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Background: Sexual and reproductive needs among adolescents remain largely unmet in Uganda, this
coupled with poor access and utilization of adolescent sexual and reproductive health services among
secondary school girls increases vulnerability to high risk sexual practices and adolescent pregnancy. This
study aimed at evaluating the effect of providing school based sexual and reproductive health services on
utilization of the services among school girls aged 15-19 years attending secondary schools in Uganda.

Methods: The study used Cluster Randomized Controlled Trial (CRCT) design. Twenty secondary schools
(clusters) were selected using cluster sampling and allocated 1:1 into control or intervention group stratified
by geographical location. 1,182 (average cluster size of 60) girls aged 15-19 years were selected using
simple random sampling. The intervention group received tailored Sexual and Reproductive Health (SRH)
services information, in-school SRH services delivery and referral for a period of ten months. The control

group received no intervention from the research team but had access to the usual public health care. Data
was collected at baseline and end of study; descriptive statistics and inferential analysis was done as well as
structural equation modeling using SPSS.

Results: There was a significant variation in the proportion of school girls who reported receiving more
than three services between the control group and intervention group (2 = 4.503, p = < 0.001). The findings
indicate that the utilization of SRH services was higher (65.4%) among the girls who had access to School
Based SRH services (intervention group) compared 34.6% among the girls who had access to services
within the public/government health facilities (control group).

Conclusion: Provision of School Based SRH services is an effective intervention for improving utilization
of sexual and reproductive health services among school going adolescents. This is key in addressing the
SRH needs of adolescents and promoting safe sexual practices.

© 2020 Gloria Kasozi Kirungi. Hosting by Science Repository. All rights reserved

young girl aged 13-19 years who becomes pregnant or has had a live
birth [2]. Half of the world’s population is under 25 years and the
population of young people aged between 10-25 years is estimated to be
1.8 billion with about 85% living in the developing world [2]. In many
cases adolescents consider themselves grown up and mature enough to
have sex, have an intense drive which makes a man and woman desire

Introduction

World Health Organization defines an adolescent as any person between
ages 10 and 19 years and further recognizes adolescence as a transitional
phase of growth and development between childhood and adulthood [1].
United Nations Children’s Fund defines an adolescent pregnancy as a
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to be in company of each other and yet they have inadequate knowledge
about the consequences of unprotected sex including unwanted
pregnancy, complications of unsafe abortion, early marriage and
sexually transmitted infections [3-9]. Adolescent sexuality and its
consequences are further aggravated by the prevailing customs, religious
belief, substance use, lack of education and information about
reproductive sexual health, lack of access to tools that prevent
pregnancies, peer pressure to engage in sexual activity, incorrect use of
contraception, sexual abuse that leads to rape, poverty, exposure to
abuse, violence, family strife at home and low self-esteem [10-12].

As a result, 49% of girls in Least Developed Countries (LDCs) marry
before they turn 18 while 10% — 40% of young unmarried girls have had
an unintended pregnancy giving rise to about 14 million children
worldwide who are born every year to young married and unmarried
women aged 15 to 19 years [2, 11]. When a girl becomes pregnant, her
education may end, her job prospects diminish, she becomes more
vulnerable to poverty, her health often suffers and the complications
from pregnancy and childbirth are the leading cause of death among
adolescent girls [11]. Adolescent pregnancy is not always as a result of
a deliberate choice, often unintended pregnancy among the adolescent
girls is a consequence of little or no access to Adolescent Sexual and
Reproductive Health (ASRH) information and services [11, 13].

Uganda has had an adolescent pregnancy rate of 25% among girls 15 to
19 years for the last ten years and yet the level of SRH service utilization
remains low at 30% [14, 15]. In a study conducted among school girls
and boys in Mityana, Uganda, the level of SRH service utilization was
found to be at 73.3% which is higher than 30% for the general
population, this was further justified by the fact that over 41% of the
participants reported abstinence drive education as the most utilized
service which is contrary to 68% sexuality rate reported by the ministry
of education in Uganda [16]. This clearly shows that there is an unmet
need for SRH services among school adolescents especially the
vulnerable girls.

