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EXECUTIVE SUMMARY 

Background 

The purpose of this baseline study was to determine the level of access to Family Planning by 
women & men of reproductive age in Mpigi district and access to Adolescent Sexual and 
Reproductive Health services by adolescents, assess knowledge, utilization and barriers to 
utilization of FP and ASRH services in Lwengo District.  

Methods 

A mixed methods approach was used: quantitative KAP surveys distributed to 659 respondents 
in two districts, FGDs (8 groups) and KIIs (15 interviews). Data collection was done by part-time 
enumerators and the HAC MEAL team in February 2026. 

Main findings 

There is high awareness of ASRH and FP, FP benefits but moderate knowledge of the actual 
ASRH services and FP methods, with misconceptions in ASRH. Awareness of ASRH and FP 
service points is high but there is low utilization despite availability of services. 

Major barriers include stigma, distance, cost, and provider attitudes. There is also limited 
youth-friendly services and inadequate health worker training in providing adolescent-friendly 
services. 

There is weak coordination at district and community levels. Referral mechanisms from both the 
communities and schools are weak. 

Conclusions  

While ASRH services exist, adolescents face significant barriers to access and utilization, 
requiring integrated interventions. There is a high dependence on private clinics for FP services 
which are costly requiring interventions addressing distance and logistical issues. 

Recommendations 

Strengthen youth-friendly services and improve health worker capacity. 
Increase adolescent engagement in ASRH 
Expand community sensitization and outreaches 
Strengthen multi-sector coordination 

INTRODUCTION 

Background 

The Treat and Teach 2025-2026 (T&T 25-25) is a one-year project funded by Bergstrome 
Foundation (BF). The project is facilitating facilities in Masaka, Kalangala, Lwengo and Mpigi 
and piloting ASRH interventions in Lwengo. The goal of the T&T 25-26 project is to improve 
access to modern FP services and ASRH services.  
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To achieve its goal, T&T 25-26 will implement interventions and activities in collaboration with 
the Ministry of Health (MoH) and District Local Governments (DLG) through: 
Facilitation of selected medical officers to offer FP permanent method surgeries, 
Facilitation of selected health facilities to conduct FP outreaches, 
Training and mentorship of health workers on FP, 
Training of health workers, teachers, Village Health Teams and Youth champions about ASRH 
Facilitation of schools outreaches and community based adolescent engagement activities 
about ASRH. 

Baseline  Purpose  

The purpose of the baseline is to establish the current state of access to FP by women & men of 
reproductive age in Mpigi district and access to ASRH services by adolescents in Lwengo 
district. It also states the status of the project indicators in the target areas.  

Specific objectives 

To assess the status of project indicators before project interventions. 
To identify the existing accountability and feedback mechanisms in the project target 
communities.   
To assess the capacity of partners to effectively coordinate the ARSH referral 
mechanism. 

 

METHODOLOGY 

Data collection methodology 

Data on FP access was collected through structured interviews with women and men in the 
reproductive age group. Structured questionnaires were used to collect data on knowledge, 
access and barriers to accessing Family Planning services. 

Data on ASRH access was collected through individual structured interviews and FGDs of 
adolescents at schools and communities. The structured questionnaires and FDG guide was 
used to collect data on knowledge, access to and barriers to access to FP among men and 
women of reproductive age group and ASRH services among adolescents.   

Key Informant Interviews were used to explore in detail the parents, teachers, health workers, 
community leaders and district leaders' own perceptions and accounts. 

In total, the following were conducted: 
325 interviews with women and men aged 15-49 years 
333 interview with adolescents (10-19 years) 
8 FGDs with 106 adolescents 
15 KIIs with 4 parents/guardians, 2 teachers/school administrators, 3 health workers, 4 
community leaders and 2 district leaders. 
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Study area 

A total 9 FP partner health facilities and their catchment areas in Mpigi were target areas while 
the catchment areas of 9 ASRH partner health facilities and 7 schools in Lwengo were target 
areas for the baseline survey.  

Data analysis 

Quantitative data from the structured interviews was cleaned and analysed using Google 
sheets, Excel, SPSS and JASP. 
Qualitative data from the FGDs and KIIs were summarised based on audio recordings and 
notes to identify and compile main tendencies. 
 

FINDINGS / RESULTS  

Social-Demographic Characteristics of Respondents 

Age of respondents  

Age   Lwengo   Mpigi     Total 
 

Male  Female Male  Female 
 

10-14     26      34     0       0      60  
 

15-19    124     149     1      16      290  
 

20-24       0          0     4       89       93 
 

25-49       0        0     5     210      215 
 

Total     150      183    10     315      658 
 

Religious affiliation 

Lwengo district     Mpigi district 
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Adolescents living arrangement in Lwengo 

Adolescents  Living arrangement 
 

Alone  With Parents  With partner Other  Total 
 

Number      8         307          4     14    333 
 

%       2          92          1       5 

The majority of adolescents (92%) live with their parents, indicating that parental co-residence is 
the dominant living arrangement. A small proportion live alone (2%) or with a partner (1%), while 
5% fall into the "Other" category (school boarding sections/hostels). 

Marital status of respondents in Mpigi 

Marital status     Number     % 
 

Cohabiting          15       5 
 

Divorced / seperated              18       5   
 

Married          249      77 
 

Single            42      13 
 

Widowed           1        0 
 

Educational level of respondents in Mpigi 

Variable     Number     % 
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No formal education         57      17 

 
Primary         185      57 

 
Secondary          74      23 

 
Tertiary                 9       3 

 

Employment status of respondents in Mpigi 

Variable     Number     % 
 

Employed          42      13 
 

Self-employed             194      60 
 

Student           2       0 
 

Unemployed          87      27 
 

 

Baseline Indicator Summary 

Indicator          Percentage 
 

Contraceptive prevalence rate              37% 
 

Unmet need for FP                26% 
 

Knowledge of at least 3 FP methods              53%  
 

Community satisfaction of FP service             55% 
 

Knowledge of at least 3 SRH services             51% 
 

Awareness of SRH services               77% 
 

SRH service utilization in last six months             23% 
 

Adolescent SRH service satisfaction              96% 
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Knowledge of Family planning and Adolescent Sexual and Reproductive Health 

Knowledge of ASRH services 

Indicator          Percentage 
 

Awareness of SRH services         77% 
 

Knowledge of at least three SRH services       51% 
 

Respondents who would like more information about ASRH    94% 
 

Overall, 77% of adolescents are aware of SRH services, indicating fairly wide reach. However, 
only 51% can name at least three specific SRH services, revealing a knowledge gap despite 
moderate awareness. Most strikingly, 94% of respondents expressed a desire for more 
information about ASRH.   

Indicator          10 - 14          15-19 
 

Awareness of SRH services            52%  83% 
 

Knowledge of at least three SRH services          28%  56% 
 

Respondents who would like more information about ASRH       90%  94% 
 

Among adolescents aged 15-19, awareness of SRH services is substantially higher (83%) than 
among those aged 10-14 (52%). Similarly, knowledge of at least three specific SRH services is 
twice as high in the older group (56%) compared to the younger group (28%). This suggests 
that exposure to SRH information increases significantly with age, likely through schooling, peer 
networks, or personal experience. 

Strikingly, both age groups express an extremely high desire for more information about ASRH. 
This near-universal demand across both age brackets indicates that current information 
provision is inadequate for all adolescents, regardless of age. 

