

2.58 (0.43) 0.21 (0.10, 0.32)*** 2.94 (0.44) 0.05 (− 0.05, 0.14) 3.12 (0.51) 0.19 (0.06, 0.31)** 2.85 (0.322) 0.14 (0.07, 0.21)***

Ever received training on SRH

 No 2.35 (0.45) 1 2.87 (0.41) 1 2.78 (0.45) 1 2.71 (0.29) 1

 Yes 2.41 (0.47) 0.05 (− 0.3, 0.14) 2.93 (0.39) 0.06 (− 0.01, 0.13) 3.01 (0.54) 0.08 (− 0.23, 0.18) 2.76 (0.276) 0.6 (0.01, 0.12)*
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providers having had training scoring 0.6 (0.01–0.12; 
p < 0.05) points higher than those who received no train-
ing. No significant differences in provider attitudes were 
observed according to provider marital status, religion, 
whether they practiced in a rural or urban area, years of 
work experience, or facility type. No provider character-
istics were found to be associated with scores on Subscale 
2.

Table  4 presents the results of the multivariable 
adjusted regression analysis for each subscale and the 
full scale. As in the unadjusted analyses, provider charac-
teristics remained significantly associated with attitudes 
scores. Type of provider was associated with scores for 
Subscale 1, Subscale 3 and the full scale. No significant 
differences were found in attitudes between nurses and 
midwives with regard to any of the scales; however, pri-
mary care physicians exhibited significantly more youth-
friendly attitudes by scoring 0.17 points higher than 
nurses on Subscale 1 (95% CI: 0.02–0.32; p < 0.05), 0.17 
points higher than nurses on Subscale 3 (95% CI: 0.00–
0.35; p < 0.05), and 0.14 points higher than nurses on the 
full scale (95% CI: 0.05–0.24; p < 0.01). Adjusted models 
also suggest that there remains significant regional vari-
ation in scores. In general, providers in Amman exhib-
ited the most youth-friendly attitudes on Subscales 1 and 

3, and the full scale, with providers in Irbid and Zarqa 
exhibiting significantly less youth-friendly attitudes 
in Irbid for Subscale 1 and providers in Irbid and Maf-
raq exhibiting significantly less youth-friendly attitudes 
for Subscale 3. Last, in fully adjusted models, provider 
training was associated with improved attitudes only on 
Subscale 3, so that providers who have been trained on 
SRH issues scored 0.10 points higher (95% CI: 0.00—0.20; 
p < 0.05).

Discussion
The results of this study highlight several important 
issues with regard to provider attitudes towards youth-
friendly service provision in Jordan that are relevant 
to both programs and policies across the Middle East. 
First, provider attitudes towards youth-friendly SRH ser-
vice delivery highlight several context-specific cultural 
concerns. Second, the results suggest that provider atti-
tudes related to norms and personal beliefs, as measured 
by Subscale 2, appear to be the most static of the three 
domains investigated, and are generally invariant in rela-
tion to individual characteristics. Last, as past training is 
significantly associated with attitudes towards the policy 

Table 4 Multivariable adjusted linear regression analysis of provider attitudes towards youth‑friendly sexual and reproductive health 
services on provider characteristics (n = 510)

* p < 0.05; **p < 0.01; ***p < 0.001

Subscale 1 Subscale 2 Subscale 3 Full scale
OLS coefficient (95% CI) OLS coefficient (95% CI) OLS coefficient (95% CI) OLS coefficient (95% 

CI)

Age

 18–24 years 1 1 1 1

 25–35 years 0.04 (− 0.13. 0.20) 0.12 (− 0.4, 0.26) − 0.04 (− 0.15, 0.23) − 0.07 (− 0.04, 0.17)

 36–45 years 0.04 (− 0.14, 0.22) 0.10 (− 0.06, 0.26) − 0.04 (− 0.25, 0.17) 0.05 (− 0.07, 0.16)

