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Introduction

Abstract

Background: In Ghana, several qualitative studies have explored users’ perspectives on
conventional sources of sexual and reproductive health (SRH) information and factors which
influence provision of and access in rural settings. However, there is a dearth of qualitative
studies on healthcare provider (HCP) perspectives on factors that deter access to conventional
sources of SRH information among young people in rural Ghana and innovative ways for
addressing barriers. This study explored perspectives on barriers to traditional sources of SRH
information and services and innovative ways of using mHealth technologies for addressing
provision and access challenges among young people in rural Ghana.

Methods: This study used a qualitative approach using in-depth interviews. Semi-structured in-
depth interviews were conducted with HCPs in rural areas in three regions of Ghana between
May and August 2021. Participants were selected from rural communities using the convenience
snowball sampling and were interviewed via Zoom. The interviews explored the experiences
and perceptions of HCPs on conventional SRH information and services and young people’s
access to this information and services. The interviews were audio recorded and transcribed
verbatim. Data were analysed thematically using NVivo software version 12, following the
approach outlined by Braun and Clarke.

Results: Twenty HCPs were interviewed for this study. The participants identified different sources
of SRH information and services used by rural young people. Peers or friends, health facilities,
health providers, and community settings were reported as the main services and sources of
SRH information. Participants reported several barriers and challenges to the provision of and
access to SRH information to young people, including socio-cultural norms, religious beliefs,
unfriendly health facility environments, negative health providers’ attitudes, lack of privacy and
confidentiality resulting in unfriendly youth SRH services, distance, and financial challenges due
to costs of transportation which limits rural young people’s access to, and use of, SRH services.
All the participants indicated that in addressing provision and access barriers, the use of mobile
phones could be beneficial.

Conclusion: This study highlights several barriers and challenges that deter provision of, and
access to, SRH information and services for young people in rural Ghana. The findings indicate
the use of innovative mobile health (mHealth) technologies may be one solution to some of the
barriers and challenges.

services (a core outcome of the Sustainable Development

In many low- and middle-income countries (LMICs),
such as Ghana, sexual and reproductive health (SRH)
needs of young people (those aged between 10 and 24
years)' are unmet.” Young people aged between 10 and 24
years' who reside in LMICs constitute over one quarter
of the population.’ Young people who reside in rural
settings in LMICs, including Ghana, have low uptake of
SRH information and services, despite the benefits they
can provide.*! In Ghana, despite successive government
efforts to ensure universal access to SRH information and

Goals (SDGs), barriers to conventional SRH services
still remain."”” The under-utilization of SRH services
has been explained, in part, by multiple access barriers
including social and religious norms and beliefs,*'°
unfriendly attitudes of health providers,”** limited health
infrastructure, and long distances to healthcare facilities
and associated travel costs.”*¢

Despite the implementation of Health Service Policy
and Strategy for youth-friendly services over the years
to ensure that young people have knowledge of available
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SRH services and information,'” young people, especially
in rural settings of Ghana, often encounter multiple
barriers and challenges to the access and uptake of SRH
information and services."*'®" In rural Ghana, gaps still
exist in coverage, universal access, and youth-friendly
SRH services. In Ghana, current conventional SRH
interventions have not adequately addressed young
people’s SRH information needs in rural settings,
resulting in a clear unmet need.”** The high unmet need
for SRH information and services among rural young
people in Ghana results in high rates of unsafe abortion,
early and unintended pregnancies, unplanned births,
sexually transmitted infections (STIs), including human
immunodeficiency virus (HIV), and increased morbidity
and mortality.” This is partly explained by multiple
barriers young people encounter in accessing SRH
information and services, including lack of awareness
of where to access information and services, inadequate
physical space resulting in fear of lack of privacy and
confidentiality,”® distance to health facilities and cost
of services,” negative health providers’ attitudes,*'
community members’ negative perceptions and stigma'>*®
socio-cultural norms and practices,’*** religious beliefs
and practices,’” and government policies,* resulting
in poor access to SRH health information and service
utilisation among rural young people.'>'5182

In Ghana, the contraceptive prevalence rate among all
women is 25%, with only 20% using modern methods.*
The majority of women continue to use less reliable
traditional methods, such as rhythm, withdrawal, and
folk methods.” Unmet need for effective contraception
is higher in rural areas for both married and unmarried
young women (45.7%) in Ghana.” Despite an increase
in the proportion of sexually active women and men
in Ghana,”® evidence suggests that the use of modern
contraceptive methods among women aged 15-49 is low,
especially in rural areas,'>® largely due to inadequate
knowledge.”

One of the key targets of Ghana’s Adolescent Health
Service Policy and Strategy is to ensure that 90% of
adolescents and young people have adequate knowledge
of SRH services and information.'” Achieving this target
requires addressing the myriad inequities to the access
and use of SRH information and services through
innovative approaches. Use of innovative mobile health
(mHealth) technologies present critical opportunities
for the achievement of the SDGs and universal health
coverage (UHC) agendas for SRH services for rural
populations in LMICs. Whiles there is a growing body of
qualitative evidence in rural LMICs regarding barriers and
challenges to conventional SRH information and services,
identifying the potential and important role of innovative
mobile phone technologies in addressing these challenges
among rural young people,®! this information is yet to
be explored in rural Ghana.

In rural Ghana, several qualitative studies have
explored the perspectives of health service users and

young people, and the barriers to, and challenges of,
conventional sources of SRH information and services
are well documented.”>'>'®» However, there is a dearth
of qualitative studies on healthcare provider (HCP)
perspectives on factors that deter access to, and use of,
SRH information from traditional sources among young
people in rural Ghana and how health providers are using
innovative approaches for addressing barriers. This study
obtained information on HCP perspectives regarding
access barriers to the delivery of SRH information and
services to young people through traditional face-to-face
sources and whether innovative mHealth technologies are
a solution for addressing these barriers in rural Ghana.
The perspectives of HCPs delivering SRH information
and services to young people in rural Ghana via mobile
phone platforms were explored qualitatively. The
implementation of a qualitative approach for this study
facilitated the flow of communication and interaction
between the researcher and the participants, resulting in
the sharing of rich, detailed information regarding their
views and experiences through the use of an open-ended
semi-structured interview guide.*>*

Methods

Study design

This study used a qualitative design with an in-depth
semi-structured interview guide to address the research
questions and to comprehensively explore HCPs’ views
on the phenomenon under study. A qualitative research
approach was chosen as it provides participants with the
opportunity to express themselves and share their varied
range of experiences and viewpoints in a detailed and
in-depth manner.** The interview guide was developed
in English, being the official language of Ghana). The
interview guide was pre-tested with a similar population
to that from which the sample was drawn in a similar
environment to help strengthen the tool.