Indicator           Male          Female 
 

Awareness of SRH services           75%  79% 
 

Knowledge of at least three SRH services         47%  54% 
 

Respondents who would like more information about ASRH      95%  93% 
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Female adolescents show slightly higher awareness of SRH services (79%) compared to males 
(75%). Similarly, knowledge of at least three specific SRH services is higher among females 
(54%) than males (47%). This suggests that females may have slightly better exposure to or 
retention of SRH information. 

However, both genders express an overwhelmingly high desire for more information about 
ASRH. The near-universal demand (over 90% in both groups) indicates that current SRH 
education and service information are insufficient for all adolescents, regardless of gender. 

Religion  Awareness of  Knowledge of at        Desire for information 
SRH services  least 3 SRH service   

 
Anglican   78%   42%    93% 

 
Catholic   74%   48%    90% 

 
Moslem   79%   53%    96% 

 
Pentecostal   79%   62%    96% 

 

Awareness of SRH services is high across all religious groups, ranging from 74% (Catholic) to 
79% (Moslem and Pentecostal), with Anglicans at 78%. 

Knowledge of at least three SRH services varies more widely. Pentecostals have the highest 
knowledge (62%), followed by Muslims (53%), then Catholics (48%), and Anglicans (42%). This 
suggests that awareness does not always translate into deeper knowledge. 

Desire for more information about ASRH is extremely high across all groups. The near‑universal 
demand indicates that even groups with relatively higher knowledge (e.g., Pentecostals) still 
want more information. 

Sub County  Awareness of  Knowledge of at        Desire for information 
SRH services  least 3 SRH service   

 
Kinoni TC         77%   31%    87% 

 
Kisseka SC         85%   59%    97% 

 
Kyazanga SC         81%   67%    92% 

 
Kyazanga TC        100%   91%    91% 

 
Lwengo SC         79%   64%    100% 
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Malongo SC         64%   27%    89% 
 

Ndagwe SC         61%   24%    97% 
 

Across all areas, awareness of SRH information far outpaces the percentage of people who 
have knowledge of the services. The narrative is not one of resistance to SRH services, but of a 
population actively seeking clarity. This suggests an urgent need to shift from generic 
awareness campaigns to detailed, service-specific education, particularly in the rural 
sub-counties of Ndagwe and Malongo where the awareness-knowledge gap is widest.  

Qualitative findings reveal that; while awareness exists, it is partial and sometimes inaccurate. 
Adolescents associate ASRH with hygiene, menstruation, and HIV testing. Misconceptions 
persist for example; “Boys can’t get infected with STIs.” 

Although awareness levels appear high and knowledge levels of actual SRH services appear 
moderate quantitatively, qualitative findings show gaps in depth and accuracy, highlighting the 
need for comprehensive sexuality education. 

 

SRH knowledge by service 

 

Among the listed SRH services, 
counseling on puberty is the most 
widely known service. This is 
closely followed by HIV testing and 
counselling and contraceptives. 
Menstrual health is known by 120 
adolescents, while pregnancy 
testing is known by 106, and STI 
testing and treatment by 103. 

Services with notably lower 
recognition include ANC for 
adolescents (46 adolescents), 

SGBV (18), and other services (13). The least known service is post abortion care, known by 
only 3 adolescents. 

FP knowledge 

Indicator          Percentage 
 

Awareness of FP          99% 

10 



 

 
Knowledge of at least three FP methods       53% 

 
Awareness of FP benefits         98% 

 
Knowledge of at least two FP benefits       51% 

 
Respondents who would like more information about FP     91% 

 

While awareness of FP and FP benefits are high, specific knowledge lags considerably. Only 
53% of respondents know at least three FP methods, and just 51% know at least two FP 
benefits. This indicates a wide gap between general awareness and in-depth knowledge of 
contraceptive options and their advantages. 

Most notably, 91% of respondents express a desire for more information about FP. This 
near‑universal demand, combined with the knowledge gap, suggests that current FP information 
and education efforts are reaching people at a superficial level but failing to provide the depth 
needed for informed choice and effective use. 

Age group     Knowledge of at 3 FP methods         Knowledge of at least 2 FP benefits 
 

15 - 19    28%      36%    
 

20 - 24    50%      44%   
 

25 - 29    54%      50%   
 

30 - 34    65%      56% 
 

35 - 39    49%      53% 
 

40 - 44    45%      82%    
 

45+    74%      74% 
 

The data shows distinct age-related patterns in knowledge of FP methods and benefits. Among 
the youngest group (15-19), knowledge is lowest for both indicators. Knowledge of methods 
rises steadily with age, peaking at 65% among those aged 30-34, then declines slightly to 49% 
(35-39) and 45% (40-44), before surging again to 74% among those aged 45 and above. 

Knowledge of FP benefits follows a generally upward trend but with notable differences. Among 
those 45+, benefits-knowledge stands at 74%, equal to method knowledge. 
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Age group     Knowledge of at 3 FP methods         Knowledge of at least 2 FP benefits 
 

Cohabiting   60%      33%    
 

Divorced/seperated  61%      55%   
 

Married   54%      52%   
 

Single    49%      54% 
 

 

The data reveals notable variations in FP knowledge across different marital status groups. 
Cohabiting and divorced/separated individuals have the highest knowledge of at least three FP 
methods, closely followed by married and single individuals. 

However, knowledge of at least two FP benefits tells a very different story. Single and 
divorced/separated individuals lead in benefits-knowledge , followed by the married. Cohabiting 
individuals have the lowest benefits-knowledge, despite having high method knowledge (60%). 
This suggests that cohabiting individuals may know about contraceptive options but lack 
understanding of their health or non-contraceptive benefits. 

Education level  Knowledge of 3 FP methods Knowledge of 2 FP benefits 
 

No formal education    44%     59%  
 

Primary     60%     46% 
 

Secondary     44%     56%  
 

Tertiary     67%     78% 
 

The data shows a generally positive association between higher education and better FP 
knowledge, but with notable exceptions. Individuals who attained tertiary education have the 
highest knowledge for both FP methods-knowledge and benefits knowledge. This group also 
has the most balanced and highest overall knowledge. 

Individuals who attained primary education rank second in method knowledge (60%) but have 
the lowest benefits knowledge (46%) among all groups. This suggests that FP messaging may 
focus more on contraceptive options than on their non-contraceptive advantages. 

Those with no formal education have moderate method knowledge (44%) tied with secondary 
level, yet surprisingly high benefits knowledge (59%), which exceeds their method knowledge. 
This inverted pattern may indicate that even without schooling, individuals acquire information 
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about why FP is beneficial without necessarily learning specific method names or options. 

Secondary-educated individuals show 44% method knowledge (lowest alongside no formal 
education) and 56% benefits knowledge, again with benefits exceeding methods.  

Religion     Knowledge of at 3 FP methods         Knowledge of at least 2 FP benefits 
 

Anglican   60%      64%    
 

Catholic   52%      47%   
 

Moslem   55%      57%   
 

Pentecostal   57%      40% 
 

Religion     Knowledge of at 3 FP methods         Knowledge of at least 2 FP benefits 
 

Other    44%      81% 
 

Anglicans perform well in both the knowledge of FP methods and FP benefits, with 60% 
knowing at least three FP methods and 64% knowing at least two FP benefits, one of the 
highest benefits scores. Catholics show the lowest knowledge for both measures (52% 
methods, 47% benefits), with methods slightly exceeding benefits. Muslims have moderate and 
relatively balanced knowledge (55% methods, 57% benefits). Pentecostals have decent method 
knowledge (57%) but the lowest benefits-knowledge (40%) among all groups. 

