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ABSTRACT

Adolescent-friendly health services (AFHS) are considered key to addressing the sexual and
reproductive health (SRH) of adolescents. Since 2009 Nepal has been integrating AFHS into its public
health facilities. Despite much attention, and attempts to scale up AFHS, utilisation remains
suboptimal. This thesis, therefore, aims to understand the factors contributing to adolescents’

utilisation of AFHS in Nepal.

Based on an interpretive research framework, a qualitative case study methodology was employed
to understand the utilisation of AFHS. Health service utilisation was assessed through record review
and via observations of health facilities, which results were compared with national standards
criteria. A social constructionist lens and principles of grounded theory guided my understanding of
adolescents’ experience and the factors associated with their accessing SRH services from AFHS; the
meaning of AFHS for adolescents; health care providers’ attitudes towards adolescents seeking SRH
services; and community perceptions and readiness to accept AFHS. A total of 16 interviews and six
focus group discussions with adolescents (n=49), nine interviews with health care providers, and 13

interviews with key informants were conducted. Thematic analysis was applied in the data analysis.

The findings showed that both socio-cultural and health facility factors influence utilisation of SRH
services. Many of these factors stem from the moral framework encapsulated in socio-cultural
norms and values related to the sexual health of adolescents, and health care providers’ poor value
clarification. For example, health care providers had taken on a policing role in prescribing
adolescents’ conformity. In describing their ideal AFHS setting, adolescents spoke about maintaining
privacy and confidentiality, and dignified SRH services. In stark comparison, the overriding

community perception was to ascribe abstinence-only education from these health facilities.

This study provides an empirical understanding of the reasons and factors associated with SRH
service utilisation, which goes much deeper than program provision of AFHS in Nepal. The
recommendations offered can potentially strengthen policy, program and services to improve AFHS,
together with creating an enabling and supportive environment for adolescents to access SRH

services.
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CHAPTER 1: INTRODUCTION

Rita, aged 17, was the mother of a three-month-old when | met her at one of the health
facilities. She had come to the facility for the baby’s vaccination and family planning service.
| met her for an interview after her consultation with the health care provider. As | started
my conversation by asking her to reflect on how her consultation went with the health care
provider, she burst into tears. | held her baby to give her an opportunity to collect herself.
With tears and in a quavering voice, she told me that the health care provider had shouted
at her for missing her previous appointment. This happened in front of other patients in the
same room. She felt embarrassed and her loss of self-esteem was such that she could not
discuss her family planning options with the provider that day. She did not want to go back
to see the provider now, and furthermore, she did not want to come to the health facility

again.

The health facility that Rita visited is supposed to be an adolescent-friendly one. She is an adolescent
mother who made the effort to come to the health facility but from her account, she was treated in
an unfriendly way which resulted in her negative impression of the services. Rita’s situation raises a
lot of questions. What does an adolescent-friendly health services mean to the targeted user? What
does adolescent-friendly mean from the point of view of those providing the health services? What
would assist adolescents like Rita to resume using these facilities? These are some of the questions

that this study will address.

In Nepali society, health care providers are people who have earned the community’s respect and
who are often highly regarded in the social hierarchy. Their social position is likely to create gaps
between the service seekers and providers, especially in a society where even today there a caste
system also prevails (see chapter 2, section 2.3). This study aims to gain an understanding of the
complex, intertwined relationships between individual, family, community, society, health care
provider and adolescent-friendly health facility, and how their interactions affect the outcomes for

service utilisation among adolescents.