Study setting

The study was conducted with HCPs located in three
rural regions of Ghana (Volta, Upper East, and Northern
Regions). These regions were purposively selected based
on Savana Signatures SHE + mHealth SRH intervention
sites for youth population. These rural regions have
limited healthcare infrastructure and health personnel,
and the distance to healthcare facilities is far above the
World Health Organization recommended distance of
five kilometres,' thus creating inequalities in access to
health services and information.*

Data collection

Study participants recruitment process

Qualitative in-depth interviews were held with HCPs
between May and August 2021. The participants
were first approached by the management of Savana
Signatures, a community non-governmental organisation
implementing mHealth Sexual Health Education Plus
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(SHE+) health promotion education for young people
in rural communities in Ghana. Interview materials
including flyers, a letter of invitation, and an information
statement were emailed to the potential participants
by the site coordinator of Savana Signatures. The letter
of invitation informed potential participants about the
purpose of the study, recruitment procedures, and the
researchers involved, as well as study requirements,
confidentiality provisions, and potential risks associated
with participating in the study. Contact details of the PhD
candidate and principal supervisor were provided for
participant queries.

Participants were recruited using a convenience
snowballing method,* where current research participants
assisted in the recruitment of new participants from
among their colleagues.” Participants who agreed to
take part in the study were sent a Zoom link via email.
At the beginning of the Zoom conversation, participants
were given a further opportunity to ask any questions
before providing informed consent. For HCPs wishing
to participate in the study, a time convenient for the
participant was scheduled. At this time, participants
were reminded to let their colleagues know about the
study. Recruitment continued until the point of data
saturation.®” Data saturation is where adding more
participants to the study no longer results in additional
perspectives or information.’®” The sample size of 20
participants, comprisingl3 females and 7 males, was
large enough to sufficiently describe the phenomenon of
interest of this study, to address the research questions,
and to reach the point of data saturation, as required in
qualitative research.” This helped prevent the collection of
repetitive data that did not add any value to the research.
The total sample for the study was deemed to be adequate
for sampling among a relatively homogenous population
of HCPs and achieved thematic saturation.**!

Data management and analysis

A thematic analysis approach was employed following
rigorous qualitative induction data analysis stages as
outlined by Braun and Clarke.*>** All the recorded audio
interview data were first listened to and transcribed
verbatim. Prior to the analysis, the transcripts were
read and re-read several times to ensure familiarization
with the entire data to ensure that every aspect of the
information recorded is captured.* Notes of initial ideas
were made in a memo created in an NVivo journal to
define the unit of analysis.**** The data were imported
into the qualitative management program NVivo v.12
(QSR International Pty Ltd) for coding and analysis.*®
The transcripts were coded by generating labels to
attach to text segments that emerged as an important
user viewpoint in the transcripts and categorised these
in relation to the concepts.”** Codes were generated by
delving deeper into the data by reading the transcripts line
by line and assigning codes to paragraphs or segments,
moving back and forth in between the data as concepts

unfolded and meaning emerged from the dataset.*>*
Reflection on the participants’ own words, phrases, and
experiences was followed by the categorisation of codes
into themes and sub-themes relevant to the research
question in an inductive manner.*** The themes were
further reviewed to identify meanings and relationships
between themes. This process ensured that the themes
accurately reflected the perceptions and experiences of
HCPs on the phenomenon. Extracts or quotes from the
transcripts that best explained each theme and sub-theme
for the interpretation of the data were used in the write-up.
The authors used a unique pseudonym for interviewees to
protect their identity.

Results

Participant demographic information

A total of 20 HCPs were interviewed. Thirteen of the
participants were female and seven were male, with ages
ranging between 25 and 42 years. The participating HCPs
included medical doctors (3), nurses (9), midwives (2),
community/public health nurses (5) and allied HCPs (1),
with health care delivery experience spanning between
two and 16 years. For the 20 participants two were from
Volta region and 9 each from Northern and Upper
East regions. The majority (17) of the participants were
Christians.

Study themes

In this section, information on HCPs knowledge
regarding conventional sources of SRH information
available to young people in rural Ghana, and barriers
to the provision of, and access to, SRH information and
services was captured. The results indicated a wide range
of SRH information sources used by young people, and
a similarly wide range of conventional service types and
the barriers to these, including overarching themes that
centred on health providers’ attitudes, health facility
environment, geographical distance, and cost and
community factors. These themes are reported in detail,
with illustrative quotes from participants, in the following
sections.

Sources of SRH information for young people

In this study, the participants reported the most used
sources of information for SRH information and services
by young people in rural Ghana were health facilities,
health providers, community members, and peers or
friends. However, other sources were also mentioned,
such as community radio stations, community durbars,
schools, non-governmental organizations (NGOs),
television, and traditional birth attendants (TBAs). Using
these sources, young people sought SRH information
and services on contraception, family planning, and
HIV and other STIs. The key and most used sources for
SRH information by young people, together with their
motivations for using these sources, are reported with
illustrative quotes below.
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Friends and peers
Participants reported that young people mostly
sought SRH information from friends or peers in their
communities due to comfort levels and the stigma
associated with discussion of sexual health matters or
issues in the local communities. However, the legitimacy
of this information was questioned.
“...So, if their friends have had the chance to experience
a sexual health issue or information or experience
concerning a certain issue, they share it with their
[friends but as to whether the information is authentic or
not is a different thing altogether...” (HCP E, Midwifery
Officer).

Community settings

Within the community settings, family members, radio
stations, community durbars, schools, NGOs, and TBAs
served as sources of SRH information for young people.
However, participants also reported that these sources
were not frequently used due to social stigma.

“...I think ehh, some get their sexual and reproductive

health information from the communities...from family

members, radio stations, community durbars...Others
also get it from some specialized organizations that are
interested in sexual and reproductive health matters,
such as non-governmental organizations...” (HCP H,

Clinical Health Psychologist).

“..some youth get their information from local midwives

called TBAs and herbalists in their communities...”

(Participant A, Community Health Nurse).

Some participants indicated that within the family,
typically the mothers or fathers transfer information on
SRH issues in line with societal norms.

“..in the communities, we have the parents and other
community members [provide] education [to] young
people related to sexual and reproductive issues as
they develop into puberty...to help them integrate well
into the societal norms as prescribed and transferred
from the family to the young girls and boys” (HCP F,
Gynaecologist).

Health facilities
Participants reported the use of community health
facilities, such as health centres and clinics, where young
people obtained SRH information and services in person
from HCPs.
“..some of them access it from the community health
facilities such health centres and clinics...” (Participant
B, Health Counsellor).
“...some of them access it from the health care providers
in the health facilities and during outreach at community
durbars...” (Participant B, Health Counsellor).

Barriers and challenges to provision of, and access to, SRH
information and services

Aside from sources of information, HCP knowledge
regarding the barriers young people encounter in

accessing SRH information and services from rural
Ghana was also explored. All participants reported several
factors which influenced provision of, and access to, SRH
information and services among young people. Below are
some general excerpts on barriers and challenges from a
health counsellor.
“...in our communities, there are multiple barriers and
challenges including cultural and religious issues...
cultural and religious issues do not make it easy for we
the health providers to give counselling information or
education on sexual and reproductive health services
to young people in the community...” (Participant B,
Health Counsellor).
“...aside cultural and religious barriers and challenges....
inaccessible communities and lack of health facilities due
to long distance, poor roads and cost make these services
not accessible and available to young people in our
communities ...” (Participant B, Health Counsellor).
These general factors on barriers and challenges above
are also detailed below.