Sub County     Knowledge of at 3 FP methods         Knowledge of at least 2 FP benefits 
 

Buwama SC   54%      59%    
 

Buwama TC   87%      61%   
 

Kamengo SC   53%      56%   
 

Kayabwe TC   62%      37% 
 

Kituntu SC   46%      42% 
 

Mpigi TC   55%      39%    
 

Muduuma SC   33%      37% 
 

Nkozi SC   51%      51% 
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The data shows substantial geographic variation in FP knowledge across the eight 
sub-counties. Buwama TC stands out with the highest knowledge of at least three FP methods 
(87%), far exceeding all others. Its benefits knowledge is also high (61%), though slightly lower 
than its method knowledge. Buwama SC has moderate method knowledge (54%) but relatively 
strong benefits knowledge (59%), creating a positive benefits surplus. 

Kamengo SC and Nkozi SC show relatively balanced profiles: Kamengo (53% methods, 56% 
benefits) and Nkozi (51% methods, 51% benefits). Kayabwe TC has moderate method 
knowledge (62%) but the lowest benefits-knowledge (37%) among all sub-counties. Similarly, 
Mpigi TC has 55% methods but only 39% benefits. Kituntu SC shows low scores on both (46% 
methods, 42% benefits), with methods slightly higher. Muduuma SC has the lowest method 
knowledge (33%) and equal-lowest benefits knowledge (37%), indicating a serious knowledge 
deficit overall. 

FP knowledge by method 

 
The most known FP method is the 
injectables, followed by IUD, 
implants, and pills. The least 
known FP method is sterilization 
followed by emergency 
contraception. 
 

 

 

FP benefits knowledge 

 
The most known FP benefit is to 
space births, followed by 
prevention of unintended 
pregnancy and economic 
benefits. The least known benefit 
is to improved maternal health 
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Source of information 

SRH Information source  

 
Most adolescents get SRH 
information from 
schools/teachers, followed by 
health workers, parents/guardians 
and peers. The least used 
information source is social media 
and community meetings. 

Qualitative findings highlight 
schools, parents, peers, media as 
the most common sources of 
information. 

FP information source 

 
The primary source of FP 
information is health workers, by 
far the most common channel. 
Friends/peers are the second 
most mentioned source, followed 
by community health workers. 
Other sources are much less 
frequently reported: radio/TV (34), 
community meetings (23), others 
(19), and social media (15).  

 

 

 

 

Access to and utilization of FP and ASRH services 
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Access to and utilization of ASRH services  

Indicator          Percentage 
 

Adolescents who are aware of SRH service provider     67% 
 

Adolescents who tried to access SRH services in the last 6 months   28% 
 

Adolescents who have accessed SRH services in the last 6 months   23% 
 

Adolescents satisfied with ASRH services       96% 
 

Unmet need for SRH services        35% 
 

Overall, 67% of adolescents are aware of an SRH service provider, indicating moderate reach. 
However, only 28% tried to access SRH services in the last six months, and just 23% 
successfully accessed them. This gap between awareness and attempts suggests substantial 
barriers to seeking care, while the further drop from attempts to actual access is relatively small, 
meaning most who try do succeed. 

Strikingly, among those who accessed services, 96% report satisfaction with ASRH services, an 
exceptionally high figure indicating good service quality when access is achieved. The unmet 
need for SRH services stands at 35%, meaning over a third of adolescents who want services 
are not receiving them. 

Indicator                  10 - 14         15 - 19 
 

Adolescents who are aware of SRH service provider    38%            73% 
 

Adolescents who tried to access SRH services in the last 6 months  17%            30% 
 

Adolescents who have accessed SRH services in the last 6 months  13%            25% 
 

Adolescents satisfied with ASRH services      50%            53% 
 

Unmet need for SRH services       42%            35% 
 

The data reveals a notable gap in SRH service engagement between younger (10-14) and older 
(15-19) adolescents. Awareness of SRH service providers is considerably higher among the 
older group (73%) compared to only 38% of the younger adolescents. This disparity persists in 
service utilization. While only 17% of adolescents aged 10-14 attempted to access SRH 
services in the last six months, nearly twice as many (30%) of those aged 15-19 did so. Actual 
access followed a similar pattern, with 13% of the younger group versus 25% of the older group 
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successfully obtaining services. Importantly, the unmet need for SRH services was higher in the 
10-14 age bracket (42%) than in the 15-19 bracket (35%).  

Indicator                    Male         Female 
 

Adolescents who are aware of SRH service provider    67%            67% 
 

Adolescents who tried to access SRH services in the last 6 months  25%            30% 
 

Adolescents who have accessed SRH services in the last 6 months  19%            26% 
 

Adolescents satisfied with ASRH services      50%            54% 
 

Unmet need for SRH services       48%            24% 
 

The data shows distinct gender-based patterns in adolescent sexual and reproductive health 
service engagement. Awareness of SRH service providers is identical for both males and 
females (67% each), indicating no gender gap in basic knowledge of where to access services. 

However, differences emerge in service-seeking behavior. Females report higher rates of 
attempting to access SRH services in the last six months (30%) compared to males (25%). This 
gap widens further when looking at actual access: 26% of females successfully accessed SRH 
services versus only 19% of males.  

The most striking difference lies in the unmet need for SRH services. Males have an unmet 
need of 48%, nearly double that of females (24%). This is surprising given that males have 
equal awareness and lower reported attempts and access. Possible explanations include that 
males may face greater barriers to service uptake (e.g., fewer male-friendly services, stigma, or 
lack of perceived relevance), or that they may have different SRH needs that are less 
adequately met by existing services. 

Religion    Awareness of   Tried to access Accessed        Unmet need for  
        SRH service provider   SRH services        SRH services          SRH services  

 
Anglican  66%   25%       17%        52% 

 
Catholic  67%   30%       26%        20% 

 
Moslem  69%   29%       29%        36% 

Religion    Awareness of   Tried to access Accessed        Unmet need for  
        SRH service provider   SRH services        SRH services          SRH services 

 
Pentecostal  64%   22%       14%        44% 
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Other   75%   25%         0%       100% 
 

There are variations in adolescent SRH service awareness, access, and unmet need across 
religious affiliations. Awareness of SRH service providers is moderately high across all groups. 
Muslims report the highest awareness among named groups (69%), while Anglicans and 
Catholics show similar levels (66% and 67%, respectively). The "Other" category has the 
highest awareness (75%) but unusual outcomes thereafter. 

Service-seeking behavior differs notably. Catholics (30%) and Muslims (29%) report the highest 
rates of attempting to access SRH services in the last six months, followed by Anglicans and 
"Other" (both 25%), and Pentecostals (22%). Actual access follows a similar pattern, with 
Muslims achieving the highest access rate (29%), Catholics close behind (26%), while 
Anglicans (17%) and Pentecostals (14%) lag significantly. 

The unmet need for SRH services varies dramatically. Catholics have the lowest unmet need at 
20%, suggesting relatively effective service conversion. Muslims follow with 36% unmet need. 
Pentecostals (44%) and Anglicans (52%) face much higher unmet need. The "Other" group 
shows 100% unmet need, reflecting total failure to translate attempts into actual access, 
possibly due to a very small sample size. 