The encounter with Rita during this research was a timely reminder of the need for research in this
area. It took me back to the time | was working with CARE NEPAL in the Reproductive Health for
Married Adolescent Couple Program. In that program, | encountered married female and male
adolescents on a daily basis. These adolescents were generally out of school and confined to their
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household and family chores. Many of them had had children by the age of 15-16 years. These
adolescents used to visit the project health promotion activities with their babies, and female
adolescents were mostly escorted by their husbands or mothers-in-law. During these meetings,
these adolescents were too shy to speak for fear of being labelled by talking about contraceptives,
which is a sensitive topic of conversation in the presence of others. It took two years for the project,
and multiple health promotion interventions in support of local counsellors, to motivate and initiate
such young adolescent mothers and youths to use contraceptives. There were also interventions
among health care providers of the district to make health services friendly so that young people
would seek SRH services. Some of these adolescents later became advocates in campaigns against
child marriage. | continued working in adolescent health with the German Agency for International
Cooperation (GIZ) to make an impact at a policy level. One of my contributions was towards
designing Nepal’s national adolescent health program and establishing adolescent-friendly health
services in public health facilities. The adolescent-friendly approach and its preliminary results were
highly appreciated by government and national and international organisations working in Nepal
and resulted in increased funding for this approach. The plan to scale-up adolescent-friendly health
services in at least a quarter of all public health facilities in the country was also included in the
Nepal National Health Sector Program Implementation Plan Il (NHSP-IP 2) 2010-2015. Consequently,
beginning in 2010, with the support of UN agencies and government and non-government
organisations the program was scaled up nationwide. In one way, | was happy that more than 1,000
health facilities adopted the adolescent-friendly health service approach, but equally concerned
about the low utilisation rate of services among adolescents. | was intrigued as to why there wasn’t
a significant increase in the number of adolescents visiting these adolescent-friendly health services.
My concern grew, and | wanted to find out more about the (under)utilisation of these health services

targeted to adolescents. This was what drove me to start my PhD journey in 2015.

My attempt in this thesis is to understand the factors that affect adolescents’ utilisation of sexual
and reproductive health services from adolescent-friendly health services. | have explored the
problem from various perspectives, including that of adolescents, stakeholders, key leaders, health
care practitioners (HCPs), and peers, using a social constructionist epistemology. As a manager
passionate about finding solutions to problem and issues, | have also taken a pragmatic approach

and, therefore, | conclude this thesis with practical solutions for the issues identified.



In this chapter, | have structured my writing by giving a brief overview of who adolescents are, the
importance of sexual and reproductive health for adolescents, and a short history and concept of
adolescent-friendly health services. | then present the significance of this research and its aims,
objectives and the research questions that this study addresses. This chapter concludes with an

outline of the organisation of the thesis.

1.1 Adolescents

Adolescence is a unique period of physical, psychological, emotional and social maturation from
childhood to adulthood (Blakemore, Burnett, & Dahl, 2010; Sawyer et al., 2012; Viner et al., 2012).,
The World Health Organization (WHO) defines adolescence as the life stage between the ages of 10-
19 years, youth as 15-24 years and young people as 10-24 years of age (World Health Organization

[WHO], 1997). Often, young people, youth and young adults are synonyms used for adolescents.

The concept of adolescence varies with social and cultural differences and is often determined by
adoptions of adult roles and responsibilities including employment and financial independence as
well as the formation of life partnership (Patton et al., 2016). In many developing countries children
aged 12-13 years may work full-time, whereas in developed countries adolescence is seen as a
developmental stage leading to independence from the family (Gowers, 2005). Girls in developing
countries often move from childhood to adulthood immediately after menarche and are assumed
to be ready for marriage (Caldwell, Caldwell, Caldwell, & Pieris, 1998). Child marriage (marriage
before the age of 18 years) for girls is still practised in a few South Asian countries like India, Nepal,
Bangladesh and Pakistan (Barr, 2015; Bhat, Sen, & Pradhan, 2005; Maharjan, Karki, Shakya, & Aryal,
2012; Sharma et al., 2015). In Nepal, the legal age for marriage is 20 years for both men and women
(Nepal Law Commission, 2006), in India and Bangladesh is 21 years for men and 18 years for women
(Government of India, 2007; Government of the People's Republic of Bangladesh, 2017) and in
Pakistan is 18 years for men and 16 years for women (Center for Reproductive Rights, 2018) .
Marriage before this mentioned aged in respective countries are considered illegal except in
Bangladesh where marriage before the legal age is permited in special condition where
parents/guardian and court agrees in the best interest of girl and boy (Government of the People's

Republic of Bangladesh, 2017) .



