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ABSTRACT 

The study sought to assess the attitudes of healthcare providers in Kiryandongo District 

Hospital (KDH) towards providing contraceptives for teenagers in Kiryandongo, as one of 

the areas to combat teenage pregnancies. A descriptive cross-sectional study was 

conducted among 73 healthcare providers in KDH, using self-administered, pretested 

questionnaires. More than half (57.6%) of the respondents perceived the provision of 

contraceptives for adolescents as promoting sexual promiscuity, while 32.8% reported 

otherwise and the rest were undecided. The attitude of 42.5% of them was informed by the 

Ugandan culture which doesn’t support premarital sex, and 49.3% reported otherwise and 

rest was undecided. About half (50.7%), reported that unmarried should be asked to abstain 

from sex rather than being provided with contraceptives, 38.3% reported otherwise and the 

rest were undecided. 45.2% reported that providers should not provide services for both 

married and unmarried adolescents,41.1% reported otherwise and the rest were undecided. 

17.8% reported that adolescents shouldn’t be given contraceptive counseling before they 

become sexually active, 71.2% reported otherwise while the rest were undecided. 52.1% 

reported that adolescents reported that adolescents need parental consent before 

contraceptive services are offered, 32.8 reported otherwise while the rest were undecided. 

Many healthcare providers have unfavorable attitudes towards the provision of 

contraceptives for unmarried adolescents. There is a need for further training of healthcare 

providers to address this situation. 

Keywords: Adolescent, teenagers, Contraceptives, premarital sex.

 

INTRODUCTION 

Adolescents are the country most 

valuable future asset because of their 

energy, idealism and fresh views [1, 2, 3, 

4, 5, 6]. However, due to their size and 

characteristics, adolescents occupy an 

exciting but potentially dangerous 

position (Centre for Health Services 

Training Research and Development) [1, 

7, 8, 9, 10]. About half of world’s 

population are under 25yrs.some 

1.8billion are aged 10-25, history’s largest 

generation of adolescents, and about 85% 

are in the developing world [2, 11, 12, 13, 

14]. 

There has been a marked though uneven 

decrease in birthrates among adolescent 

girls since 1990 but some 11% of all birth 

worldwide are still girls between 15-

19years with about 95% of them in low- 

and middle-income countries [3, 15, 16, 

17]. The statistics in [3] indicated that the 

average global birthrate among 15-19year 

olds is 49/1000 girls with country rates 

ranging from 1-299birth/1000girls, with 

highest rates in sub-Saharan Africa [3, 18, 

19, 20] Adolescent pregnancy remains a 

major contributor to maternal and child 

mortality and to the cycle of ill health and 

poverty as these girls usually drop out of 

school before attaining any qualifications 

and are still dependent on their parents. 

Majority of these pregnancies are 

unwanted though some are and more than 

30% of girls in low- and middle-income 

countries get married before 18 years and 

14% of them are below 15years [3, 21, 22, 

23]. Some girls don’t know how to avoid 

pregnancy in some countries due to lack 

of sex education or they feel inhibited 

and/or ashamed to seek contraceptive 
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services [24, 25, 26]. In majority of sub-

Saharan countries due to cultural beliefs 

and less education, mothers and 

community leaders are unwilling to let 

adolescents start contraception, usually 

due to their discomfort about the subject 

or false belief that providing information 

will encourage sexual activity [4]. Also 

research has shown a lot of controversy 

among health workers in sub-Saharan 

Africa (Uganda inclusive) on whether to 

give contraceptive services and 

reproductive health education, to the 

teenagers and if so then which methods 

and means to adapt to [4, 5, 6, 7, 27, 28, 

29, 30]. 

Several studies have revealed that not 

many adolescents use modern 

contraceptive methods. Sexually active 

young people are less likely to use 

contraception than adults, even within 

marriage [5, 31, 32]. Factors influencing 

utilization of planning methods among 

adolescents include lack of information 

and awareness about sources and care [6]; 

high cost, inconvenient hours and 

locations, legal and socio-cultural 

restrictions, lack of decision-making [7], 

and of particular importance is the 

attitude of services providers [8][5]. Many 

young adults find it easier to buy 

contraceptive supplies such as pills and 

condoms from pharmacies than go to a 

clinic or a professional counselor. They 

are often shy and fear ridicule and 

disapproval from providers [5, 9, 10, 11, 

12].     