Sub     Awareness of   Tried to access Accessed        Unmet need for  
County      SRH service provider   SRH services        SRH services          SRH services  

 
Kinoni TC  58%   39%       17%        53% 

 
Kisseka SC  70%   39%       32%        17% 

 
Kyazanga SC  77%   37%       29%        21% 

 
Kyazanga TC  91%   32%       27%        17% 

 
Lwengo SC  76%   30%       19%        36% 

 
Malongo SC  44%   27%       12%        54% 

 
Ndagwe SC  61%   34%       12%        64% 

The data across seven sub-counties reveals substantial geographic disparities in adolescent 
SRH awareness, access, and unmet need. Awareness of SRH service providers ranges widely, 
from a low of 44% (Malongo SC) to a high of 91% (Kyazanga TC). Kyazanga TC leads in 
awareness (91%), followed by Kyazanga SC (77%) and Lwengo SC (76%). The lowest 
awareness is in Malongo SC (44%) and Kinoni TC (58%). 

Attempts to access SRH services in the last six months are more evenly distributed, with Kinoni 
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TC and Kisseka SC both reporting 39%, followed by Kyazanga SC (37%) and Ndagwe SC 
(34%). Kyazanga TC has the lowest attempt rate (32%), which is notable given its very high 
awareness (91%), suggesting a gap between knowing about services and trying to use them. 

Actual access to SRH services shows marked variation. Kisseka SC achieves the highest 
access rate (32%), followed by Kyazanga SC (29%) and Kyazanga TC (27%). In contrast, 
Malongo SC (12%) and Ndagwe SC (12%) have the lowest access, despite moderate attempt 
rates (27% and 34%, respectively). Kinoni TC also has low access (17%) relative to its high 
attempt rate (39%). 

Unmet need for SRH services, those who wanted but did not receive services is inversely 
related to access. Ndagwe SC has the highest unmet need (64%), followed by Malongo SC 
(54%) and Kinoni TC (53%). The lowest unmet need is in Kisseka SC (17%) and Kyazanga TC 
(17%), both of which also have relatively high access. Kyazanga SC has a low unmet need of 
21% despite moderate access (29%), indicating a better match between demand and supply. 

Qualitative findings reveal that health facilities offer: HTS, FP, ANC, STI treatment. However, 
actual utilization is low. Many adolescents reported never accessing services and reliance on 
peers instead of formal care. Girls are more engaged but face pregnancy and GBV risks while 
boys have lower health-seeking behavior. Adolescents with disabilities face access challenges 

Qualitative findings also highlight that some facilities ensure privacy (separate rooms and 
working on one-by-one basis). However, health workers lack training in adolescent-friendly 
services. Fear of confidentiality breaches persists, and reports of judgmental and unfriendly 
providers of ASRH among adolescents. 

Despite reported availability, utilization remains low, suggesting barriers beyond physical 
presence of services. Key barriers include; long distances (over 2 hours to health facilities), 
informal fees at health facilities despite “free” services and consent requirements.  

Perceived youth-friendliness is inconsistent, with quality depending heavily on individual 
providers. 

SRH usage by service 

The most utilized SRH service is 
counselling on puberty, followed 
by HTS, STI testing and treatment 
and menstrual health. The least 
utilized SRH service is 
contraceptives and pregnancy 
related services. 
 
 
 

Access to and utilization of FP 
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services 

Indicator          Percentage 
 

Respondents who are aware of FP service point      97% 
 

Respondents who have ever used FP       66% 
 

Contraceptive prevalence rate        37% 
 

Respondents satisfied with current FP method      76% 
 

Respondents satisfied with FP services       55% 
 

Unmet need for FP          26%  
 

The data shows near‑universal awareness of FP service points (97%), indicating that knowledge 
of where to obtain contraception is not a major barrier. However, there is a substantial drop from 
awareness to ever having used FP (66%), and a further decline to current use (CPR) of only 
37%. This suggests that while two‑thirds have tried FP at some point, only about one in three is 
using contraception at the time of the survey, implying high rates of discontinuation or method 
switching. 

Satisfaction with the current FP method is relatively high (76%), meaning most current users are 
content with their chosen method. In contrast, satisfaction with FP services is much lower 
(55%), indicating that even among those who access services, nearly half are dissatisfied with 
the quality, provider attitude, waiting time, or other service aspects. This gap (76% method 
satisfaction vs. 55% service satisfaction) is striking and points to service delivery as a key 
weakness. 

Unmet need for FP is 26%, meaning one in four fecund, sexually active individuals who want to 
space or limit births are not using any contraception. Given the high awareness (97%) but only 
37% CPR, the unmet need likely reflects barriers such as poor service quality, method‑related 
concerns, or access issues rather than lack of knowledge. 

Age group  CPR  Client satisfaction with FP service  Unmet need 
 

15 - 19   14%    36%            57% 
 

20 - 24   35%    56%            31%  
 

25 - 29   47%    62%          27% 
 

30 - 34   40%    58%          19% 
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35 - 39   30%    56%          24% 

 
40 - 44   54%    27%         12% 

 
45+   26%    58%         19% 

 

The data reveals clear age-related patterns in family planning indicators. Contraceptive 
prevalence rate (CPR) starts low at 14% among adolescents (15-19), rises sharply to 35% 
(20-24) and peaks at 47% (25-29). It then declines slightly to 40% (30-34) and further to 30% 
(35-39) before reaching the highest level of 54% among those aged 40-44, the only group 
where over half use contraception. Among those 45+, CPR drops to 26%, likely due to reduced 
fecundity or menopausal transition. 

Client satisfaction with FP services follows a different trajectory. It is lowest among the youngest 
(36%) and among the 40-44 age group (27%), the latter being the lowest satisfaction of all. 
Satisfaction peaks at 62% for 25-29 year olds, remains relatively high (56-58%) for ages 20-24, 
30-34, 35-39, and 45+, but notably dips only for 40-44. This suggests that despite high CPR in 
the 40-44 group, satisfaction is poor, possibly due to side effects, limited method choice, or poor 
provider attitudes for older users. 

Unmet need is inversely related to CPR, as expected. The highest unmet need (57%) is among 
adolescents (15-19), reflecting low access or barriers despite low CPR. Unmet need declines 
steadily with age: 31% (20-24), 27% (25-29), 19% (30-34), 24% (35-39), then reaches the 
lowest point of 12% among 40-44 (where CPR is highest). Unmet need rises slightly to 19% for 
45+, possibly due to misperceptions about pregnancy risk or reduced service seeking. 

Marital status    CPR   Client satisfaction with FP service 
 

Cohabiting    33%     36% 
 

Divorced    28%     56% 
 

Married    40%     62% 
 

Single     28%     58% 
 

Widowed    100%     56% 
 

The data shows striking variations across marital status groups. Widowed individuals report 
100% CPR and 0% unmet need, an unusual finding, likely due to very small sample size. Their 
satisfaction is moderate at 56%.  
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Married individuals have the highest CPR among non-widowed groups (40%), and relatively 
high satisfaction (62%). Cohabiting individuals show moderate CPR (33%), and the lowest 
satisfaction (36%). Low satisfaction may deter continued use or encourage method 
discontinuation. Divorced individuals have low CPR (28%), tied with single. Yet satisfaction 
among those using services is moderate (56%), indicating that users are reasonably content. 
Single individuals have low CPR (28%), and relatively high satisfaction (58%). This suggests 
that single women who do use FP are satisfied, possibly because single women may be less 
exposed to pregnancy risk or have different reproductive intentions. 