Community barriers
Community factors centred on socio-cultural norms
and religious beliefs. Participants reported that, in rural
Ghana, the discussion of sex and related issues among
young people is often frowned upon by both traditional
norms and religious beliefs. Traditional social norms
largely perceived the discussion of sex-related issues
as only suitable for married people. Religious beliefs
were reported to discourage young people from using
contraceptives. Participants cited the Catholic religion as
a classic example that discourages use of contraceptives
and family planning services. Participants indicated
these factors served as important barriers that prevent
the provision, access, and use of SRH information and
services among young people in their communities.
“Yeah, the challenges are, I think if you look at the
cultural perspective, the Ghanaian society for instance,
sex education is not something that many people
want to talk about or educate young people on...sex
education raises cultural issues and [is] frown[ed] upon
by community members...” (HCP H, Clinical Health
Psychologist).
“..because of the religious issues...it is not possible
to go into a community and start talking about sex
and condoms...those things [are] seen as taboo in the
communities...the social and religious beliefs on these
issues do not permit sexual health education with young
people...Community members regard young people as
being bad or immoral” (HCP D, Health Counsellor).

Geographical distance and cost barriers

Participants reported long geographical distance and cost
to health facilities as a major challenge for seeking SRH
information and services from health facilities by young
people in rural Ghana. Participants indicated that the few
health facilities available in rural communities are sited
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in the district capital and towns far away from the remote
communities. Therefore, to seek SRH care requires some
travel and cost for transportation and services. This puts
financial pressure on vulnerable young people when
seeking information from other health and non-health
related sources.
“..some of the SRH services are not available at the
communities. At the places where they [are] available
[it] require[s] travel and transportation cost[s]...the
cost compels some young people [to] not visit health
facilities for formation on SRH...” (Participant C, Call
Centre Counsellor).
“...so those who cannot afford the cost for services decide
to stay away from visiting the health facility or explore
alternative sources available to them such as TBAs or
local midwives or peers in the communities” (Participant
A, Community Health Nurse).

Attitudes and characteristics of health providers that deter
or prevent SRH service use

Participants reported negative attitudes or behaviours of
HCPs as a barrier to provision and use of SRH information
and services by young people. Participants related
negative behaviour to HCPs’ judgements of young people
visiting the health facility for information on their sexual
health as being immoral or promiscuous. They stated
that in certain instances some health providers neglected
to offer certain services. Some health providers refuse to
pay the necessary attention to the young people attending
the service, making them to wait longer for services
than expected, as a way of punishment or discouraging
them from visiting the health facility for sexual health
information and services. In this study, participants also
stressed that the judgemental attitudes of HCPs served as
deterrents to seeking SRH information and services from
health facilities by young people in the rural communities.

“...Some of the health providers are not welcoming at

all...they stigmatise young people who visit the health
facility for sexual and reproductive services as been
spoiled or promiscuous...some even refuse to provide
them with the information they need.” (HCP F,
Gynaecologist).

“...the way health providers handle the young people
stigmatise[s], discourage[s] them, especially the timid
or shy ones from visiting the health facilities to seek
information for sexual health services...” (Participant L,
Medical Officer).

In addition to negative attitudes of health service
providers, participants reported the gender or sex of the
service provider as a factor influencing the seeking of SRH
services by young people.

“Some young people feel shy or uncomfortable consulting

health providers of the opposite sex...they prefer [a]
same sex provider” (Participant B, Health Counsellor).

Also, related to health provider factors, participants also
reported that the age of HCPs influence SRH information
and service-seeking by young people. Participants stated

that some young people felt older providers did not show

compassion when they were approached for SRH care.
“...young people are not comfortable seeking or
discussing their SRH issues with health providers who
are too old or aged due to their unfriendly posture...
young people regard some of them as being difficult or
not having compassion for them...” (Participant C, Call
Centre Counsellor)

Health facility barriers

Participants reported that an unfriendly health facility
environment hampered provision of, and access to, SRH
information and services for young people. They raised
concerns about a lack of privacy and confidentiality and
stated that young people were not comfortable seeking
services in a setting crowded with clients who were
their fellow community members, due to stigma and
confidentiality issues. This is demonstrated in the quote
below.

“The structures of the health facilities in our settings are
not conducive to the provision and use of sexual health
services for young people...there is no privacy due to [a]
lack of youth corners...they are not comfortable mixing
with the other clients.” (Participant G, Public Health
Nurse).

With regard to unfriendly health facility environments,
a community health nurse remarked that it is those young
people who are brave and not timid who visit the health
facilities for SRH services.

“...because of the stigma society [has] attached to sexual

health issues...the young people who are bold enough

go to the health facilities to seek for information...”

(Participant A, Community Health Nurse).

However, regarding these sources, some participants
were of the view that some young people are uninformed
about where to obtain sexual information in their
communities.

“...I don’t think some of them have any knowledge on

a source where to get sexual health information in the

community” (Participant P, Midwife).

In this study, all the participants reported that some
young people contact health providers on their SRH
issues using a mobile phone.

“...some of the young people now contact some of the

health providers using the mobile phone for information

and services on a range of their sexual and reproductive

health issues across our communities...” (Participant A,

Community Health Nurse).

All the participants also acknowledged that using mobile
phones help address some of the conventional challenges
of access to, and provision of sexual and reproductive
health information and services among young people
in their rural communities compared to the in-person
services. Below is an excerpt from by a counsellor.

“...using the mobile phone among providers and young

people alongside the in-person services help address

some of the conventional challenges...” (Participant C,
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Call Center Counsellor).

Discussion

This study presented findings on HCPs’ perspectives
on the conventional sources of SRH information
and services for young people and their limitations
in rural Ghana. Participants identified that the most
used sources of SRH information were health facilities,
health providers, community outreach and durbars, as
well as peers or friends. Additional SRH information
sources cited included radio stations, schools, NGOs,
television, TBAs, and communication technology. Similar
studies have reported health facilities, health providers,
community settings, and friends as common sources of
SRH information and services for young people in rural
Ghana."*'>!8 A scoping review has identified these factors
as challenges contributing to low rates of access to SRH
information and services among young people in rural
LMICs.”