Nevertheless, prevention of unwanted 

adolescent pregnancy and transmission of 

STIs is a health priority. Meeting the 

reproductive needs of adolescents 

requires not only providing services, but 

also changing altitudes. It is very 

important for service providers to 

understand what constitutes adolescent 

and youth friendly services in order to 

encourage young people to use the health 

facilities and also to ensure that their 

needs are adequately met [33, 34]. 

Problem statement 

There is an unmet need for contraception 

among many adolescents. Unmet needs 

are evident in the high rates of unwanted 

pregnancy, unsafe abortion and sexually 

transmitted disease. They United Nations 

Population Fund reports that 10 to 14% of 

young unmarried women around the 

world have unwanted pregnancies [10] 

and at least 4.4 million abortions occur 

among adolescent women in developing 

countries each year [11][13][14][15] 

With global adolescent birth rate at 

49/1000 girls [3] and at 25%of all 

pregnancies in Uganda [12], adolescent 

pregnancy remains the second most 

common cause of death among 15-19yr 

old girls globally. Over 3million unsafe 

abortions among teenagers occur each 

year contributing to maternal death and 

lasting health problems [3, 33, 34, 35, 36]. 

Most of these pregnancies can be avoided 

through several interventions like 

community education about dangers of 

early marriages and pregnancies, advice 

and recommend girl child education as 

the higher the education level, the lesser 

the incidence of teenage pregnancy, 

education on contraceptive usage and 

abstinence as well as addressing the risks 

of unprotected sex to STDs and 

pregnancy. In Uganda, despite the 

successful WHO interventions, in other 

parts of world, the rate of teenage 

pregnancies are still high and 

Kiryandongo is among the top leading 

districts with high incidence rates with 

the associated maternal child 

complications [16, 17, 18, 34, 35, 36]. 

Aim of the study 

To assess approach of healthcare 

providers in KDH towards adolescent 

contraception as a way to combat teenage 

pregnancy. 

Specific objectives: 

 To find out the willingness of 

health care providers towards 

offering contraceptive services 

to unmarried teenagers at 

Kiryandongo district hospital. 

 To identify the contraceptive 

methods, they could prefer to 

give to unmarried teenagers 

attending Kiryandongo district 

hospital. 

 To find out the willingness of 

health care provider towards 

giving contraception 

knowledge and services to 
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entire community or rather to 

only those who seek for it.  

Research questions: 

 Do H/C providers at KDH 

agree with provision of 

adolescent contraceptive 

services? 

 Which contraceptive 

measures would they 

advise and educate to the 

adolescents? 

 Would they encourage 

mass sex education and 

contraception or only 

provide knowledge to 

those who seek for it? 

Significance of the study 

This study generated documented 

information on the attitude of service 

providers at KDH towards adolescent use 

of contraceptives in Kiryandongo district 

and is help in proper understanding of 

the need to combat teenage pregnancy 

through provision of reproductive 

services to unmarried adolescents.  

METHODOLOGY 

Study design 

The study design was a descriptive cross-

sectional study among health care 

providers in KDH. 

Study site 

The study was carried out in Kiryandongo 

General Hospital in Kiryandongo, 

Kiryandongo district in north western 

Uganda, covering 3949 square kilometers 

with a population of 266,197 with male 

being 133,701 and female 132,496 

according to the national population and 

housing census 2014. The district is 

bordered by districts; Apac on its East, 

Masindi on its South, Buliisa on its West 

and Nwoya on its North, Oyam in North 

east. Kiryandongo General Hospital has a 

projected population of 400,000 with a 

service area covering the area of 

Kiryandongo, Masindi, Nakasongola, 

Oyam, Apac, Nwoya, and Amuru. The 

hospital   has an actual bed capacity of 

156 beds. 

Study population 

The study population included all 

healthcare providers in KDH and the 

target population was all health care 

providers to adolescents in KDH. 