 46 + years 0.08 (− 0.12, 0.28) 0.08 (− 0.10, 0.26) − 0.05 (− 0.28, 0.18) 0.05 (− 0.08, 0.18)

Sex

 Male 1 1 1 1

 Female − 0.02 (− 0.16, 0.11) 0.01 (− 0.02, 0.22) − 0.3 (− 0.19, 0.13) 0.03 (− 0.06, 0.11)

Governorate

 Amman 1 1 1 1

 Irbid − 0.15 (− 0.26, − 0.04)** − 0.07 (− 0.17, 0.03) − 0.19 (− 0.31, − 0.06)** − 0.12 (− 0.19, − 0.05)***

 Mafraq 0.01 (− 0.08, 0.12) − 0.07 (− 0.17, 0.03) 0.18 (− 0.30, − 0.05)** − 0.06 (− 0.13, 0.00)

 Zarqa − 0.15 (− 0.27, − 0.03)* − 0.01 (− 0.11, 0.09) − 0.05 (− 0.19, 0.08) − 0.07 (− 0.14, 0.01)

Provider type

 Midwife 1 1 1 1

 Nurse − 0.07 (− 0.17, 0.03) 0.01 (− 0.08, 0.09) 0.01 (− 0.10, 0.12) − 0.01 (− 0.08, 0.05)

 Primary Care Physician 0.17 (0.02, 0.32)* 0.10 (− 0.03, 0.23) 0.17 (0.00, 0.35)* 0.14 (0.05, 0.24)**

Ever received training on SRH

 No 1 1 1 1

 Yes 0.04 (− 0.05, 0.12) 0.04 (− 0.03, 0.12) 0.10 (0.00, 0.20)* 0.05 (0.00, 0.11)
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and clinical environment, our results suggest opportunity 
for intervention within this domain.

Our results reinforce the important role that cultural 
concerns play in influencing provider attitudes towards 
the provision of youth-friendly SRH services. In our 
study, providers appeared to have the least favorable 
attitudes towards issues that relate specifically to youth 
sexuality, especially among unmarried youth. In Jordan, 
religious principles prohibit sexual relationships outside 
of marriage and the discussion of sexuality is generally 
considered to be taboo according to traditional norms 
[31]. The results of our study suggest that providers atti-
tudes are influenced by these same traditional norms in 
a way that stigmatizes youth sexuality, despite the pro-
vider’s responsibility to offer care. Other studies focus-
ing on adolescent SRH services have found that providers 
often find themselves facing conflict between their own 
personal values, dominant norms in the community, and 
their role as caregivers [32, 33]. Furthermore, the results 
of our study are similar to previous research conducted in 
relatively conservative, religious settings, where providers 
often exhibit conflicting perspectives in relation to ado-
lescent sexuality. On one hand, providers may disapprove 
of premarital sexual activity among adolescents, but they 
may also simultaneously exhibit a pragmatic attitude by 
approving of the use of contraception by adolescents who 
are sexually active [4]. This may help to explain the seem-
ingly contradictory results of our study in relation to the 
items that mention contraceptives. In Jordanian society, 
where norms restrict sexual activity to marriage, the use 
of contraception to prevent pregnancy is also limited to 
marriage. While providers tend to display less favorable 
attitudes towards items that mention contraceptive use 
among youth within the context of sexual activity outside 
of marriage, they are comparatively more supportive of 
items that focus on contraception in general, as they may 
also consider contraceptive use for other medical indica-
tions that do not relate to unsanctioned sexual activity.