While the government of Nepal has adopted the WHO's definition of an adolescent (i.e. aged
between 10 and 19 years) (Ministry of Health Nepal [MoHN], 2000)?, there is limited information in
Nepal about adolescence, and how people relate to it. Based on this definition, Nepal’s adolescent
population is one quarter (24.2%) of the total population (Central Bureau of Statistics [CBS], 2012).
However, traditional views of the concept of adolescence vary. In Nepalese society, especially
among Brahmins (one of the higher castes), the Hindu thread ceremony for boys between the ages
of 8-12 years is the sign of maturation and transition to adulthood (Penkower & Pintchman, 2014).
For girls, menarche is considered a sign of maturation, and many Nepalese believe that with the first
menstruation a girl is ready for marriage. Moreover, her family would be interested in having her
married as early possible to avoid any risk of her engaging in premarital sexual relationships (Human
Rights Watch, 2016). The median age at marriage in Nepal recorded in 2016 was 17.9 years for
women and 21.6 years for men (MoH Nepal, New ERA, & ICF, 2017). These ages represent a slow
rise over the last 15 years; in 2001 the median age at marriage was 16.6 for women and 19.7 for
men (MoH Nepal, New ERA, & ORC Macro, 2002). This means the period between puberty and
marriage has increased and is likely one of several factors accounting for more sexually active
unmarried adolescents (Patton & Sawyer, 2015). These changes have consequences for the sexual
and reproductive health of adolescents, such as the risk of unintended pregnancies, sexually

transmitted infections (STI), and HIV (Patton & Sawyer, 2015).

1.2 Importance of sexual and reproductive health of adolescents

Twenty-five years ago, the International Conference on Population and Development (ICPD), held
in Cairo, Egypt, recognised reproductive health and associated rights as a key agenda for population
and development programs (United Nations [UN], 1995). Reproductive health is defined as “a state
of complete physical, mental and social well-being and not merely the absence of disease or
infirmity, in all matters relating to the reproductive system and its functions and processes” (UN,
1995, p. 40). Reproductive health care is defined as "the constellation of methods, techniques and

services that contribute to reproductive health and well-being by preventing and solving

! The government of Nepal in last decade has experienced political instability, thus the ruling party
government has changed the Ministry of Health’s function sometimes with population component and
sometimes only with health. Hence, the name of this ministry has been changed as the Ministry of
Health or the Ministry of Health and Population frequently. Therefore, either one name or the other
has been used in different documents. In this thesis both the names have been referred as per their
published names in different documents.
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reproductive health problems” (UN, 1995, p. 40). The ICPD specifically recognised the reproductive
health needs of adolescents, including the issues of teenage pregnancy and its consequences for the
education, economic and social status of women, and sexually transmitted infections including
HIV/AIDS (UN, 1995, pp. 40-51). To address the needs of adolescents, the ICPD urged that
government and non-governmental organisations establish a range of programs including the
provision of family-planning information, counselling and support during pregnancy and early
childcare, and information and counselling about sexuality and peer education (UN, 1995, pp. 40-
51). Sexual health was also recognized as a vital part to reproductive health at the ICPD in 1994 (UN,
1995). WHO (2006 a) defines sexual health as “a state of physical, emotional, mental and social well-
being in relation to sexuality; it is not merely the absence of disease, dysfunction or infirmity. Sexual
health requires a positive and respectful approach to sexuality and sexual relationships, as well as
the possibility of having pleasurable and safe sexual experiences, free of coercion, discrimination
and violence. For sexual health to be attained and maintained, the sexual rights of all persons must
be respected, protected and fulfilled”. The term sexual and reproductive health (SRH) provides a
broader explanation of human sexuality and associated reproductive health outcomes such as
unintended pregnancies, unsafe abortions, maternal and child mortality and morbidity, HIV and STI,

and gender-based violence.

Twenty years on from the ICPD’s recommendations, many women and adolescents in developing
countries still had unintended pregnancies, which increase the health risks of women and children.
The WHO has estimated that every year approximately 16 million girls aged 15-19 years and one
million under 15 years give birth, with the majority coming from low and middle-income countries
(WHO, 2014). Of these adolescent females giving birth, 70,000 in developing countries die annually
due to complications of pregnancy and childbirth (United Nations Population Fund [UNFPA], 2013),
a figure which puts adolescent reproductive health on the agenda as a global socio-cultural,

socioeconomic and political issue (Chandra-Mouli et al., 2015b; WHO, 2015).