Sample size 

Was calculated using the [13] formula for 

crossectional studies which was 

representative of the whole population, 

that is; 

n =
Z2P(1 − P)

ME2
 

Where; ME is Marginal error ≈ 0.05 level, 

Z is standard deviation, 1.96 which 

corresponds to 95%, 

P is Proportion of target population 

(estimate at 95% (0.95) of the population), 

n is the maximum sample size 

n =
Z2P(1 − P)

ME2
 

n =
1.962 × 0.95(1 − 0.95)

0.052
 

n=72.99. ≈ n=73 health care workers. 

Selection of respondents 

All KDH healthcare providers’ selection of 

respondents was dependent on the 

number of staff present at the time of 

conducting research. 

Sampling technique 

The purposive sampling technique was 

used in which only KDH qualified and 

employed staff were selected. 

Selection criteria 

Inclusion criteria 

 All KDH staff including and 

restricted to; 

 All medical officers. 

 Clinical officers. 

 Enrolled nurses and midwives. 

 Pharmacists 

Exclusion criteria 

 KDH staff on leave and apparently 

not on ground. 

 All KDH staff not directly involved 

in delivering reproductive health 

care services like administrator, 

human resource, secretaries in 

different offices, laboratory staff, 

imaging department, among 

others. 

Data collection tools and methods 

A written questionnaire with open ended 

questions was used. The questionnaires 
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were distributed to the individual 

participants. 

Quality control 

Pretesting of the research tools was done 

in the same hospital on a different day 

before the exact day of data collection 

and adjustments were made accordingly 

before the research begun. During the 

study, the researcher explained in details 

to the research participants and guided 

them on what to do but never influenced 

their answering. 

Data analysis 

Data were analyzed and summarized 

using descriptive statistics like frequency 

tables, percentages. Also, inferential 

statistics like ANOVA (analysis of 

variables) was used to test relationships. 

Measures 

Information was collected on the type of 

provider, age, sex, religion and marital 

status. They were also asked on what 

form of contraceptive they would wish to 

educate and offer to the sexually active 

who seek contraceptive services. The 

attitude of healthcare providers towards 

providing contraceptive services for 

adolescents was assessed using a 5point 

linker scale (strongly agree, agree, 

undecided, disagree and strongly 

disagree). There were six statements all 

together; three were negatively worded 

while other three were positively worded. 

The negatively worded were; 1) providing 

contraceptives among adolescent 

promotes sexual promiscuity, 2) 

unmarried adolescents should not be 

provided with contraceptives because the 

Ugandan culture doesn’t support 

premarital sex, and 3) it’s better to tell 

sexually active unmarried adolescents to 

abstain from sex when they ask for 

contraceptives rather than giving the 

service to them. The positively worded 

questions were? 4) healthcare providers 

should provide contraceptive services for 

both married and unmarried clients in the 

health care facilities, 5) adolescents 

should be given contraceptive counseling 

before they become sexually active and 6) 

unmarried adolescents do not require 

parental consent before contraceptives 

are given. 

Data management 

Raw data was obtained from the 

questionnaires and the data collected was 

analyzed using Ms. word and Ms. Excel 

and presented in form of charts/graphs, 

percentages and tables. For each of the 

negatively worded statement (1, 2 &3), 

4marks was awarded for choosing the 

option strongly disagree, 3 for disagree, 2 

for agree and 1 for strongly agree. For 

each of the positively worded statements 

(4, 5 &6), 4marks were awarded for 

choosing the option strongly agree, 3 for 

agree, 2 for disagree and 1 for strongly 

disagree. No mark was awarded for 

choosing the option undecided for any of 

the statements. The maximum score for 

the 6 statements was 24. Respondents 

that scored 50% and above of the 

maximum score (>_12 marks), were 

classified as having a positive attitude 

while those that scored less than 50% 

were classified as having negative 

attitude(<12marks).  The mean attitudinal 

scores were computed and compared 

using the ANOVA (analysis of variables) 

test to assess significance of certain 

variables in influencing attitude towards 

provision of contraceptive services to 

unmarried adolescent.  

Ethical considerations 

A copy was sent to Research Ethics 

Committee KIUTH for ethical approval, an 

introductory letter was requested from 

the School of clinical medicine and 

dentistry KIUTH. Permission was 

requested from the medical 

superintendent Kiryandongo District 

Hospital to conduct the study in the 

hospital, and an informed consent was 

obtained from respondents before issuing 

out questionnaires and serial numbers 

were used instead of names for equal and 

utmost confidentiality of the information 

that was given. 