Education level          CPR 
 

No formal education          28%  
 

Primary           41%  
 

Secondary           35%  
 

Tertiary           44% 
 

The data indicates a positive association between education and contraceptive use, though with 
some nuance. Individuals with no formal education have the lowest CPR at 28%. Those with 
primary education show a notable increase to 41%, which is the second‑highest rate. Secondary 
education is associated with a slight dip to 35%, lower than primary but still above no formal 
education. Tertiary education achieves the highest CPR at 44%. 

Religion           CPR 
 

Anglican           36%  
 

Catholic           37%  
 

Moslem           45%  
 

Pentecostal           38% 
 

Other            25% 
 

The data shows variation in CPR across religious groups. Muslims have the highest CPR at 
45%, followed closely by Pentecostals (38%) and Catholics (37%), with Anglicans slightly lower 
at 36%. The “Other” category reports the lowest CPR at 25%, significantly below all named 
groups. 

Sub County  CPR  Client satisfaction with FP service  Unmet need 

22 



 

 
Buwama SC  42%    59%            36% 

 
Buwama TC  39%    56%            12%  

 
Kamengo SC  36%    55%            23% 

 
Kayabwe TC  62%    69%             8% 

 
Kituntu SC  33%    42%            34% 

 
Mpigi TC  67%    80%            31% 

 
Muduuma SC  23%    33%            15% 

 
Nkozi SC  8%    51%            50% 

 

The data reveals wide geographic variation in family planning indicators. Mpigi TC has the 
highest CPR (67%) and the highest client satisfaction (80%), yet its unmet need remains 
moderately high at 31%, suggesting that even with good coverage and quality, a substantial gap 
persists. Kayabwe TC performs exceptionally well: high CPR (62%), the highest satisfaction 
(69%), and the lowest unmet need (8%) of all areas, indicating effective FP service delivery. 

Buwama TC has moderate CPR (39%), good satisfaction (56%), and very low unmet need 
(12%), implying that demand is well-matched with supply. Buwama SC shows higher CPR 
(42%) but higher unmet need (36%) and satisfaction of 59%, meaning more users but also more 
unserved demand. Kamengo SC has balanced indicators: CPR 36%, satisfaction 55%, unmet 
need 23%. 

At the lower end, Nkozi SC has the lowest CPR (8%) and the highest unmet need (50%), 
despite moderate satisfaction (51%) among those who do access services. This indicates a 
severe access or acceptability gap. Muduuma SC has very low CPR (23%), low satisfaction 
(33%), and relatively low unmet need (15%). The low unmet need may paradoxically reflect low 
demand or low awareness rather than adequate service provision. Kituntu SC has low CPR 
(33%), low satisfaction (42%), and high unmet need (34%), signaling poor service quality and 
coverage. 

FP utilization by method 

Among the FP methods used by 
respondents, injectables are the 
most commonly utilized. Implants 
follow with 38 users. IUDs are 
used by 11 respondents, while pills 
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are used by only 5.  

 

FP and SRH service point usage 

Service point      ASRH     FP 
 

Community health worker       0%      6% 
 

Community Outreach        5%            10% 
 

Service point      ASRH     FP 
 

NGO/Youth Centre        1%              0% 
 

Private Clinic                   17%             47% 
 

Public Health Facility        38%              35% 
 

School clinic         27%               0% 
 

Pharmacy / drug shop         0%       2% 
 

Other          12%               0% 
 

Public health facilities are the most common source for ASRH services. School clinics are a 
major source for ASRH as well. Community outreach provides modest access for ASRH 
services. NGO/youth centres are used by very few adolescents. 

Private clinics are far more popular for FP followed by public health facilities. Community 
outreach provides modest access for FP. Community health workers and pharmacies/drug 
shops are minimally used for FP, though pharmacies account for 2% of FP access.  

Time taken to reach nearest service points 

Time taken to reach service point   ASRH     FP 
 

Less than 30 minutes           58%     58% 
 

30 - 60 minutes        29%            34% 
 

More than 1 hour        13%              8% 
 

The majority of respondents can access service points in less than 30 minutes and few take 
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more than 1 hour to reach the nearest service point. 

Barriers to accessing FP and SRH services 

Indicator         Percentage 
 

Adolescents facing challenges in accessing SRH services           35% 
 

Respondents facing challenges accessing FP services           53% 
 

 

Variable       ASRH    FP 
 

Lack of information          19%    0% 
 

Fear of stigma or judgement         11%    0% 
 

Cost of services          15%    36% 
 

Distance to facility          13%    35% 
 

Lack of privacy/confidentiality           9%    0% 
 

Provider attitude            6%    4% 
 

Fear of side effects            2%    0% 
 

Parental/partner restriction           7%    10% 
 

Legal/age restrictions            1%    0% 
 

Fear of being seen by community members                    10%   0% 
 

Stock-outs              0%   9% 
 

Other               7%   5% 
 

For ASRH services, the most common challenges are lack of information (19%), cost of services 
(15%), distance to facility (13%), fear of stigma or judgement (11%), and fear of being seen by 
community members (10%). Other notable barriers include lack of privacy/confidentiality (9%), 
parental/partner restriction (7%), provider attitude (6%), fear of side effects (2%), and legal/age 
restrictions (1%).  
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For FP services, the dominant challenges are cost of services (36%) and distance to facility 
(35%), together accounting for over two‑thirds of reported barriers. Partner restriction (10%) and 
stock‑outs (9%) are also notable. Provider attitude is cited by only 4%, and other challenges 
make up 5%. 

Qualitative findings show that barriers to access of ASRH services operate at various levels; 
Individual; shyness, fear, low confidence and lack of infrastructure. 
Social; stigma and fear of being labelled as “spoilt” and cultural resistance to contraception. 
Health system; negative provider attitudes, stock-outs of medicines, and lack of youth-friendly 
services 
Structural; poverty and school policies (e.g., expulsion due to pregnancy) 

Barriers are multi-layered, with stigma and provider attitudes emerging as critical cross-cutting 
issues 

Roles of key stakeholders 

Qualitative findings highlighted some of the roles of the stakeholders in ASRH. 
Parents/guardians: generally supportive but prefer to control information and have some 
discomfort discussing SRH topics. 
Schools/teachers: play a critical role through; guidance and counselling and referrals to health 
facilities. However, there is limited structured ASRH programming. 
Community Leaders: community leaders engage and support in community mobilization and 
sensitization but lack resources and structured referral systems. 
District Leadership: coordination is weak due to: limited funding, lack of functional structures, 
and poor inter-sectoral collaboration. 

Community attitudes and norms 

Qualitative findings reveal mixed perceptions among community members: 
Some view adolescents seeking services as responsible 
Others label them as immoral or “spoilt” 

There is a strong influence of religion and cultural norms around sexuality. 

Preferences and recommendations 

Preferred service points 

 
The most preferred service point is 
health facilities, followed by school 
and community outreach. 

 

 

26 



 

Recommendations on what would make ASRH more accessible 

Recommendations         Percentage 
 

Youth-only service hours                7% 
 

Trained youth-friendly provider               15% 
 

School-based services                15% 
 

Free or low-cost services                11% 
 

More privacy and confidentiality                6% 
 

Community outreach services                20% 
 

Peer educators                   7% 
 

Better information/awareness                 15% 
 

Other                     4% 
 

The most suggested recommendation to make aSRH more accessible is community outreach, 
followed by school based services, training of youth-friendly providers and better 
information/awareness.  

Qualitative finding highlighted the following recommendations from the FDGs and KIIs; 

Service Delivery Improvements 

Increase community outreaches and establish adolescent-specific clinic days. Improve 
availability of commodities (FP, pads) 

Capacity Building 

Train health workers in adolescent-friendly services and provide them with job aids and 
mentorship. 