In a similar light, our results also highlight a similar 
issue with respect to different aspects of confidential-
ity. Providers generally scored fairly low on items that 
pertain to informing parents if their children seek SRH 
services, while in contrast, providers scored the item 
focused on privacy in the clinical setting among the 
highest. This apparent disconnect may be another area 
where both personal and culturally-driven values come 
into conflict with providers’ professional role. In Jordan, 
parents are often deeply involved in their children’s lives 
and there is an emphasis on the centrality of a strong 
family unit [34, 35]. In light of these values, our results 
highlight a possible conflict between cultural interpreta-
tions of the concept of confidentiality versus global defi-
nitions when it comes to informing parents. In the global 

literature, confidentiality is often defined as “the duty of 
those who receive private information not to disclose it 
without the patient’s consent;” however, in the Jordanian 
context, disclosing information to parents may not be 
viewed as disclosing it to an outside party [36]. Adding 
to this idea is that providers were, on average, relatively 
less supportive of the idea that youth should be given the 
same level of confidentiality when receiving SRH services 
as adults than they were of ensuring privacy at the facil-
ity during service delivery. The idea that privacy is val-
ued over confidentiality may also be rooted in cultural 
norms. Privacy often refers to visual and auditory privacy 
in a service delivery setting, so that youth cannot be seen 
or heard during service encounters [36]. In Jordan, as in 
much of the Middle East, preserving one’s honor, and in 
turn a family’s honor is a priority, and should members 
of one’s community believe that an individual is engag-
ing in socially-prohibited sexual behavior, it would likely 
bring shame upon a family [31], thus providers may feel 
increased responsibility for limiting the possibility of 
disclosure outside of the family unit. Privacy and con-
fidentiality are aspects frequently measured as part of 
youth-friendly services [37], and future research to bet-
ter understand how cultural definitions of confidentiality 
conflict with global definitions of confidentiality could 
be an important to identifying ways to improve youth-
friendly services in Jordan.

According to our results, primary care physicians tend 
to have more supportive attitudes towards youth-friendly 
SRH service provision than do nurses and midwives. 
Other studies have also found that some providers, espe-
cially nurses, may have difficulty in differentiating their 
role as a medical professional from their role as a par-
ent [33], and that they may judge clients based on their 
parental instinct and identity [38]. This phenomenon may 
also influence nurses and midwives’ attitudes towards 
adolescent sexual behavior as observed in the results of 
this study. Specifically, as more nurses’ and midwives are 
female, their attitudes may reflect their social upbring-
ing and the impact of social scripts that prioritize family 
reputation and honor, which is often tied to female sex-
ual conduct. Sexual abstinence and faithfulness among 
women are considered to be fundamental to a family’s 
honor in much of the Middle East. Given that nurses 
and midwives know the potential severity of disrupting a 
family’s honor, they may prefer to refrain from engaging 
with youth about issues related to their sexual behavior 
or concerns. Another possible explanation of this differ-
ence is that many physicians in Jordan have either trained 
or studied in other countries, thus they may have a differ-
ent perspective towards issues pertaining to youth SRH 
than nurses and midwives, who most frequently com-
plete their training in Jordan.
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Value-reflective thinking around such ethical dilemmas 
in medical education and training programs that include 
self-awareness and introspective activities could help 
providers feel more comfortable in fulfilling their respon-
sibilities as caregivers regardless of their personal beliefs 
[32]. Critical thinking around both cultural and moral 
dimensions of adolescent sexuality could be integrated 
in both pre-service and in-service trainings to help sup-
port providers when they encounter youth [4]. Further, it 
has been suggested that trainings geared to improve SRH 
service delivery towards youth may be more effective by 
focusing on attitudinal rather than medical issues [39] in 
settings where provider attitudes serve as an important 
limitation in providing high quality care. While in Jor-
dan, all providers may benefit from such training, it could 
be that nurses and midwives may benefit the most from 
training focused on enabling them to better distinguish 
between their role as professionals and their own per-
sonal beliefs.