RESULTS 

Characteristics of respondents 

A total of 73 providers were included in 

the study. Majority of them were nurse-

midwives (76.7%) followed by clinical 

officers (13.7%). Others were the medical 

officers (5.5%), and pharmacist (4.1%).    

The ages of the respondents ranged 

between 18-60 years. The mean age was 
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38+_ 9.5 years, and majority (57.6%) was 

above 35 years.  Most were females 

(75.3%) and Christians (84.9%) and most 

were married (84.9%). 

                              Table 1:  Characteristics of respondents (n=73) 

Variable n (%) 

Age group(years)  

<25 6 (8.2) 

25-35 25(34.2) 

>35 42(57.6) 

Sex  

Male 18(24.7) 

Female  55(75.3) 

Marital status  

Married 62(84.9) 

  Single 11(15.1) 

Religion  

Christian  62(84.9) 

  Islam 11(15.1) 

African tradition 0(0) 

Type of provider  

Registered nurse/ midwife 56(76.7) 

Clinical officer 10(13.7) 

Medical officer 04(5.5) 

  Pharmacist 03(4.1) 

 n- Number of respondents 

Response to statements on attitudes 

towards providing contraceptives for 

unmarried adolescents 

More than half (57.6%) of the providers 

responded that giving contraceptives to 

unmarried adolescent promotes sexual 

promiscuity. Over a third of respondents 

(32.5%) reported that unmarried 

adolescents should not be provided with 

contraceptive services, because the 

Ugandan culture doesn’t promote 

premarital sex. About half of the study 

group (50.7%) believed that giving 

adolescent’s advice to abstain was by far 

a better option to tell them than giving 

them contraceptives.On the other hand, 

more than a third (41.1%) reported that 

healthcare providers should provide 

contraceptive services for both married 

clients in the healthcare facilities. 

Majority (71.2%) were of the opinion that 

adolescents be given contraceptive 

counseling before they become sexually 

active. More than a third (32.8%), reported 

that adolescents don’t require parental 

consent before contraceptives are 

provided. 15.1 % were undecided and 

52.1% disagreed with the statement.
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Table 2 Responses to statements on attitudes towards providing contraceptives for 

unmarried adolescents. 

Statement  Strongly 

agree n(%) 

Agree 

n(%) 

Undecide

d n(%) 

Disagr

ee n(%) 

Strongl

y 

disagre

e. n(%) 

1. Providing contraceptives to 

unmarried adolescents 

promotes sexual 

promiscuity 

21 

(28.8) 

21 

(28.8) 

7 

(9.6) 

18 

(24.6) 

6 

(8.2) 

2. Unmarried adolescents 

should not get 

contraceptives because the 

Ugandan culture is against 

premarital sex. 

14 

(19.2) 

17 

(23.3) 

6 

(8.2) 

23 

(31.5) 

13 

(17.8) 

3. It’s better to tell sexually 

active unmarried 

adolescents to abstain from 

sex when they ask for 

contraceptives rather than 

giving them contraceptives 

when they ask for it. 

21 

(28.8) 

16 

(21.9) 

8 

(11.0) 

16 

(21.9) 

12 

(16.4) 

4. Health care providers should 

offer contraceptive services 

to both married and 

unmarried clients, in health 

facilities. 

6 

(8.2) 

24 

(32.9) 

10 

(13.7) 

10 

(13.7) 

23 

(31.5) 

5. Adolescents should be given 

contraceptive counseling 

before they become sexually 

active. 

27 

(37.0) 

25 

(34.2) 

8 

(11.0) 

7 

(9.6) 

6 

(8.2) 

6. Unmarried adolescents do 

not require parental consent 

before contraceptives are 

given. 

9 

(12.3) 

15 

(20.5) 

11 

(15.1) 

17 

(23.3) 

21 

(28.8) 

 

Attitudes towards provision of 

contraceptives to unmarried 

adolescents by type of healthcare 

provider. 

Table 3 shows the attitude towards 

provision of contraceptives for unmarried 

adolescents by type of provider. Majority 

of the nurse-midwives (69.6%), clinical 

officers (80%), medical officers (75.0%) 

and pharmacists (66.7%), had positive 

attitude towards providing contraceptive 

services for adolescents.
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Table 3: Attitudes towards provision of contraceptive services to adolescents by type 

of healthcare provider. 