Community Engagement 

Conduct sensitization sessions and engage parents, religious, and cultural leaders. 

Adolescent Engagement 

Involve adolescents in program design and use peer educators and youth groups. 
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System Strengthening 

Improve supply chains, strengthen referral systems and increase funding for ASRH programs. 

DISCUSSION 

Knowledge and Awareness of ASRH in Lwengo 

Awareness of SRH is high and the knowledge of actual SRH services among adolescents is 
moderate. While many adolescents are aware of puberty, HIV testing,contraceptives, menstrual 
health, and basic reproductive processes, their understanding remains fragmented and 
sometimes inaccurate.  

The gap between awareness and in-depth knowledge widens with age, but even among older 
adolescents, only about half can name three SRH services. Younger adolescents have very low 
knowledge but very high interest in getting information, highlighting a critical opportunity for 
early intervention before they become sexually active.The project should target the 10–14 age 
group with basic SRH service education and address the information needs of both groups 
comprehensively, as demand exceeds current supply. 

Females lead modestly in both awareness and knowledge, which may reflect targeted 
programming or greater personal relevance. The male desire for more information is actually the 
highest across both genders, despite their lower awareness and knowledge, highlighting an 
unmet need among boys. The project should address both genders equally, but special attention 
is needed to improve male SRH awareness and knowledge while responding to their expressed 
demand for more information. 

Pentecostals perform best on knowledge (62%) and desire for more information (96%), while 
Anglicans have the lowest knowledge (42%) despite high awareness. Across all religions, the 
gap between awareness and knowledge remains substantial, and the desire for more 
information is consistently above 90%. The project should focus on deepening content 
knowledge for all groups, particularly Anglicans and Catholics, while responding to the universal 
demand for more ASRH information. 

There is a wide gap between the most recognized services (puberty counseling, HIV testing, 
contraceptives; over 130) and the least recognized (post abortion care, SGBV, ANC; below 50). 
This suggests that while basic sexual and reproductive health services like contraception and 
HIV testing are relatively well known among adolescents, critical but sensitive services such as 
post abortion care and SGBV support are severely under-recognized. Programmes should 
prioritize awareness campaigns for these low‑awareness services, especially post abortion care 
and adolescent ANC.  

Formal sources (school, health workers, parents) dominate as information channels, with each 
reaching over 130 adolescents. Peer influence, while present, is less prominent. Traditional 
media (radio/TV) reaches a moderate number. Social media and community channels are 
underutilized, possibly due to limited access or trust. Programmes should strengthen 
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school‑based and health worker‑led SRH education, while also exploring ways to leverage 
radio/TV and trusted community networks. The low use of social media suggests a missed 
opportunity for reaching older adolescents.  

Qualitative findings revealed persistent misconceptions, such as beliefs that boys are less 
vulnerable to STIs. This indicates that awareness does not necessarily translate into 
comprehensive or correct knowledge. 

Although schools and parents serve as important sources, discussions around sexuality remain 
limited by discomfort and cultural norms. Additionally, a significant number of adolescents rely 
on peers for information, which increases the risk of misinformation. 

This near-universal demand for additional information suggests that existing awareness and 
knowledge levels are insufficient to meet adolescents’ needs. The project should urgently 
strengthen comprehensive ASRH education and information dissemination, building on the 
existing awareness while closing the knowledge-action gap. 

Knowledge and awareness of FP in Mpigi 

Awareness of FP and FP benefits is high but knowledge of actual FP methods among the 
respondents is moderate.  

Up to age 34, knowledge of methods exceeds knowledge of benefits. From age 35 onward, the 
pattern reverses; benefits-knowledge equals or surpasses method knowledge, most strikingly in 
the 40-44 group (82% benefits vs. 45% methods). The 45 and above age group shows the 
highest and most balanced knowledge (74% for both), suggesting cumulative learning or greater 
exposure to FP messaging over time. The relatively low knowledge among adolescents and 
young adults (15–24) highlights a critical gap for targeted FP education, particularly on methods. 
Meanwhile, the high benefits-knowledge among older adults (40–44) is notable but contrasts 
with their lower method-knowledge, possibly indicating a focus on side effects or health 
advantages rather than specific contraceptive options. The project should aim to sustain high 
benefits awareness while improving method knowledge in older age groups, and address the 
overall low knowledge among younger populations. 

Cohabiting individuals show the largest gap between method knowledge and 
benefits-knowledge. Single individuals have the most balanced knowledge, with benefits slightly 
exceeding methods.  

Tertiary education is strongly associated with superior knowledge on both knowledge of 
methods and benefits. No formal education and secondary education both show higher benefits 
than methods knowledge, suggesting that benefits are more widely known or remembered than 
specific methods among these groups. Overall, FP programs should tailor messaging by 
education level: reinforce method knowledge for no formal and secondary groups, strengthen 
benefits knowledge for primary learners, and sustain comprehensive knowledge among tertiary 
audiences. 
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Anglicans and Muslims show balanced knowledge on FP methods and benefits, suggesting 
higher health literacy. Pentecostals stand out for low benefits awareness despite moderate 
method knowledge, indicating a need for benefits‑focused FP education within this group. 
Catholics have the  lowest knowledge overall, pointing to possible access or acceptability 
barriers.  

Only Buwama TC and Nkozi SC have benefits-knowledge at or above 50%, apart from Buwama 
SC (59%) and Kamengo (56%). The largest method-benefits gaps favor methods in Kayabwe 
TC (62% vs. 37%) and Mpigi TC (55% vs. 39%), suggesting that residents may know 
contraceptive options but lack understanding of their non-contraceptive benefits. Muduuma SC 
is the lowest-performing sub-county on both indicators and requires targeted FP education 
interventions.Buwama TC is a high-performing outlier on method knowledge, but its benefits 
knowledge (61%) lags behind its methods (87%), indicating room to improve benefits 
messaging even there. The project should prioritize Muduuma, Kituntu, Kayabwe, and Mpigi, 
with particular attention to communicating FP benefits in Kayabwe and Mpigi. Buwama TC can 
serve as a model for method awareness but needs complementary benefits education. 

There is a dramatic gap in method knowledge. Hormonal methods (injectables, implants, pills) 
are far better known than barrier methods (condoms), emergency contraception, and permanent 
methods (sterilization). The very low knowledge of condoms (23) is surprising given their 
widespread promotion for dual protection against STIs and pregnancy. Similarly, the extremely 
low awareness of emergency contraception (9) and sterilization (8) indicates significant 
information gaps. Programmes should strengthen awareness of condoms, emergency 
contraception, and permanent methods alongside the well-known injectables and implants.  

Awareness of FP benefits is heavily concentrated on pregnancy‑related outcomes (spacing and 
prevention), which are understood by the vast majority. In contrast, benefits related to maternal 
health and economic well‑being are poorly recognized. Programmes should broaden FP 
messaging to highlight the health and economic advantages of contraception beyond just 
preventing pregnancy, as these can be powerful motivators for uptake and continuation.  

Health workers dominate as the trusted and most accessed source for FP information, 
underscoring the importance of clinical and community health provider training. Peers also play 
a significant role, suggesting that peer education programs could be effective. In contrast, mass 
media (radio/TV) and social media are underutilized relative to their potential reach. Although 
health workers are the biggest source of information, a significant number of respondents rely 
on peers for FP information, which increases the risk of misinformation. Programmes should 
strengthen health worker-led FP counseling while expanding peer and community health worker 
networks, and consider more strategic use of radio and social media to reach wider audiences.  