According to Uganda Bureau of Statistics, the communities within
Bunyoro region where Hoima District is found have one of the lowest
ASRH access rates for adolescents with only 8% having access to youth
counseling services, 4% to peer education, 3.4% SRH education, 0.3%
pregnancy information and checkups and 0.1% post abortion care in the
community [14]. No data found on ASRH services for school going
adolescents because majority of the adolescent programs focus on youth
out of school. The main gap in the provision of SRH services is the
location which consequently may influence access and utilization of
services by adolescents in school. The girls’ in-schools have been
disadvantaged in such a way that they spend most of their time at school
where ASRH services are unavailable; this increases their vulnerability
to unhealthy and early sexual practices which increases their risk to
unintended pregnancy. It is therefore paramount that schoolgirls are
provided with information and services to enable them to meet their
sexuality needs safely.

The WHO recommended ASRH package includes: 1) comprehensive
sexuality education (CSE) provision; 2) contraception counselling and
provision; 3) antenatal, intrapartum and postnatal care; 4) safe abortion
care; 5) sexually transmitted infections (STIs) prevention and care; 6)
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human immunodeficiency virus (HIV) prevention and care; 7) violence
against women and girls prevention, support and care; and 8) harmful
traditional practices prevention [17]. In line with the global standards,
Uganda launched the national sexuality framework and also promotes
the Uganda Adolescent Health Policy Guidelines and Services Standards
which clearly highlight 1) Clinical Care for Sexual gender-based
violence; 2) Prenatal care and maternity care for pregnant adolescents;
3) HPV immunization; 4) HIV counseling and testing; 5) Breast
examination and information on cancer cervix; 6) Information and
counselling on health especially growth and development; 7)
Information on their rights and responsibilities; 8) Referral and follow
up [18, 19].

However, the Ugandan policy guideline excludes provision of key
reproductive health services which are vital for prevention of adolescent
pregnancy and mortality due to pregnancy related complications such as
family planning and post abortion care. The clinic and community based
SRH services have not addressed the needs of the adolescents in school
because both take place during the same working hours hence
inaccessible for adolescents in school [20]. This study therefore aimed
at removing barrier of access to services by providing SRH services
within the school premises and the effect of the school-based services on
improving utilization was evaluated [21, 22].

Methods and Materials

The Cluster Randomized Controlled Trial (CRCT) design was used to
conduct this evaluation research and took on the epistemological lens of
positivism so as to determine the effect of the school-based intervention
on service utilization objectively [23, 24]. The study was guided by the
Consolidated Standards of Reporting Trials (CONSORT) guidelines and
Clinical trial guidelines [25, 26].

The study was conducted in Hoima District located in western Uganda,
sample size was determined using Campbell and Walters method for
comparing differences in rates and or proportions between two groups
and determining the number of subjects per group for a two-sided
significance level [26]. A total of 1,182 adolescent girls aged 15-19 years
who were attending the 20 randomly selected secondary schools in
Hoima District were enrolled in the study randomly. The unit of
randomization was at cluster level. The 20 cluster (eligible schools) were
randomly allocated to either the intervention (10 schools) or the control
(10 schools) arms of the study at a ratio of 1:1. Formally consent was
sought from girls aged 18 years and above while parent consent and
assent was sought from the girls who were below 18 years.

The intervention package was provided for ten months in the 10
intervention clusters and included adolescent SRH education and
information; SRH medical care and referral. The intervention was based
on the Uganda national sexuality framework and SRH guidelines.

Data was collected using structured questionnaire which had an item
rated Content Validity Index of 86% and was also underwent face
validity by two experts [27, 28]. In addition, the questionnaire had a
Cronbach alpha of 0.807 which was considered to be good [26, 29].
Double blinding was done by concealing the type of SRH package from
participants and data collectors were not aware which intervention arm

Volume 1(2): 2-6



Effectiveness of School Based Health Clinics on Utilization of Sexual and Reproductive Health Services Among School Girls 3

each cluster belonged to. Participant flow is shown in (Figure 1) and data
was analyzed using SPSS Version 20 to generate descriptive and
inferential statistics.