Participants also reported barriers to formal SRH
services, which included community factors centred
on social taboos and religious influence, inaccessible
health facilities due to distance and cost, gender of health
providers, HCP attitudes, and limited youth-friendly
services or spaces at health facilities resulting in a lack
of privacy and confidentiality. Similarly, a qualitative
study which explored perceived barriers to accessing
and using young people’s health services in rural Ghana,
found community and health facilities, peer influence,
judgemental attitudes of providers, and inadequate
physical space and privacy barriers restricted access to,
or use of, health services among young people.”* The
findings are also consistent with a qualitative study which
explored health care provider perspectives on barriers to,
and enablers of, family planning use in rural Pakistan and
found a lack of adolescent-friendly spaces for counselling
for reproductive health services, as well as discriminatory
gender norms and cultural practices as barriers to the
uptake of modern contraceptive services.* Ascertaining
barriers and facilitators for accessing SRH information
and services is important to ensure equitable access by
young people in rural settings in LMICs.**#~°

A key finding of the study is the use of peers as a
preferred source of SRH information by young people.
This finding is consistent with those of a qualitative
study from rural Ghana, which explored young people’s
reproductive health knowledge, choices, and the factors
that affect these choices, found that a majority of young
people relied on their peers for SRH information.”
Similar findings have been reported among young people
in other rural LMICs.*>” Research from LMICs has
demonstrated that young people seek SRH information
from their friends and peers due to the comfort associated
with discussing shared experiences related to their sexual
health, compared to the stigma associated with obtaining
this information from health providers and community
members.”**® The current study also found that some

rural young people are unaware of where to access SRH
information in the community, despite the need for these
services. This finding is consistent with a qualitative
systematic review which explored factors influencing
access to, and use of, SRH information and services
among young people in LMICs, who reported the lack of
knowledge of available SRH services as a barrier.* Despite
the global agreement regarding access to, and use of, SRH
information and services as a basic human right of young
people, universal access and use of these services remains
low in rural settings, including those in Ghana.'®

Although numerous sources of SRH information and
services are available for young people in rural Ghana,
this study found several community, health care provider,
and personal barriers and challenges which influenced its
provision and access among young people. Some of these
factors included community barriers, such as religious
beliefs and social norms, and distance and associated
transport costs to health facilities, as well as health facility
barriers, such as negative attitudes of health providers and
unfriendly health facility environments. Several studies
in Ghana have reported similar findings regarding the
barriers and challenges to the provision and access of SRH
information and services among young people in rural
Ghana.'*'® In particular, another Ghanaian qualitative
study,” found unfriendly health facility environments,
long patient waiting times for services, and inconvenient
health facility opening hours as barriers affecting access
and use of SRH services. Similarly, a qualitative systematic
review, which synthesized the barriers to accessing SRH
services among young people in LMICs, identified
an unsupportive health facility environment as a key
barrier.”” In rural LMICs, such as Ghana, young people
ascribe much importance to their SRH privacy and may
only access services if they perceive that their privacy
will be guaranteed. Addressing privacy and stigma issues
at the health facility level requires the establishment of
suitable youth-friendly spaces.'***

The unwelcoming attitudes of HCPs were also
identified as a major barrier to young people’s use of SRH
information and services at health facilities. Some HCPs
attributed their negative manner to their judgemental and
reprimanding attitudes towards young people for visiting
the health facility for SRH information and services. Some
health care providers described young people who visited
the health facility for contraceptives and family planning
advice as immoral or promiscuous. This finding aligns
with a similar study in rural Ghana which assessed the
opinions of service providers on delivering SRH services
to young people and found the negative attitudes of
service providers resulting in poor utilization of SRH
services by young people.” Further, a recent narrative
review involving LMICs also reported provider prejudice
as a factor which compromised young people’s access
to, and use of, SRH services.”® Several other qualitative
studies in rural LMICs have also reported negative health
providers’ attitudes as a barrier to young people seeking
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SRH services.”

In this study, perceived community stigma emanating
from negative attitudes of community members acted
as a major barrier to the use of SRH information and
services by young people. These finding are consistent
with other qualitative studies in rural Ghana, which have
found the discussion of issues relating to sex and related
sexual health issues, such as contraceptives and family
services, was perceived as only appropriate for married
people.!>19°16364 Similarly, other studies have also reported
negative perceptions of community members as being
a barrier to the use of SRH services in rural LMICs.®*°
In the rural Democratic Republic of Congo, a similar
study, which used focus group discussions among young
women, found sociocultural norms, male dominance
in family planning decision-making, and pressure from
family members influenced the use or non-use of modern
contraception.®® Guaranteeing access to youth-friendly
and acceptable SRH services among rural young people
is vital for promoting equitable access and effective use of
SRH information and services.* Addressing community
issues relating to social and religious norms and beliefs
is therefore key to creating a supportive environment,
tailored to young people’s needs for SRH services and
information in rural settings.'>®¢

Despite the range of sources reported by participants,
this study found some HCPs and users are using the
mHealth technology for SRH services, since it was more
user friendly. However, procedures need to be taken for
the expansion of mHealth resources and their integration
in the health system.®*® A population-based study, which
explored the perspective of healthcare users and providers
in rural Ghana, found mHealth technology was a viable
tool for lessening conventional barriers relating to access
to, and provision of, SRH services.® The use of mobile
phones for this purpose is found to be feasible and effective
in addressing conventional barriers and challenges to
SRH services in rural LMICs,**” by providing a platform
for equitable access to such services by vulnerable young
people.’®®7! Expanding access to SRH information
and services through mHealth technologies is vital to
achieving one of the SDG targets, to establish UHC for
SRH information and services.”>”

Strengths and limitations

This study has some limitations. The key limitation of
this study was the inability to include young people’s
perspectives on SRH services, due to the COVID-19
pandemic, which meant no young people could
participate in the interviews. The findings were just a
conjecture from HCPs perspectives. Also, the HCPs
were not a representative sample of all HCPs providing
mHealth-based SRH services in the rural communities in
these regions and others may have different perspectives.
This may have implications in understanding young
people’s experiences on the use of mHealth technology
for SRH information and services, and their perspectives

on improving access to SRH services in rural Ghana.
Future research should therefore include young people.
Obtaining young people’s views could have provided
important additional information. Also, the use of Zoom
video-calls, rather than in-person interviews, could have
led to the exclusion of potential participants who did
not have access to Zoom facilities. These limitations
notwithstanding, our study findings provide useful insight
into current sources of SRH information and services for
young people in rural Ghana, and barriers to accessing
to conventional services, from the perspective of HCPs,
who are the gatekeepers of SRH care. The study findings
provide crucial insight for the government, stakeholders,
and policy makers in Ghana for the need for establishing
innovative mHealth initiatives to achieve universal access
to and utilization of SRH services among young people in
the rural Ghana.

Conclusion

This study highlights several barriers and challenges that
affect the provision of, and access to, SRH information
and services for young people in rural Ghana, and also
identifies the need for innovative initiatives. Given the
local nature and importance of these issues, innovative
mHealth technology solutions could address some of
the perceived barriers to access to, and use of, SRH
information and services among young people. These
findings can provide information for policy makers,
HCPs, and other relevant stakeholders about the need
for the implementation of innovative policies to address
conventional barriers to enable young people’s access
SRH information and services in rural Ghana. These
findings also have the potential to guide policy makers
and implementers in adopting innovative mHealth
initiatives for health system strengthening for addressing
conventional barriers to facilitate access to, and use of,
SRH information and services among young people in
rural contexts of Ghana.

Acknowledgements

This research was supported by an Australian Government
Research Training Program (RTP) Scholarship for my PhD program.
We would like to acknowledge Australian Government Research
Training Program support for my PhD studies and the staff of
Savanna Signatures of Tamale and the research participants for their
supportive role during the data collection for my dissertation.

Authors’ Contribution

Conceptualization: Alexander S Laar, Deborah Loxton.

Data curation: Alexander S Laar, Melissa L Harris, Deborah Loxton.
Formal analysis: Alexander S Laar, Melissa L Harris, Deborah
Loxton.