Programmes should move beyond basic awareness campaigns and focus on comprehensive 
FP education, covering a range of methods and their benefits, while responding to the 
expressed need for more information. The high awareness creates a strong foundation to build 
upon. 
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Access and utilization of ASRH services 

The findings show that awareness of ASRH service providers is slightly high and SRH services 
are generally available at health facilities, including; HIV testing, family planning, and 
counselling. However, actual utilization remains low, especially among younger adolescents. 

The main bottleneck is not service quality but the low conversion from awareness to trying to 
access services. Many adolescents know where to go but do not attempt to go. Efforts should 
focus on reducing barriers to seeking care (e.g., stigma, cost, privacy concerns, lack of 
perceived need) and encouraging trial of services, rather than improving service quality per se. 
The 23% actual access rate leaves room for major improvement; reducing the 35% unmet need 
would require addressing both demand‑side and supply‑side obstacles. 

While older adolescents are more aware and proactive, younger adolescents face greater 
barriers to accessing care, despite expressing comparable satisfaction levels when they do 
receive services. Targeted outreach and tailored information for the 10-14 age group could help 
bridge this gap.  

Females appear to translate awareness into action more effectively and have lower unmet need, 
the high unmet need among males (48%) signals a critical gap. The project should consider 
tailoring outreach and service delivery to better engage adolescent males, addressing both their 
unique SRH needs and the barriers they face. 

Catholics and Muslims demonstrate better alignment between awareness, attempted access, 
and successful access, with Catholics having the lowest unmet need. Anglicans and 
Pentecostals appear to face greater barriers in converting awareness or attempts into actual 
service receipt. The project should explore denomination-specific barriers, particularly for 
Anglican and Pentecostal adolescents. 

High awareness does not guarantee high access. For example, Kyazanga TC (91% awareness) 
has only 27% access and 17% unmet need, suggesting that most aware adolescents may not 
need services, or face other barriers. Kisseka SC performs best overall: high awareness (70%), 
high attempts (39%), highest access (32%), and lowest unmet need (17%). Malongo SC and 
Ndagwe SC are priority areas with very low access (12% each) and very high unmet need (54% 
and 64%), indicating serious service delivery gaps despite moderate attempts. Kinoni TC shows 
a specific bottleneck: high attempts (39%) but low access (17%) and high unmet need (53%), 
implying that many who try to access services fail to obtain them. Project efforts should focus on 
improving service availability and reducing barriers in Malongo, Ndagwe, and Kinoni, while 
learning from the successful model in Kisseka SC. 

Counselling services dominate SRH usage, suggesting adolescents seek guidance and 
information more than clinical, contraceptive or HIV/STI services. The very low uptake of 
contraceptives (as low as 1 patient) is concerning, especially given high awareness of 
contraceptives noted in earlier data. This may indicate barriers to accessing contraceptive 
methods despite knowing about them. Programmes should investigate why contraceptive usage 
remains extremely low and promote integration of contraceptive services into counselling 
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sessions.  

School clinics play a vital role in ASRH service delivery. Public health facilities dominate ASRH 
service provision. Community-based sources (health workers, outreach, youth centres) are 
underutilized. 

Qualitative evidence indicates that many adolescents have never accessed services, despite 
knowing they exist. This disconnect highlights that availability alone is insufficient to ensure 
service uptake. The programs must go beyond service provision to address demand-side 
barriers, including trust, acceptability, and perceived need. 

Access and utilization of FP 

The findings reveal that awareness of FP service points is very high but the actual utilization is 
low.  

Programmes should move beyond awareness campaigns and focus on improving service 
satisfaction (currently only 55%), as dissatisfied clients may discontinue use or not recommend 
services to others. The large gap between ever‑use (66%) and current use (37%) highlights a 
need for better continuation support, follow‑up, and method switching options. Addressing the 
26% unmet need will require improving service quality and addressing reasons for non‑use 
among those who know about FP but do not use it. 

Adolescents face the highest unmet need (57%) and lowest CPR (14%) and satisfaction (36%), 
indicating a critical programmatic gap. The 40-44 age group is unique: highest CPR (54%), 
lowest unmet need (12%), yet lowest satisfaction (27%). This suggests that while their 
contraceptive needs are being met numerically, the quality of care is poor. The 25-29 age group 
performs best on satisfaction (62%) and CPR (47%) with low unmet need (27%), representing a 
relatively well-served segment. Satisfaction is not strongly correlated with CPR or unmet need, 
highlighting the importance of measuring service quality separately. The project should prioritize 
adolescent-friendly FP services, investigate the low satisfaction among women aged 40-44, and 
maintain the balanced outcomes seen in the 25-29 age group. 

Primary and tertiary education groups have comparable CPR (41% and 44%), suggesting that 
even basic schooling may substantially improve contraceptive uptake. The dip at secondary 
level (35%) is unexpected but could reflect differences in age, marital status, or access to 
services compared to primary and tertiary groups. The gap between no formal education (28%) 
and any formal education (≥35%) highlights the importance of education as a driver of family 
planning use. Programmes should target individuals with no formal education through 
community‑based and non‑literate friendly FP interventions, while further investigating why 
secondary education does not yield higher CPR than primary. 

Muslims stand out in CPR over Anglicans and Catholics. Anglicans, Catholics, and Pentecostals 
have similar CPR levels (36–38%), indicating comparable contraceptive uptake among these 
major Christian denominations. The low CPR among “Other” (25%) may reflect smaller sample 
sizes, different cultural norms, or limited access to FP services within those communities. 
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Programmes could explore why Muslim communities have higher CPR and apply those 
successful strategies to lower‑performing groups, while specifically investigating barriers faced 
by the “Other” category. 

There is a strong inverse relationship between CPR and unmet need in most areas (e.g., 
Kayabwe; high CPR, low unmet need, Nkozi; low CPR, high unmet need, but exceptions exist: 
Mpigi TC (high CPR yet 31% unmet need) and Muduuma SC (low CPR yet only 15% unmet 
need) suggest that unmet need is not solely determined by CPR, demand, awareness, and 
access barriers also matter. Satisfaction is highest in Mpigi TC (80%) and Kayabwe TC (69%) 
and lowest in Muduuma SC (33%) and Kituntu SC (42%). Priority areas for intervention; Nkozi 
SC (very low CPR, high unmet need), Kituntu SC (low CPR, high unmet need, low satisfaction), 
and Muduuma SC (very low CPR, low satisfaction). Kayabwe TC serves as a best-practice 
model. The project should investigate why Mpigi TC has high CPR but still 31% unmet need, 
and address the severe service gaps in Nkozi, Kituntu, and Muduuma. 

Injectable contraceptives dominate FP use, being nearly twice as popular as implants. 
Short-acting methods like pills are rarely used. This suggests a strong preference for or better 
access to injectable and implantable methods. It also suggests that injectables are the most 
available in the private clinics. Programmes should ensure continued supply of injectables and 
implants, while also addressing why other methods are underutilized (e.g., adherence issues, 
availability, or counseling gaps).  

Private clinics dominate FP provision, followed by public health facilities. This suggests 
respondents may prefer private providers for FP due to privacy or perceived quality.  
Community-based sources (health workers, outreach) are underutilized, with none exceeding 
10%. Programmes should consider strengthening community outreach to reduce reliance on 
private clinics for FP, which may be less affordable for some respondents. 