With regard to Subscale 2, our results show no evidence 
of variation in provider attitudes according to individual 
characteristics. This finding may suggest that the social 
and cultural norms measured by this scale are deeply 
entrenched across Jordanian society. As the attitudes 
held by the providers in this study appear to reflect the 
dominant norms and values found within their social and 
cultural context, our results point towards the potential 
for interventions focused on changing attitudes within 
communities at a population level to complement inter-
ventions focused specifically on individual providers. 
The results of this study build on the results of previous 
research in Jordan that highlights the potential for pop-
ulation-based interventions, as youth believe that social 
change at the community-level is closely linked with their 
ability to access improved SRH information and service 
availability [40]. In the Middle East, other studies recom-
mend that enhancing and expanding culturally sensitive 
community-based efforts, especially those that include 
social and religious leaders, which are thought to be criti-
cal in changing norms to improve youth SRH by helping 
to create a more supportive environment [16, 41], and 
may ultimately serve to reinforce more youth-friendly 
attitudes among providers.

Among all the domains measured, service providers 
appear to have the most favorable attitudes in relation to 
the policy and clinical environment, as identified in Sub-
scale 3. Further, our results suggest that providers who 
indicated that they have had previous training focused 
on RH exhibited significantly more supportive attitudes 
towards youth-friendly services within this domain than 
providers who did not report having received any train-
ing. This result is consistent with the results of another 
study that found that general training on RH services 

was associated with improved attitudes towards the pro-
vision of SRH services to adolescents [42], although the 
study did not examine the association between provider 
training and specific domains of youth-friendly services. 
Taking our results into consideration, it appears that 
even training on RH in general may be effective in help-
ing to bring about improved provider attitudes towards 
making the policy and clinical environment more youth 
friendly, although more focused trainings may be needed 
to address specific social or cultural challenges to bring 
about improvement in relation to the other domains 
measured.

Last, our results show that there is some geographi-
cal variation in provider attitudes by governorate for 
Subscales 1 and 3. According to our results, providers 
in Amman tend to have more youth-friendly attitudes 
than providers in other governorates. This finding is not 
surprising, given that Amman is the largest urban area 
in Jordan and tends to be less conservative than other 
areas of the country. It is interesting, however, that there 
was no variation by governorate observed with regard to 
Subscale 2. This may again support the idea that norms 
and beliefs related to youth-friendly SRH services are 
fairly consistently held across the country and deeply 
entrenched in Jordanian society.

The results of this study should be interpreted in light 
of several strengths and limitations. A strength of this 
study is that we use a locally developed and validated tool 
to assess an understudied topic of regional and interna-
tional importance. While an additional strength of this 
study is that it includes a large and diverse study popula-
tion, the results should not be interpreted as being fully 
representative of providers in Jordan, as the second stage 
of sampling relied on recruiting individual providers by 
convenience. Further, this study only includes providers 
in four governorates in the Northern region of Jordan; 
there are contextual differences between the Northern 
and Southern regions of Jordan that could influence the 
findings. Even though confidentiality in responses were 
emphasized, providers may have been too embarrassed 
to answer all items truthfully as the items in the scale 
were often considered to be quite sensitive. The sensitiv-
ity around the issues related to youth SRH discussed in 
our study underscores the urgent need for programs in 
this area to support providers in becoming more com-
fortable engaging with youth. Another caveat to inter-
preting the results of the scale is that SRH services to 
youth are not routinely offered in Jordan. Therefore, pro-
viders’ attitudes may be based on reactions to the items 
without any real-word experience in providing SRH ser-
vices to youth. Last, the scale we use was developed and 
tested in Jordan and many items may represent ideas that 
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are most relevant to Jordan, or other Middle Eastern, set-
tings, and it may not include all items relevant to other 
settings.

Conclusions
To date, we are not aware of any studies in Jordan that 
have focused expressly on the service providers them-
selves within the domain of youth-friendly SRH ser-
vices, despite there being several studies that suggest 
that youth in Jordan report negative experiences seek-
ing SRH services [25, 43]. While clearly measuring pro-
viders’ attitudes related to youth-friendly SRH services 
is important to improving SRH services for youth, more 
research is needed to better understand providers’ per-
spectives, including the barriers they face, their biases 
and strengths, and their ideas for how they can be 
empowered in their roles.
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SRH: Sexual and reproductive health.
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