The importance of adolescent reproductive health has been highlighted on the international health
agenda. Additionally, the SRH of adolescents has been widely recognized to be interlinked within
complex socio-cultural and structural contexts such as family, education, wealth, social
environment, etc., that often influence how adolescents view their SRH and their SRH outcomes
(Marston & King, 2006; Shneyderman & Schwartz, 2013; Viner et al., 2012). Several challenges for
adolescent reproductive health are faced in Nepal. First, Nepal is a low-income, developing country
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with limited resources and enormous needs in its health sector; minimal priority, therefore, is given
to adolescent reproductive health (MoHN, PMNCH, WHO, World Bank, & Alliance for Health Policy
and Systems Research, 2014). The limited financial resources available to the health sector and the
wider community impact the ability of individuals to purchase contraceptives and seek health
provisions (Regmi, Simkhada, & Van Teijlingen, 2008). Nepal is a patriarchal society with a high
degree of gender inequality causing women and girls to experience lack of power and autonomy in
accessing information, education, property and decision-making about their health care (Acharya,
Bell, Simkhada, van Teijlingen, & Regmi, 2010). In consequence, harmful social practices like early
marriage and childbirth, domestic and sexual violence and trafficking of women persist (Nanda,

Verma, & Abrahamson, 2012; Samuels & Ghimire, 2013; UN, 2013).

Notwithstanding such a challenging context, Nepal, as one of the signatories to the International
Conference on Population and Development (1994), has implemented multiple programs focusing
on adolescent health and the promotion of contraceptive use among adolescents. These programs
aimed to not only prevent unwanted pregnancies but also to reduce the prevalence of HIV and other
sexually transmitted infections. One such program was the introduction of adolescent-friendly
health services (AFHS), which is the focus of this thesis. The WHO has defined adolescent-friendly
health services as “an approach which brings together the qualitites that young people demand,
with the high standards that have to be achieved in the best public services” (MclIntyre, 2002). While
this program was introduced to increase accessibility and utilisation of adolescent health and
counselling services for adolescents in a friendly environment (MoH Nepal, 2011b), SRH service
utilisation by adolescents, as indicated by service data, has remained minimal. The focus of this
thesis is on identifying factors associated with poor utilisation of SRH services from AFHS and

further, exploring the influence of underlying socio-cultural constructs on those factors.
In the next section, the history and concept of adolescent-friendly health services is discussed.

1.3 Adolescent-friendly health services: history and concept

In 1994 the ICPD, as mentioned earlier, laid out a globally accepted plan of action (ICPD-POA) that
put the priority on sexual and reproductive health and rights especially in relation to adolescents
and young people. It called for "meeting the educational and service needs of adolescents to enable
them to deal in a positive and responsible way with their sexuality". The conference also highlighted

the need for sexual and reproductive health services to be accessible through primary health care
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systems to all appropriate ages, including adolescents, at the earliest possible time and not later

than the year 2015 (UN, 1995).

Five years after the 1994 Cairo conference, a review of the Sexual and Reproductive Health Plan of
Action (UN, 1999), highlighted the investment in adolescents as prudent not only for their well-
being, but also for the future well-being of Nepal. The WHO redesigned existing services, and
advocated that they be accessible, acceptable, and appropriate for adolescents, rather than setting
up new service delivery points exclusively for adolescents where health facilities and health service
providers would be expected to provide services to young people without discrimination by gender,
ethnicity, religion, disability or social status (Mclntyre, 2002; WHO, 2012). A further systematic
review of 16 developing countries was conducted by the WHO to evaluate the contribution of health
services to preventing HIV transmission among adolescents and youth, and which recommended

the following three possible changes to health services (Dick et al., 2006).

1. First, health workers must receive specialised training to cater to the unique needs of
adolescents and youth, especially communication and counselling skills to provide services
in a supportive and friendly manner.

2. Second, the physical attributes of the health centre and service structure should promote
confidentiality and privacy, be welcoming, of good quality and acceptable to adolescents
and youth, and must be offered at subsidised rates or free of cost.

3. Third, the community must be engaged and given the capacity to conduct social
mobilisation interventions that inform adolescents and youth about the services available

to them (Dick et al., 2006).

In the Asian countries of Nepal, India, Bangladesh, Sri Lanka, Maldives, Bhutan, Thailand and
Indonesia, beginning in 2000, national strategies on adolescent health were developed and
programs initiated to address the sexual and reproductive health of adolescents (WHO, 2008). Some
countries such as Thailand, India, Bangladesh, Sri Lanka and Indonesia focused on making health
facilities adolescent-friendly through government health facilities and NGOs operating locally. In
Nepal and Maldives the focus was on peer education to increase awareness about sexual and
reproductive health among young people and community mobilisation activities through NGOs to

inform community gatekeepers about adolescent health needs (WHO, 2008).