Investigation: Alexander S Laar, Melissa L Harris, Deborah Loxton.
Methodology: Alexander Suuk Laar, Melissa L Harris, Deborah
Loxton.

Project acquisition: Alexander S Laar, Melissa L Harris, Deborah
Loxton.

Resources: Alexander S Laar, Melissa L Harris, Deborah Loxton.
Software: Alexander Suuk Laar, Clare Thomson.

Supervision: Melissa L Harris, Deborah Loxton.

264 | Health Promot Perspect, 2024, Volume 14, Issue 3



Laar et al

Validation: Melissa L. Harris, Deborah Loxton.

Visualization: Alexander S Laar, Melissa L Harris, Deborah Loxton.
Writing—original draft: Alexander S Laar, Melissa L Harris, Clare
Thomson, Deborah Loxton.

Writing-review & editing: Alexander S Laar, Melissa L Harris, Clare
Thomson, Deborah Loxton.

Competing Interests
None declared.

Ethical Approval

Approval for this research was obtained from the Human Research
Ethics Committee of the University of Newcastle (H-2020-0249)
and the Institutional Review Board of the Navrongo Health
Research Centre of the Ghana Health Service (NHRCIRB406).
Verbal informed consent was obtained from all participants in
the English language. The informed consent emphasised the
voluntary nature of participation, the recording and transcription
and assurance with respect to anonymity and confidentiality of
their data. All participants provided oral consent, and their rights
of confidentiality and anonymity were emphasised. All interviews
were conducted in accordance with the University of Newcastle’s
Human Research Ethics Committee Policies. Electronic data of the
study was stored on password protected computers, accessible only
to the study team.

Funding
This study was not funded.

References

1. Gore FM, Bloem PJ, Patton GC, Ferguson J, Joseph V, Coffey
C, etal. Global burden of disease in young people aged 10-24
years: a systematic analysis. Lancet. 2011;377(9783):2093-
102. doi: 10.1016/s0140-6736(11)60512-6.

2. Bearinger LH, Sieving RE, Ferguson J, Sharma V. Global
perspectives on the sexual and reproductive health
of adolescents: patterns, prevention, and potential.
Lancet. 2007;369(9568):1220-31. doi: 10.1016/s0140-
6736(07)60367-5.

3. DESA U. Population Division. World population prospects:
the 2017 revision, DVD edition. New York: UN DESA; 2017.
UNDESA, Population Division. World population prospects,
the 2015 revision (DVD edition). New York: UNDESA.
Population Division 2015. Available from: https:/population.
un.org/wpp/Publications/Files/WPP2017_KeyFindings.pdf.
Accessed March 27, 2023.

4.  Catalano RF, Skinner ML, Alvarado G, Kapungu C, Reavley
N, Patton GC, et al. Positive youth development programs in
low- and middle-income countries: a conceptual framework
and systematic review of efficacy. ] Adolesc Health.
2019;65(1):15-31. doi: 10.1016/j.jadohealth.2019.01.024.

5. Keogh SC, Stillman M, Awusabo-Asare K, Sidze E, Monzdn
AS, Motta A, et al. Challenges to implementing national
comprehensive sexuality education curricula in low- and
middle-income countries: case studies of Ghana, Kenya,
Peru and Guatemala. PLoS One. 2018;13(7):e0200513. doi:
10.1371/journal.pone.0200513.

6.  Gottschalk LB, Ortayli N. Interventions to improve adolescents’
contraceptive behaviors in low- and middle-income countries:
areview of the evidence base. Contraception. 2014;90(3):211-
25. doi: 10.1016/j.contraception.2014.04.017.

7. Meena JK, Verma A, Kishore ], Ingle GK. Sexual and
reproductive health: knowledge, attitude, and perceptions
among young unmarried male residents of Delhi. Int ] Reprod
Med. 2015;2015:431460. doi: 10.1155/2015/431460.

8. Regmi PR, van Teijlingen E, Simkhada P, Acharya DR.
Barriers to sexual health services for young people in Nepal.
J Health Popul Nutr. 2010;28(6):619-27. doi: 10.3329/jhpn.

20.

21.

22.

23.

v28i6.6611.

Darroch JE, Woog V, Bankole A, Ashford LS. Adding it up:
Costs and Benefits of Meeting the Contraceptive Needs of
Adolescents. Guttmacher Institute; 2016. Available from:
https://www.guttmacher.org/report/adding-it-meeting-
contraceptive-needs-of-adolescents. Accessed September 18,
2022.

Godia P. Sexual Reproductive Health Service Provision to
Young People in Kenya; What is the Best Model? University
of Liverpool; 2012.

Mbadu Muanda F, Gahungu NP, Wood F, Bertrand JT.
Attitudes toward sexual and reproductive health among
adolescents and young people in urban and rural DR Congo.
Reprod Health. 2018;15(1):74. doi: 10.1186/s12978-018-
0517-4.

Aninanya GA, Debpuur CY, Awine T, Williams JE, Hodgson
A, Howard N. Effects of an adolescent sexual and reproductive
health intervention on health service usage by young people
in northern Ghana: a community-randomised trial. PLoS One.
2015;10(4):e0125267. doi: 10.1371/journal.pone.0125267.
Abuosi AA, Anaba EA. Barriers on access to and use
of adolescent health services in Ghana. | Health Res.
2019;33(3):197-207. doi: 10.1108/jhr-10-2018-0119.
Amankwaa G, Abass K, Gyasi RM. In-school adolescents’
knowledge, access to and use of sexual and reproductive
health services in metropolitan Kumasi, Ghana. Z Gesundh
Wiss. 2018;26(4):443-51. doi: 10.1007/s10389-017-0883-3.
Boamah-Kaali EA, Kaali S, Manu G, Gyaase S, Adeniji E,
Owusu-Agyei S, et al. Opinions of health professionals
on tailoring reproductive health services to the needs of
adolescents. Int ] Reprod Med. 2018;2018:1972941. doi:
10.1155/2018/1972941.

Atuoye KN, Dixon J, Rishworth A, Galaa SZ, Boamah SA,
Luginaah I. Can she make it? Transportation barriers to
accessing maternal and child health care services in rural
Ghana. BMC Health Serv Res. 2015;15:333. doi: 10.1186/
s12913-015-1005-y.

Klu D, Gyapong M, Agordoh PD, Azagba C, Acquah E,
Doegah P, et al. Adolescent perception of sexual and
reproductive health rights and access to reproductive health
information and services in Adaklu district of the Volta region,
Ghana. BMC Health Serv Res. 2023;23(1):1456. doi: 10.1186/
s12913-023-10447-1.

Akazili J, Kanmiki EW, Anaseba D, Govender V, Danhoundo
G, Koduah A. Challenges and facilitators to the provision
of sexual, reproductive health and rights services in Ghana.
Sex Reprod Health Matters. 2020;28(2):1846247. doi:
10.1080/26410397.2020.1846247.