Type of provider Positive attitude. n(%) Negative attitude n(%) 

Nurses/midwives 39(69.6) 17(30.4) 

Clinical officers 8(80) 2(20) 

Medical officers 3(75) 1(25) 

Pharmacist 2(66.7) 1(33.3) 

Total 52(71.2) 21(28.8) 

 

Mean attitudinal scores of respondents 

by selected variables 

Table 4 below shows the mean attitudinal 

scores of the respondents by selected 

variables. The mean attitudinal score of 

all respondents was 13.6+- 4.7. Those 

<25yrs had a higher mean attitudinal 

score of 17+- 0.0 compared to other age 

groups. The Islamists had the highest 

mean attitudinal score of 14.9+- 4.9. 

Single respondents had a higher mean 

attitudinal score of 14.0+- 4.6 as 

compared to their counterparts. All these 

findings were statistically significant 

(p<0.05). The ANOVA formula was used.

Table 4: mean attitudinal scores of healthcare providers by selected variables. 

Variables Mean score Standard 

deviation 

Test statistic p-value 

Age(years)     

<25 17.0 0.0   

  25-35 13.4 4.7 ANOVA 0.49 

>35 14.1 4.0   

Religion     

  Christian 13.4 4.6 ANOVA 0.02* 

  Islam  14.4 4.9   

  African 

tradition 

_ _   

Marital status     

  Married 13.5 4.8 ANOVA 0.36 

  Single 14.0 4.6   

*Statistically significant at p< 0.05 

Choices of contraceptives by the 

healthcare providers 

Table 5 below shows the most preferred 

form of contraceptive healthcare 

providers at KDH if tasked to offer 

adolescent contraceptive services. 

Majority of the health providers (68.5%) 

opted for injectable contraceptives, 

followed by oral contraceptives (20.5%), 

barrier methods (8.3%) and only 2.7% 
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opted to offer advice on natural methods 

of contraception including among others 

withdrawal and use of temperature charts.

 

Table 5: Choice of form of contraceptives by the healthcare workers. 

Form of contraceptive n (%) 

Injectable  50(68.5) 

Oral contraceptives 15(20.5) 

Barrier methods 06(8.3) 

Natural methods 02(2.7) 

 

 

Figure 2: pie chart representing the form of contraception of choice by the health 

workers. 

DISCUSSION 

Social demographics of the respondents 

A total of 73 providers were included in 

the study. Majority of them were nurse-

midwives (76.7%) followed by clinical 

officers (13.7%). Others were the medical 

officers (5.5%), and pharmacist (4.1%). The 

ages of the respondents ranged between 

18-60 years. The mean age was 38+_ 9.5 

years, and majority (57.6%) was above 35 

years.  Most were females (75.3%) and 

Christians (84.9%) and most were married 

(84.9%). 

Attitudes towards providing adolescent 

contraceptive services 

Health providers in this study had 

ambivalent attitudes towards providing 

contraceptives for adolescents. Over half 

(57.6%) were of the opinion that providing 

contraceptives for unmarried adolescents 

promotes sexual promiscuity. Similar 

fears have been expressed by providers in 

other settings even though there is no 

scientific evidence to support the premise 

that providing contraceptives for 

unmarried adolescents promotes 

promiscuity. Contrary to this belief, 

unmarried young people who use 

contraceptive safer sex, decrease their 

chances of having unwanted/unplanned 

pregnancies as well as sexually 

transmitted diseases. It could be that the 

health providers held this attitude 

68.5%

20.5%

8.3%

2.7%

injectables

orals

barrier

natural
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because of the moral issue which 

stigmatizes premarital sex [4][19][20][21]. 

Over a third (42.5%) of the respondents in 

this study reported that unmarried 

adolescents should not be provided with 

contraceptives because the Ugandan 

culture doesn’t support premarital sex. 

This perception is not in line with the 

realities of adolescent sexual activities as 

reflected in the high rates of sexually 

transmitted diseases and unplanned 

pregnancies reported among the group. It 

could be that the providers believe that 

they owe the society the duty of 

protecting one of its values that is 

chastity. The fact remains that 

irrespective of this culture, many 

adolescents are having sex. Providing 

sexually active adolescents with 

contraceptives will assist in safe-guarding 

their lives and future [22][23][24][4]. 