Along with the concept of AFHS, certain essential characteristics of health facilities that make

programs effective were also defined (Engender Health, 2002; Senderowitz, 1999; UNFPA & Save

the Children USA, 2009; WHO, 2012; WHO, 1999), as follows:

Provider characteristics

health facilities should have appropriately trained health service providers who can address
the specific biological, psychological and health needs of adolescents;

health service providers should be non-judgemental and provide services in a friendly
manner;

the privacy and confidentiality of adolescent clients should be maintained; and

adequate time should be allowed for client and provider interaction.

Health facility characteristics

health services should be readily accessible to adolescents and be located in convenient
locations;

facilities should have flexible opening times for adolescents;

structures should ensure adequate space and sufficient privacy;

services should be provided at a reasonable cost or free of charge; and

health facility environments should be appealing, appropriate, clean and comfortable for

adolescents.

Program characteristics

adolescents should be actively involved in designing, assessing and providing health services
by having the opportunity to share their experiences of seeking health services and express
their need and preferences. They should participate in certain appropriate aspects of health
service provision.

a wide range of SRH services should be offered, including counselling about sexual and
reproductive health, family planning, treatment of sexually transmitted infections,

antenatal care, birth and postnatal care, and HIV counselling and testing.

Thus, adolescent-friendly health services should aim to improve the arrangement, provision and

quality of sexual and reproductive health services so that they are attractive to and used by young

people (Mclntyre, 2002; WHO, 2012). Several studies worldwide have shown that the
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implementation of adolescent-friendly standards improved satisfaction among adolescents and the
performance of health facilities (Dickson, Ashton, & Smith, 2007; Larke et al., 2010; Sanci et al.,
2000; Yadav, Mehta, Pandey, & Adhikari, 2009). A study conducted in India showed that more than
80% of adolescents visiting adolescent-friendly health facilities there were satisfied with such
facilities, owing to reduced waiting times, more suitable clinic hours and easily accessible health

workers (Yadav et al., 2009).

Despite the positive feedback that AFHS have received in several countries, in Nepal AFHS has not
brought significant change in the utilisation of SRH services by adolescents. The Nepal Demographic
and Health Survey (NDHS) 2016 showed that 34.9% of married adolescents had unmet family
planning needs, with 16.7% of married female adolescents already mothers or pregnant with their
first child (MoH Nepal et al., 2017). Thus, there is a need to understand why utilisation rates are low

so that measures to improve SRH service uptake among adolescents can be implemented.

1.4 Significance of this Research

Adolescent-friendly health services are considered a key strategy for improving access to SRH
services for adolescents. In Nepal, adolescent-friendly health services were implemented over nine
years (2009 — 2017) and scaled up in 1,134 out of total 4,000 public health facilities. These health
facilities aimed to provide a friendly environment and conditions in which adolescents could
comfortably and easily access friendly health services (MoH Nepal, 2011b). During this period, GIZ
conducted adolescent-friendly health services baseline and final evaluations in 2011 and 2014,
respectively (Teijlingen, Simkhada, & Acharya, 2012). These surveys were conducted among 2970
adolescents in four districts where adolescent-friendly health services were implemented by both
government and GIZ. Both the baseline and end-line surveys covered 18 intervention and 12 control
sites (Teijlingen et al., 2012). The survey findings revealed a significant increase in awareness and
knowledge about adolescent-friendly health services among young people (Neupane, Pradhananga,
Suwal, & Neupane, 2014). However, the number of young people visiting the health facility to seek
services such as family planning and counselling did not change (Neupane et al., 2014). The detailed
findings of this study will be discussed in Chapter 2, section 2.7.2. Another major study of
adolescent-friendly health services by UNFPA in 2015, in 72 health facilities with AFHS in 12 districts
of Nepal identified supply constraints affecting the quality of adolescent-friendly health services and
barriers to service utilisation. That study found that 80% of participating adolescents had never

visited the health facilities and, in contrast to the findings from GIZ evaluations, that none of the
9