Klu D, Agordoh P, Azagba C, Acquah E, Doegah P, Ofosu
A, et al. Determinants of communication on sexual issues
between adolescents and their parents in the Adaklu district
of the Volta region, Ghana: a multinomial logistic regression
analysis. Reprod Health. 2022;19(1):101. doi: 10.1186/
s12978-022-01402-0.

Machiyama K, Cleland J. Unmet need for family planning
in Ghana: the shifting contributions of lack of access and
attitudinal resistance. Stud Fam Plann. 2014;45(2):203-26.
doi: 10.1111/j.1728-4465.2014.00385 .x.

Keogh SC, Otupiri E, Castillo PW, Li NW, Apenkwa J, Polis
CB. Contraceptive and abortion practices of young Ghanaian
women aged 15-24: evidence from a nationally representative
survey. Reprod Health. 2021;18(1):150. doi: 10.1186/s12978-
021-01189-6.

Wemakor A, Garti H, Saeed N, Asumadu O, Anyoka B.
Prevalence and determinants of unmet need for contraception
in North Gonja district, Ghana. BMC Womens Health.
2020;20(1):222. doi: 10.1186/512905-020-01077-4.
Amo-Adjei J, Darteh EKM. Unmet/met need for contraception

Health Promot Perspect, 2024, Volume 14, Issue 3 | 265


https://doi.org/10.1016/s0140-6736(11)60512-6
https://doi.org/10.1016/s0140-6736(07)60367-5
https://doi.org/10.1016/s0140-6736(07)60367-5
https://population.un.org/wpp/Publications/Files/WPP2017_KeyFindings.pdf
https://population.un.org/wpp/Publications/Files/WPP2017_KeyFindings.pdf
https://doi.org/10.1016/j.jadohealth.2019.01.024
https://doi.org/10.1371/journal.pone.0200513
https://doi.org/10.1016/j.contraception.2014.04.017
https://doi.org/10.1155/2015/431460
https://doi.org/10.3329/jhpn.v28i6.6611
https://doi.org/10.3329/jhpn.v28i6.6611
https://www.guttmacher.org/report/adding-it-meeting-contraceptive-needs-of-adolescents
https://www.guttmacher.org/report/adding-it-meeting-contraceptive-needs-of-adolescents
https://doi.org/10.1186/s12978-018-0517-4
https://doi.org/10.1186/s12978-018-0517-4
https://doi.org/10.1371/journal.pone.0125267
https://doi.org/10.1108/jhr-10-2018-0119
https://doi.org/10.1007/s10389-017-0883-3
https://doi.org/10.1155/2018/1972941
https://doi.org/10.1186/s12913-015-1005-y
https://doi.org/10.1186/s12913-015-1005-y
https://doi.org/10.1186/s12913-023-10447-1
https://doi.org/10.1186/s12913-023-10447-1
https://doi.org/10.1080/26410397.2020.1846247
https://doi.org/10.1186/s12978-022-01402-0
https://doi.org/10.1186/s12978-022-01402-0
https://doi.org/10.1111/j.1728-4465.2014.00385.x
https://doi.org/10.1186/s12978-021-01189-6
https://doi.org/10.1186/s12978-021-01189-6
https://doi.org/10.1186/s12905-020-01077-4

Laar et al

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

and self-reported abortion in Ghana. Sex Reprod Healthc.
2017;13:118-24. doi: 10.1016/j.srhc.2017.02.002.
Kumi-Kyereme A, Abane AM, Awusabo-Asare K. Adolescent
Sexual and Reproductive Health in Ghana: A Synthesis of
Research Evidence. New York: Alan Guttmacher Institute;
2004.

Agbenyo JS, Nzengya DM, Mwangi SK. Perceptions of the use
of mobile phones to access reproductive health care services
in Tamale, Ghana. Front Public Health. 2022;10:1026393.
doi: 10.3389/fpubh.2022.1026393.

Ghana Statistical Service (GSS), Ghana Health Service
(GHS), International Coaching Federation (ICF). Ghana
Maternal Health Survey 2017: Key Indicators Report. Accra,
Ghana: GSS, GHS, ICF; 2018. Availabe from: https://www?2.
statsghana.gov.gh/docfiles/PR95.pdf. Accessed February 8,
2022.

MacQuarrie K. Unmet Need for Family Planning among
Young Women: Levels and Trends. Rockville, Maryland: ICF
International; 2014. Availabe from: http://dhsprogram.com/
pubs/pdf/CR34/CR34.pdf. Accessed February 19, 2021.
Alando C, Manu A, Habib H, Modey E, Torpey K, Adanu R, et
al. Trends in Male Contraceptive Use in Ghana: An Analysis
of Self-Reported Contraceptive Use from GDHS 2003, 2008
and 2014. Res Sq [Preprint]. September 18, 2020. Availabe
from: https://www.researchsquare.com/article/rs-10461/v2.
Eliason S, Baiden F, Yankey BA, Awusabo-Asare K.
Determinants of unintended pregnancies in rural Ghana.
BMC Pregnancy Childbirth. 2014;14:261. doi: 10.1186/1471-
2393-14-261.

Laar AS, Harris ML, Shifti DM, Loxton D. Perspectives of
health care professionals’ on delivering mHealth sexual and
reproductive health services in rural settings in low-and-
middle-income countries: a qualitative systematic review.
BMC Health Serv Res. 2022;22(1):1141. doi: 10.1186/
s12913-022-08512-2.

Feroz AS, Ali NA, Khoja A, Asad A, Saleem S. Using mobile
phones to improve young people sexual and reproductive
health in low and middle-income countries: a systematic
review to identify barriers, facilitators, and range of mHealth
solutions. Reprod Health. 2021;18(1):9. doi: 10.1186/s12978-
020-01059-7.

DeJonckheere M, Vaughn LM. Semistructured interviewing in
primary care research: a balance of relationship and rigour.
Fam Med Community Health. 2019;7(2):e000057. doi:
10.1136/fmch-2018-000057.

DeJonckheere M, Vaughn LM, James TG, Schondelmeyer
AC. Qualitative Thematic Analysis in a Mixed Methods
Study: Guidelines and Considerations for Integration.
Journal of Mixed Methods Research 2024;18(3):258-69. doi:
10.1177/15586898241257546.

Crinson |, Leontowitsch M, Morgan G. Semi-Structured,
Narrative, and in-Depth Interviewing, Focus Groups,
Action Research, Participant Observation. 2016. Available
from: https://www.healthknowledge.org.uk/public-health-
textbook/research-methods/1d-qualitative-methods/section2-
theoretical-methodological-issues-research. Accessed May
26, 2024.

Kruk ME, Kujawski S, Moyer CA, Adanu RM, Afsana K, Cohen
J, et al. Next generation maternal health: external shocks and
health-system innovations. Lancet. 2016;388(10057):2296-
306. doi: 10.1016/s0140-6736(16)31395-2.

Sadler GR, Lee HC, Lim RS, Fullerton J. Recruitment of hard-
to-reach population subgroups via adaptations of the snowball
sampling strategy. Nurs Health Sci. 2010;12(3):369-74. doi:
10.1111/j.1442-2018.2010.00541 .x.