CONSORT 2010 Flow Diagram

Enroliment

Assessed for eligibility
(n= 36 clusters, 1,992 individuals)

Excluded (n=16 clusters, 770
individuals):

+ Not meeting inclusion criteria (n=7 )
+ Declined to participate (n=9 )

\ 4

Randomized (n= 20 clusters, 1,182 individuals)

!

Allocated to intervention (n=10 clusters)

+ Received allocated intervention (n=10
clusters, 723 individuals, average cluster
size72)

+ Did not receive allocated intervention (n= 0)

Dropped out of the study (n=81, 11.2% drop
out rate):

 Lost to follow-up (n=9):
Changed school (n=50)
Got pregnant (n=16)
Absent due fo school fees (n=3)
Very sick (n=4)

|

Analysed (n=10 clusters, 641 individuals)

s Allocation v

v Follow-Up 3

Allocated to control (no intervention): (n=10

clusters)

« No intervention/control arm: (10 clusters,
459 individuals, average cluster size:45
individuals)

Dropped out of the study (n=111, 24.2%
drop out rate):

Lost to follow-up (n=7):
Changed school (n=50)

Got married (n=6)

Got pregnant (n=26)

Absent due to school fees (n=4)
Very sick (n=18)

Analysed (n=10 clusters, 347 individuals)

Figure 1: CONSORT 2010 Participant flow diagram.

Results

The entire study had a total of 1,182 participants, of these, 57.2% (676)
were aged 15-16 years, 39.5% (466) aged 17-18 years and 3.4% (40)
were aged 19 years and above. Majority 91.4% (1,080) of the
participants were Christians, 98.7% (1,167) of the participants were
Ugandans while 71.1% (840) were in the boarding section of the school.
Most of the participants were in senior three (55.7%) and senior two
(32.3%) classes. 93.2% (1,101) of the participants were in schools which
had both day and boarding sections as shown in (Table 1).

The study results in (Table 1) show that there was no statistical
difference in the demographic characteristics of the participants in the
intervention group compared to the participants in the control group. The
results there indicate that the demographics of all participants were
generally the same in both study groups which means that the
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randomization of the clusters was properly conducted. There was no
observed imbalance in the baseline variables in both the intervention
group and the control group, it is assumed that the outcome of the study
was due to the intervention [25, 30].

Utilization of SRH services was measured by the reported receipt of the
various services by the individual schoolgirls and this was considered as
follows:

i Receipt of few services: School girls who did not receive any
service or received three services or less were considered to
have received few or inadequate SRH services.

ii. Receipt of comprehensive services: School girls who received
more than three SRH services were considered to have received
comprehensive SRH services.
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Table 1: Summary statistics of key socio demographic characteristics of the participants at baseline.

Demographics Intervention Control 2 p-Value
N (%) N (%)
Age in years
15-16 425(58.7) 251(54.8) 2.047 0.359
17-18 277(38.3) 189(41.3)
19+ 22(3.0) 18(3.9)
Religion
Christian 669(92.4) 411(89.7) 2.528 0.112
Non-Christian 55(7.6) 47(10.3)
Father Occupation
Employed 162(22.4) 92(20.1) 4.850 0.303
Business 239(33.0) 137(29.9)
Farmer 204(28.2) 148(32.3)
Not Employed 16(2.2) 16(3.5)
Not Applicable 103(14.2) 65(14.2)
Mother Occupation
Employed 86(11.9) 50(10.9) 1.256 0.869
Business 294(40.6) 199(43.4)
Farmer 249(34.4) 154(33.6)
Not Employed 36(5.0) 19(4.1)
Not Applicable 59(8.1) 36(7.9)
Class
S.1 75(10.4) 57(12.4) 6.494 0.090
S.2 221(30.5) 160(34.9)
S.3 423(58.4) 235(51.3)
S5 5(0.7) 6(1.3)
School Type
Day Only 42(5.8) 36(7.9) 3.341 0.164
Boarding Only 3(0.4) 0(0.0)
Day and Boarding 679(93.8) 422(92.1)
Participant-Day Scholar Vs Boarding
Day Scholar 214(29.6) 128(27.9) 0.354 0.552
Boarding 510(70.4) 330(72.1)
Parent Marital Status
Married 389(53.7) 232(50.7) 4.160 0.245
cohabiting 106(14.6) 87(19.0)
Separated 175(24.2) 103 (22.5)
widowed 54(7.5) 36(7.9)