participating adolescents, either male or female, knew about the AFHS (Kennedy, Tamang, Dhungel,
Giri, & Shrestha, 2015). Despite the evidence that service utilisation had not improved, the scaling
up of AFHS continued in Nepal, by government and with the support of external development
partners (Save the Children, UNFPA, UNICEF, IPAS, ADRA Nepal, MSI) (MoHN, 2018). This continuous
scaling-up of services that are underutilised could be perceived as a waste of resources for a country
whose needs across the entire health sector are already enormous. Moreover, the long-run
sustainability of the poorly utilised AFHS program is questionable. To date, none of the surveys
undertaken have adequately explored the reasons for the underutilisation of these services. Several
qualitative and mixed methods studies in Nepal, such as the recent UNFPA (2015) study (Kennedy
et al., 2015), have only listed barriers encountered by unmarried adolescents in accessing sexual
and reproductive health services, with none underlining any deeper understanding of individual
barriers and their interaction with other factors. The available studies show a key barrier for
adolescents accessing sexual and reproductive health services to be the judgmental and unfriendly
behaviour of health workers (Kennedy et al., 2015; Regmi et al., 2008; Regmi, van Teijlingen,
Simkhada, & Acharya, 2010b). Adolescents report that service providers treat them rudely or deny
them services; further, they cited a lack of privacy and confidentiality in the health facilities and
embarrassment about seeking the health services (Kennedy et al., 2015; Regmi et al., 2010b). Both
Regmi et al. (2008) and Kennedy et al. (2015) suggested that health care providers may have neither
the counselling and communication skills nor the adequate training necessary to deal with
adolescents, which could account for poor perceptions of privacy and confidentiality. Further,
Kennedy et al. (2015) emphasised the poor infrastructure of health facilities as a major aspect of
poor privacy and confidentiality. That research did not, however, explore health care providers’
attitudes towards providing SRH services to adolescents which may have resulted in the lack of
privacy and confidentiality, instead focusing on service side challenges in providing SRH services.
Also, the study’s aim in interviewing adolescents was to explore their satisfaction with the AFHS and
free-list the problems. Other issues nominated by adolescents were inconvenient opening hours of
the health facilities which are the same hours as school, so adolescents were afraid of missing school

because of needing to visit the clinics (Kennedy et al., 2015; Regmi, 2009).

While these barriers identified in the studies mentioned above give some indication of what hinders
adolescents in utilising AFHS, adequate in-depth insight into the problem was not gained — only

those factors that are easily observed were recorded. In this study, a more in-depth exploration is
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made of root level causes which construct, shape and enable these surface-level manifestations. A
deeper understanding of the issues surrounding young people’s sexual and reproductive health
service utilisation from adolescent-friendly health services would provide clarity about what should
be done so that young people utilise adolescent-friendly health services. Therefore, this research
aims to explore in depth the problems and challenges young people face in accessing sexual and
reproductive health services in Nepal. In addition, the research looks at what health care providers
think about delivering SRH services to adolescents to understand how their practices and attitudes
might influence adolescents’ decisions about SRH service utilisation. The information gathered will
help to address the sexual and reproductive health challenges of young people in Nepal, and inform
policymakers and planners, helping them to make relevant changes to the country’s current

adolescent-friendly health program.

1.5 Aim, objectives and research questions

This thesis aims to understand the factors contributing to the utilisation of adolescent-friendly

health services in Nepal.

Research objectives
To achieve the aim of the thesis, the specific research objectives are to:

e Assess the level of utilisation of adolescent-friendly health services by young people in Nepal
and the level of compliance of adolescent-friendly health services with the national
standards;

e Understand the perceptions and attitudes of health care providers in delivering sexual and
reproductive health services to adolescents at adolescent-friendly health services;

e Explore the practices of health care providers in their delivery of sexual and reproductive
health services to adolescents;

e Explore the perceptions and attitudes of adolescents toward adolescent-friendly health
services; and

e Explore community/stakeholder perceptions and attitudes towards Nepal’s adolescent-

friendly health program.
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Research questions

There were seven key research questions posed by this study:

1. What is the current utilisation of sexual and reproductive health services by adolescents in
adolescent-friendly health services?

2. To what extent do adolescent-friendly health services in Nepal comply with national
standards?

3. What are the perceptions, attitudes and experiences of health care providers regarding
the provision of sexual and reproductive health services to adolescents?

4. What are the adolescents’ perceptions and experiences of the SRH services they received?

5. What does an adolescent-friendly health services mean for adolescents?

6. What are adolescents’ experiences and challenges in accessing sexual and reproductive
health services from adolescent-friendly health services?

7. What are the perceptions of community members (decision makers/gate keepers) of
adolescent-friendly health services? Do they accept and support the adolescent-friendly

health program?

1.6 Organisation of the thesis

This thesis has eight chapters. In this first chapter, | have provided a brief overview of the thesis and
significance of the research, specifying the aim of the research, its objectives and research

questions. | have also included some of my professional experience which has shaped the study.