Parker C, Scott S, Geddes A. Snowball Sampling. SAGE
Research Methods Foundations. 2019. Available from: https:/
eprints.glos.ac.uk/id/eprint/6781. Accessed July 7, 2022.

38.

39.

40.

41.

42.

43.

44,

45.

46.

47.

48.

49.

50.

51.

52.

53.

54.

Mason M. Sample size and saturation in PhD studies using
qualitative interviews. Forum Qual Soc Res. 2010;11(3):8.
doi: 10.17169/fqgs-11.3.1428.

Fusch PI, Ness LR. Are we there yet? Data saturation in
qualitative research. Qual Rep. 2015;20(9):1408-16. doi:
10.46743/2160-3715/2015.2281.

Boddy CR. Sample size for qualitative research. Qual Mark
Res. 2016;19(4):426-32. doi: 10.1108/qmr-06-2016-0053.
Guest G, Bunce A, Johnson L. How many interviews
are enough? An experiment with data saturation and

variability.  Field  Methods.  2006;18(1):59-82.  doi:
10.1177/1525822x05279903.
Braun V, Clarke V. Using thematic analysis in

psychology. Qual Res Psychol. 2006;3(2):77-101. doi:
10.1191/1478088706qp0630a.

Braun V, Clarke V. What can “thematic analysis” offer health
and wellbeing researchers? Int ] Qual Stud Health Well-being.
2014;9(1):26152. doi: 10.3402/ghw.v9.26152.

Hill Z, Tawiah-Agyemang C, Kirkwood B, Kendall C. Are
verbatim transcripts necessary in applied qualitative research:
experiences from two community-based intervention trials in
Ghana. Emerg Themes Epidemiol. 2022;19(1):5. doi: 10.1186/
$12982-022-00115-w.

Coates WC, Jordan J, Clarke SO. A practical guide for
conducting qualitative research in medical education:
part 2-coding and thematic analysis. AEM Educ Train.
2021;5(4):e10645. doi: 10.1002/aet2.10645.

Azungah T. Qualitative research: deductive and inductive
approaches to data analysis. Qual Res J. 2018;18(4):383-400.
doi: 10.1108/qrj-d-18-00035.

Baigry MI, Ray R, Lindsay D, Kelly-Hanku A, Redman-
MacLaren M. Barriers and enablers to young people accessing
sexual and reproductive health services in Pacific Island
countries and territories: a scoping review. PLoS One.
2023;18(1):e0280667. doi: 10.1371/journal.pone.0280667.
Memon ZA, Mian A, Reale S, Spencer R, Bhutta Z, Soltani H.
Community and health care provider perspectives on barriers
to and enablers of family planning use in Rural Sindh, Pakistan:
qualitative exploratory study. JMIR Form Res. 2023;7:e43494.
doi: 10.2196/43494.

Eva G, Quinn A, Ngo TD. Vouchers for family planning and
sexual and reproductive health services: a review of voucher
programs involving Marie Stopes International among 11
Asian and African countries. Int J Gynaecol Obstet. 2015;130
Suppl 3:E15-20. doi: 10.1016/}.ijg0.2015.06.023.

lipito HN. A Mobile-Based Service to Promote Reproductive
Health for Youth-at-Risk: The Case of Grabouw, Western
Cape, South Africa [dissertation]. Cape Peninsula University
of Technology; 2015. Available from: https://core.ac.uk/
download/pdf/148365295.pdf. Accessed March 23, 2021.
Kyilleh JM, Tabong PT, Konlaan BB. Adolescents’ reproductive
health knowledge, choices and factors affecting reproductive
health choices: a qualitative study in the West Gonja district
in Northern region, Ghana. BMC Int Health Hum Rights.
2018;18(1):6. doi: 10.1186/s12914-018-0147-5.

Agu Cl, Mbachu CO, Agu IC, Okeke C, Ezenwaka U,
Ndubuisi M, et al. Assessing Current and Preferred Sources
of Information on Adolescents’ Sexual and Reproductive
Health in Southeast Nigeria: Improving Adolescent Health
Programming. Res Sq [Preprint]. July 27, 2020. doi: 10.21203/
rs.3.rs-42179/v1.

McHaro RD, Mayaud P, Msuya SE. Where and how do young
people like to get their sexual and reproductive health (SRH)
information? Experiences from students in higher learning
institutions in Mbeya, Tanzania: a cross-sectional study. BMC
Public Health. 2021;21(1):1683. doi: 10.1186/s12889-021-
11728-2.

Byron P. Friendship, sexual intimacy and young people’s

266

| Health Promot Perspect, 2024, Volume 14, Issue 3


https://doi.org/10.1016/j.srhc.2017.02.002
https://doi.org/10.3389/fpubh.2022.1026393
https://www2.statsghana.gov.gh/docfiles/PR95.pdf
https://www2.statsghana.gov.gh/docfiles/PR95.pdf
http://dhsprogram.com/pubs/pdf/CR34/CR34.pdf
http://dhsprogram.com/pubs/pdf/CR34/CR34.pdf
https://www.researchsquare.com/article/rs-10461/v2
https://doi.org/10.1186/1471-2393-14-261
https://doi.org/10.1186/1471-2393-14-261
https://doi.org/10.1186/s12913-022-08512-2
https://doi.org/10.1186/s12913-022-08512-2
https://doi.org/10.1186/s12978-020-01059-7
https://doi.org/10.1186/s12978-020-01059-7
https://doi.org/10.1136/fmch-2018-000057
https://doi.org/10.1177/15586898241257546
https://www.healthknowledge.org.uk/public-health-textbook/research-methods/1d-qualitative-methods/section2-theoretical-methodological-issues-research
https://www.healthknowledge.org.uk/public-health-textbook/research-methods/1d-qualitative-methods/section2-theoretical-methodological-issues-research
https://www.healthknowledge.org.uk/public-health-textbook/research-methods/1d-qualitative-methods/section2-theoretical-methodological-issues-research
https://doi.org/10.1016/s0140-6736(16)31395-2
https://doi.org/10.1111/j.1442-2018.2010.00541.x
https://eprints.glos.ac.uk/id/eprint/6781
https://eprints.glos.ac.uk/id/eprint/6781
https://doi.org/10.17169/fqs-11.3.1428
https://doi.org/10.46743/2160-3715/2015.2281
https://doi.org/10.1108/qmr-06-2016-0053
https://doi.org/10.1177/1525822x05279903
https://doi.org/10.1191/1478088706qp063oa
https://doi.org/10.3402/qhw.v9.26152
https://doi.org/10.1186/s12982-022-00115-w
https://doi.org/10.1186/s12982-022-00115-w
https://doi.org/10.1002/aet2.10645
https://doi.org/10.1108/qrj-d-18-00035
https://doi.org/10.1371/journal.pone.0280667
https://doi.org/10.2196/43494
https://doi.org/10.1016/j.ijgo.2015.06.023
https://core.ac.uk/download/pdf/148365295.pdf
https://core.ac.uk/download/pdf/148365295.pdf
https://doi.org/10.1186/s12914-018-0147-5
https://doi.org/10.21203/rs.3.rs-42179/v1
https://doi.org/10.21203/rs.3.rs-42179/v1
https://doi.org/10.1186/s12889-021-11728-2
https://doi.org/10.1186/s12889-021-11728-2

Laar et al

55.