Barriers to accessing aSRH services in Lwengo 

The study revealed that 35% of adolescents have challenges in accessing SRH services.  

The barriers are diverse, with lack of information and psychosocial factors (stigma, privacy, 
community judgment) playing major roles. Programmes should address information gaps and 
stigma for ASRH, alongside improving privacy and provider attitudes. 

The study identified multi-level barriers: 
Individual level: Fear, shyness, and lack of confidence 
Social level: Stigma, fear of being judged, and cultural restrictions 
Health system level: Negative provider attitudes, stock-outs, lack of youth-friendly services 
Structural level: Poverty, long distances, and restrictive school policies 

Stigma emerged as a cross-cutting barrier, discouraging adolescents from seeking services due 
to fear of being labeled as immoral. 
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Provider attitude was also a critical issue, with reports of adolescents being denied or 
discouraged from accessing services. 

Addressing barriers requires a holistic, multi-sectoral approach that tackles both social norms 
and health system weaknesses. 

Barriers to accessing FP services in Mpigi 

53% of respondents reported facing challenges in accessing FP services. Cost and distance are 
the primary barriers for, suggesting supply‑side and financial access issues. Findings show that 
the majority of FP users received services from private clinics. This explains why the biggest 
barrier to access in Mpigi is cost of services. The preference for private clinics over public health 
facilities is likely due to distance and stockouts of FP commodities at public health facilities. 
Partner restriction is also a critical issue which may be motivated by lack of 
information/misinformation. Programmes should address cost and distance for FP (e.g., 
vouchers, mobile outreach) alongside improving privacy and provider attitudes. 

Youth friendliness and quality of service 

Although some facilities have measures such as private rooms and counselling spaces, the 
overall delivery of youth-friendly services is inconsistent. Concerns about confidentiality further 
discourage adolescents from seeking care. 

A significant gap is the lack of training among health workers in adolescent-friendly service 
provision. As a result, service quality depends largely on individual provider attitudes rather than 
standardized practices. Strengthening youth-friendly service delivery standards is critical to 
improving access and trust. 

Gender and vulnerability 

The findings highlight clear gender disparities: 
Girls are more likely to access services but face higher risks (pregnancy, GBV) 
Boys demonstrate lower health-seeking behavior due to stigma and social norms 

Vulnerable groups, particularly; adolescents with disabilities face significant access challenges, 
including limited information and physical barriers. 

ASRH programming must adopt a targeted and inclusive approach to reach underserved 
populations. 

Roles of key stakeholders 

Parents, schools, and community leaders play a critical but underutilized role in ASRH. 
Parents are generally supportive but often lack skills or confidence to discuss SRH issues 
Schools provide some guidance and counselling but lack structured ASRH programming 
Community leaders engage in sensitization but lack resources and coordination 

34 



 

At district level, weak coordination, limited funding, and inactive structures constrain effective 
implementation. Strengthening multi-sectoral collaboration is essential for sustainable ASRH 
outcomes. 

Community attitude and norms 

Community attitudes toward ASRH are mixed. While some stakeholders support adolescent 
access to services, others associate it with immorality. Cultural and religious beliefs continue to 
influence: 
Contraceptive use 
Early marriage 
Gender roles 

These norms contribute to stigma and restrict open discussion of SRH issues. Community 
engagement strategies must address social norms and cultural beliefs to create an enabling 
environment. 

CONCLUSION 

The baseline findings demonstrate that services are available but underutilized. Awareness of 
services is high but knowledge is moderate. Awareness of service points is high but utilization is 
low. Barriers are multi-dimensional, youth-friendly services are inconsistent and gender and 
vulnerability disparities exist 

Improving ASRH outcomes requires integrated interventions that address both supply and 
demand factors, while strengthening community systems and adolescent participation. 

RECOMMENDATIONS 

Strengthen comprehensive sexuality education 
Strengthen school‑based and health worker‑led SRH education, while also exploring ways to 
leverage radio/TV and trusted community networks(for example use of peers since a significant 
number of adolescents rely on peers for information). Ensure that content is age-appropriate 
and gender sensitive, addressing myths and misconceptions directly. Programmes should 
Prioritize awareness campaigns for these low‑awareness services, especially post abortion care 
and adolescent ANC. 

Improve youth friendly health services 
Train all health workers in adolescent-friendly service provision and establish dedicated 
adolescent service corners or clinic days. Service providers should strengthen privacy and 
confidentiality mechanisms. The programs must go beyond service provision to address 
demand-side barriers, including trust, acceptability, and perceived need. 

Address health system gaps 
Ensure consistent supply of essential commodities (FP, HIV test kits, menstrual products). There 
is a need to deal with the issue of informal costs at health facilities. Strengthen supportive 
supervision and mentorship 
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Increase community engagement and social norm change 
Conduct regular community sensitization sessions and promote positive messaging around 
adolescent health. Engage religious, cultural, and political leaders about adolescent health 

Strengthen parent and care-giver engagement 
Provide parenting programs on adolescent communication and equip parents with skills to 
discuss SRH issues. Encourage parent-adolescent dialogues. 

Expand outreach and service delivery models 
Increase community outreaches/mobile clinics and utilize VHTs and peer educators for last-mile 
delivery to address the distance to facility problem. Integrate ASRH services into schools where 
feasible. 

Strengthen multi-sectoral coordination 
Revitalize district coordination structures and improve collaboration between health, education, 
and community sectors. Engage NGOs and development partners in the adolescent health and 
youth empowerment space. 

Enhance adolescent participation 
Involve adolescents in program design and implementation, establish youth clubs and peer 
support groups and use youth-friendly communication channels (social media, SMS, radio)  

Improve data and monitoring systems 
Strengthen collection of age- and sex-disaggregated data. Track indicators such as: service 
utilization, teenage pregnancy, and GBV cases. Use data for planning and decision-making 

Priority actions for programming 
Short-term priorities include; health worker training, community sensitization, outreach services, 
empowering community structures such as peers with information. 

Medium-term priorities include; system strengthening, school-based programming, and 
multi-sector coordination. 

Long-term priorities include; policy implementation and sustainable financing 
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ANNEXES 
ASRH Access KII Guide 20260120  

https://ee.kobotoolbox.org/x/HbzfNLi9  
ASRH Access FGD Guide 20260120 

https://ee.kobotoolbox.org/x/qa4A1cX7  
ASRH Access Questionnaire 20260112 

https://ee.kobotoolbox.org/x/a40ppZTB  
FP Access Questionnaire 20260112  

https://ee.kobotoolbox.org/x/dBpuFosu  
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https://docs.google.com/document/d/1mxDnSsIRy2qCQF5j6PCqd18EIK_WZQS5_Vkf4VsOiJU/edit?usp=sharing
https://ee.kobotoolbox.org/x/HbzfNLi9
https://docs.google.com/document/d/1Q6fFW_QHz2PLBQxTFYqi5UfucxZIpqWlYASUIX0o-CE/edit?usp=sharing
https://ee.kobotoolbox.org/x/qa4A1cX7
https://docs.google.com/document/d/1wgY5oQxk826T6mIR6Dsyb5sA_9Gp96eOkLl4gIvriYQ/edit?usp=sharing
https://ee.kobotoolbox.org/x/a40ppZTB
https://docs.google.com/document/d/1hjDLVnFJkmAYJhbfUl-x86klm5rwnaJI60xuKjhAOHo/edit?usp=sharing
https://ee.kobotoolbox.org/x/dBpuFosu
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