It was observed in this very study that 

some healthcare providers preferred to 

discourage sexually active adolescents 

from using contraceptives. Over half 

(50.7%) felt its better telling sexually 

active adolescents to abstain from sex 

other than giving contraceptives when its 

requested. Similar findings have been 

reported in other developing countries.  

For instance a study done in South Africa 

also revealed that health providers also 

told adolescents to abstain from sex when 

they come for contraceptives. This might 

be one of the main reasons adolescents 

don’t visit public health facilities for 

professional contraceptive counseling and 

other reproductive health services. They 

instead prefer to seek advice from 

chemists or from their peers. 

Unfortunately, the information received 

from such sources may be incomplete or 

inaccurate [25][26][4]. 

There is no controversy that sexual 

abstinence is the best method for 

preventing unplanned pregnancies and 

sexually transmitted infections especially 

among adolescents. It should be 

promoted as such. However, for some 

sexually active adolescent’s boys and 

girls, they may see abstinence from sex as 

being impracticable. For this group 

therefore access to contraceptives is very 

important. Health care providers 

particularly those that provide 

contraceptive services should provide 

confidential contraceptive services in a 

non-judgmental way [27][4]. 

Findings from this study suggest that 

healthcare workers may not perceive 

unmarried adolescents as part of their 

target audience. Only about a third 

(41.1%) of the respondents felt that 

contraceptive services should be provided 

for both married clients and unmarried 

adolescents. The possible explanation for 

this might be that healthcare providers 

believe that providing equal access for 

both married clients and unmarried 

adolescents will seem like encouraging 

sexual activity among unmarried 

adolescents [4][23][19] 

Nevertheless, it appears that the 

healthcare providers in this study are 

somewhat concerned about the 

reproductive health of adolescents. 

Majority (71.2%) were of the opinion that 

adolescents should be given 

contraceptive counseling before they 

become sexually active. They however 

appeared to be unsure as to whether 

unmarried adolescents require parental 

consent before contraceptive provision. 

About a third (32.8%) reported that 

unmarried adolescents do not need 

require parental consent before 

contraceptives are given, 15.1%were 

undecided while 52.1% disagreed. 

Also, findings from the study suggest that 

healthcare providers in KDH have 

knowledge on the different forms of 

contraceptives. Majority (68.5%) 

suggested that they would give education 

on the use of injectable contraceptives 

among the unmarried adolescents who are 

sexually active.  This was attributed to the 

fact that this method is more user 

friendly as it promotes compliance as 

opposed to the other forms were 

compliance and consistency are heavily 

affected.  20.5% for of the healthcare 

providers opted for use of oral 

contraceptive, 8.3% opted for use of 

barrier methods with the use of male 

condoms being mostly emphasized and 

2.7 opted for use of natural methods like 

withdrawal. 
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Limitations of the study

The study was limited by the use of data 

which relied on provider reports. The 

study did not observe interactions 

between providers and unmarried 

adolescents. Thus, the relationship 

between attitude and behavior could not 

be ascertained. 

CONCLUSION 

Findings from this study indicate that 

healthcare providers felt ambivalent 

about giving contraceptives to 

adolescents.  Many felt the provision of 

contraceptive services to unmarried 

adolescents do promote sexual 

promiscuity and that the service 

shouldn’t be practiced because the 

Ugandan culture is against premarital sex. 

The health providers reported that they 

discouraged sexually active adolescents 

from using contraceptives. Nevertheless, 

most are concerned about the 

reproductive health of adolescents and 

were of the opinion that contraceptive 

counseling should be given to adolescents 

before they commence sexual activities. 

Positive provider attitudes are a key 

element in enhancing contraceptive use 

among young people. It is important that 

attitudes opposing the use of 

contraceptives in sexually active 

adolescents be reviewed in line with 

realities of adolescent sexuality. Sexual 

abstinence should be promoted for those 

willing to practice it. For those who are 

sexually active and want to use 

contraceptives, access to contraceptive 

services shouldn’t be denied because it’s 

better to prevent unwanted pregnancies 

and sexually transmitted infections than 

to be faced with consequences that may 

result.
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