56.

57.

58.

59.

60.

61.

62.

63.

negotiations of sexual health. Cult Health Sex. 2017;19(4):486-
500. doi: 10.1080/13691058.2016.1239133.

Waling A, Fraser S, Fisher C. Young People and Sources
of Sexual Health Information (ARCSHS Monograph Series
No. 121). Bundoora, VIC: Australian Research Centre in
Sex, Health and Society, La Trobe University, 2020. doi:
10.26181/5efa95ddOe5ec.

Ninsiima LR, Chiumia IK, Ndejjo R. Factors influencing access
to and utilisation of youth-friendly sexual and reproductive
health services in sub-Saharan Africa: a systematic review.
Reprod Health. 2021;18(1):135. doi: 10.1186/s12978-021-
01183-y.

Sidamo NB, Kerbo AA, Gidebo KD, Wado YD. Socio-
ecological analysis of barriers to access and utilization of
adolescent sexual and reproductive health services in sub-
Saharan Africa: a qualitative systematic review. Open Access
J Contracept. 2023;14:103-18. doi: 10.2147/0ajc.s411924.
Corley AG, Sprockett A, Montagu D, Chakraborty NM.
Exploring and monitoring privacy, confidentiality, and provider
bias in sexual and reproductive health service provision to
young people: a narrative review. Int J Environ Res Public
Health. 2022;19(11):6576. doi: 10.3390/ijerph19116576.
Godia PM, Olenja JM, Lavussa JA, Quinney D, Hofman JJ, van
den Broek N. Sexual reproductive health service provision to
young people in Kenya; health service providers’ experiences.
BMC Health Serv Res. 2013;13:476. doi: 10.1186/1472-
6963-13-476.

Kennedy EC, Bulu S, Harris J, Humphreys D, Malverus ],
Gray NJ. “Be kind to young people so they feel at home”:
a qualitative study of adolescents’ and service providers’
perceptions of youth-friendly sexual and reproductive health
services in Vanuatu. BMC Health Serv Res. 2013;13:455. doi:
10.1186/1472-6963-13-455.

Jonas K, Crutzen R, van den Borne B, Reddy P. Healthcare
workers’ behaviors and personal determinants associated
with providing adequate sexual and reproductive healthcare
services in sub-Saharan Africa: a systematic review. BMC
Pregnancy Childbirth. 2017;17(1):86. doi: 10.1186/s12884-
017-1268-x.

Jonas NK. Healthcare Workers’ Behaviours and Personal
Determinants Affecting Sexual and Reproductive Healthcare
Service Provision to Adolescents in South Africa [dissertation].
Maastricht University; 2017. doi: 10.26481/dis.20170928nk;j.
Osafo J, Asampong E, Langmagne S, Ahiedeke C. Perceptions
of parents on how religion influences adolescents’ sexual
behaviours in two Ghanaian communities: implications for

64.

65.

66.

67.

68.

69.

70.

71.

72.

73.

HIV and AIDS prevention. ) Relig Health. 2014;53(4):959-71.
doi: 10.1007/510943-013-9689-y.

Challa S, Manu A, Morhe E, Dalton VK, Loll D, Dozier J, et
al. Multiple levels of social influence on adolescent sexual
and reproductive health decision-making and behaviors
in Ghana. Women Health. 2018;58(4):434-50. doi:
10.1080/03630242.2017.1306607.

Chandra-Mouli V, McCarraher DR, Phillips SJ, Williamson
NE, Hainsworth G. Contraception for adolescents in low and
middle income countries: needs, barriers, and access. Reprod
Health. 2014;11(1):1. doi: 10.1186/1742-4755-11-1.
Muanda MF, Ndongo GP, Messina LJ, Bertrand JT. Barriers to
modern contraceptiveuseinruralareasin DRC. CultHealth Sex.
2017;19(9):1011-23. doi: 10.1080/13691058.2017.1286690.
Denno DM, Hoopes AJ, Chandra-Mouli V. Effective strategies
to provide adolescent sexual and reproductive health
services and to increase demand and community support. J
Adolesc Health. 2015;56(1 Suppl):522-41. doi: 10.1016/j.
jadohealth.2014.09.012.

lhesie CA, Chukwuogo O. Integrating mHealth into
adolescent sexual and reproductive health promotion in
Nigeria: prospects and barriers. Int ] Community Med Public
Health. 2017;4(11):3931-4. doi:  10.18203/2394-6040.
ijcmph20174801.

Peprah P, Abalo EM, Agyemang-Duah W, Budu HI, Appiah-
Brempong E, Morgan AK, et al. Lessening barriers to healthcare
in rural Ghana: providers and users’ perspectives on the role
of mHealth technology. A qualitative exploration. BMC Med
Inform Decis Mak. 2020;20(1):27. doi: 10.1186/s12911-020-
1040-4.

Chukwu E, Gilroy S, Addaquay K, Jones NN, Karimu VG,
Garg L, et al. Formative study of mobile phone use for
family planning among young people in Sierra Leone: global
systematic survey. JMIR Form Res. 2021;5(11):e23874. doi:
10.2196/23874.

World Health Organization (WHO). Health in 2015: From
MDGs, Millennium Development Goals to SDGs, Sustainable
Development Goals. WHO; 2015.

World Health Organization (WHO). WHO Guideline:
Recommendations on Digital Interventions for Health System
Strengthening: Web Supplement 2: Summary of Findings and
GRADE Tables. WHO; 2019.

World Health Organization (WHO). Youth-Centered Digital
Health Interventions: A Framework for Planning, Developing
and Implementing Solutions with and for Young People.
Geneva: WHO; 2020.

Health Promot Perspect, 2024, Volume 14, Issue 3 | 267


https://doi.org/10.1080/13691058.2016.1239133
https://doi.org/10.26181/5efa95dd0e5ec
https://doi.org/10.1186/s12978-021-01183-y
https://doi.org/10.1186/s12978-021-01183-y
https://doi.org/10.2147/oajc.s411924
https://doi.org/10.3390/ijerph19116576
https://doi.org/10.1186/1472-6963-13-476
https://doi.org/10.1186/1472-6963-13-476
https://doi.org/10.1186/1472-6963-13-455
https://doi.org/10.1186/s12884-017-1268-x
https://doi.org/10.1186/s12884-017-1268-x
https://doi.org/10.26481/dis.20170928nkj
https://doi.org/10.1007/s10943-013-9689-y
https://doi.org/10.1080/03630242.2017.1306607
https://doi.org/10.1186/1742-4755-11-1
https://doi.org/10.1080/13691058.2017.1286690
https://doi.org/10.1016/j.jadohealth.2014.09.012
https://doi.org/10.1016/j.jadohealth.2014.09.012
https://doi.org/10.18203/2394-6040.ijcmph20174801
https://doi.org/10.18203/2394-6040.ijcmph20174801
https://doi.org/10.1186/s12911-020-1040-4
https://doi.org/10.1186/s12911-020-1040-4
https://doi.org/10.2196/23874