2 Comparison between Intervention and comparison groups

**Significant at 5% level. Data source: Primary data, 2019.

| Baseline

Findings in (Table 2) show that 61.4% (726/1,182) of the schoolgirls
reported to have received more than three SRH services during the six-
month period prior to the study. Most study participants received more
than three services in both the intervention and the control groups (59.6%
vs 40.4%). The proportion of schoolgirls that reported receiving more
than three services did not however statistically vary at baseline (y? =
2.056, p = 0.159). This means that there was no variation in the type of
services provided and access by the schoolgirls hence resulting in similar
levels of utilization of SRH services for the girls in both the intervention
and control groups. Therefore, the variations observed among the
schoolgirls in the intervention group at the end of the intervention are
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strongly attributed to the intervention (school based SRH services)
provided during the study.

11 End of Intervention

At the end of the intervention, 97% (958/988) reported to have received
more than three services within the period of the study. However, the
proportion of schoolgirls in the intervention arm who reported receiving
more than three services had increased from 59.6% at baseline to 65.4%
by the end of the intervention but respectively lowered from 40.4% to
34.6% in the control group. There was significant variation in the
proportion of schoolgirls who reported receiving more than three
services between the two groups (2 = 4.503, p < 0.001).
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Table 2: Utilization of School Based SRH services among schoolgirls aged 15-19 years.

School Based SRH services Intervention Control 2 P-Value?
N (%) N (%)
Baseline
SRH services utilized 6 months prior to the
study
0-3 services 291(63.8) 165(36.2) 2.056 0.159
More than 3 services 433(59.6) 293(40.4)
End-line
SRH services utilized during the study
0-3 services 14(46.7) 16(53.3) 4.503 0.039**
More than 3 services 627(65.4) 331(34.6)
2 Comparison between Intervention and comparison groups
**Significant at 5% level. Data source: Primary data, 2019.
Discussion Acknowledgements

The findings indicate that the utilization of SRH services was higher
(65.4%) among the girls who had access to School Based SRH services
compared 34.6% among the girls who had access to services within the
public/government health facilities. Findings differ slightly with a study
by Ntulume which indicated that the overall access and utilization of
SRH services among school adolescents was 73.3% with abstinence
drive (41%) as the most utilized services [16]. However, it is important
to note that in Ntulume’s study, abstinence education was the most
utilized service, yet utilization of services in this study is mainly focused
on individuals who received more than 3 services hence being
considered as having received comprehensive SRH services.

The findings of this study do not agree with two cross sectional studies
conducted in Nigeria and Ethiopia among school adolescents, the level
of utilization was found to be only 33.8% and 21.2% respectively among
adolescents who reported to have utilized at least one of reproductive
health services [31, 32]. The results of the Nigeria and Ethiopian studies
are lower than the findings in this study that show that the schoolgirls
who received only three or less services were 46.7% and 53.3% among
the girls within the intervention group and control group respectively.
This study did not focus on just receipt of one service but rather on how
comprehensive the services were for the participant and indeed found
that the proportion of girls who received three or less services was higher
(46.7% in intervention group and 53.3% in control group) than the
proportion (33.8% in Nigeria and 21.2% in Ethiopia) [31, 32]. This may
be attributed to methodology used in conducting the research as well as
the geographical access and availability of services within the free public
health facilities in Uganda.

Conclusion

Provision of school based SRH services greatly improves utilization
among schoolgirls aged 15-19 years. Further research in the actual SRH
services highly demanded for by the adolescent boys and girls would
enhance program design and implementation in a bid to address the SRH
needs of the adolescent.
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