In chapter 2, to set the context for the research, | give a background to Nepal, describing the
country’s relevant geographic, demographic, and political situation, its health status and health
programs, and the adolescent health program. This chapter helps the reader to contextualise the
findings. In this chapter, | argue that despite several challenges in the health sector, the country has
made a significant attempt to address adolescents’ sexual and reproductive health needs through

adolescent-friendly health facilities — which are not, however, being utilised as they should be.

In chapter 3, | take a historical look at the development and importance of adolescent sexual and
reproductive health in South Asia and in the global context. The determinants of sexual and
reproductive health service utilisation by adolescents are reviewed and the issues within health

system that impact sexual and reproductive health service utilisation are presented. | conclude the
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chapter by discussing the socio-cultural factors relating to adolescent access to sexual and

reproductive health services.

In chapter 4, | discuss the theoretical and methodological framework adopted in the study. Based
on interpretive approach, this research is informed by social constructionist epistemology and
pragmatism. The research methods, including data collection and data analysis, that | have

employed are set out.

Chapters 5-7 contain my findings which | discuss in relation to the relevant literature. Chapter 5
addresses my first research objective, which is to assess the level of utilisation of adolescent-friendly
health services by young people and the compliance with Nepalese national standards. This chapter
uses health service audit information and observation of the health facilities. In this chapter, | also
present three adolescent-friendly health services whose performance is categorised as good,
medium and poor to provide an overview of adolescent-friendly health services in Nepal. For each
of these | detail the physical settings, staff characteristics and competencies, available services,
resources, health care providers’ characteristics, and service utilisation information for each health
facility. These three case studies of health facilities will enable the reader to better contextualise
the findings presented in chapters 6 and 7. Chapter 5 concludes with my own reflections on these

three health facilities.

In Chapter 6, titled “Barriers to accessing sexual and reproductive health services from adolescent-
friendly health services,” | address my study objectives 2, 3, 5 and partly objective 4. | present the
perspectives of both adolescents and health care providers of the barriers and challenges, focusing
on the perceptions and attitudes of health care providers delivering sexual and reproductive health
services, the experiences of adolescents accessing these services, and community stakeholders’

perceptions of adolescents and adolescent-friendly health program.

In Chapter 7, titled “Meaning of Adolescent-Friendly Health Services’ | address the study’s fourth
objective, presenting findings from interviews with adolescents and focus group discussions of what
adolescent-friendly health services mean to them. The findings presented draw not only on

interview transcripts but also on drawings made by adolescents during the focus group sessions.

| discuss my findings in the light of relevant literature as well as their meaning in Chapter 8. | frame

my discussions within the WHQO's quality of care framework for adolescent-friendly health services.
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| also place and discuss my findings within gender and moral frameworks. The chapter concludes
with the strengths and limitations of the research and, finally, | discuss the implications of my
research findings in the form of recommendations. Since the subject of this study is adolescent-
friendly health services, which are predominantly for the purpose of promoting adolescent sexual
and reproductive health, | have used the Ottawa Charter for Health Promotion’s (WHO, 1986) action

areas to frame both short- and longer-term recommendations.

14



CHAPTER 2: BACKGROUND AND CONTEXT OF NEPAL

This chapter provides the background and context for my study with an overview of Nepal’s
geography, demography, socio-cultural diversity, political and economic history, its health care
delivery system, and the sexual and reproductive health status of adolescents and related policies
and programs. To understand the issues around access to sexual and reproductive health services
in the low-resource setting of Nepal, some knowledge of both the country’s circumstances and its
health programs is important. The information given in this chapter is based on a review of the
literature and policy documents as well as on my own work experience of over 18 years in Nepal’s

health sector.

2.1 Geographical setting

Nepal is a small, land-locked country in South Asia situated between two large and populous
countries — India and China. The country is spread over 147,181 square kilometres of mostly
mountainous terrain divided into three diverse geographical regions: mountains (Himal), hills
(Pahad) and plains (Terai). The mountains region holds eight of the ten highest mountains in the
world and borders China in the north. The hills region, in the centre, also has mountains ranging
from 800 to 4000 metres high. Hills occupy around 64% of the total area of Nepal. The plains, or
Terai, are as low as 59 meters above sea level and provide Nepal’s fertile land bordering India in the
south. Due to the rough terrain, there is only 65,500 km of both strategic and local road network,
representing 0.44 kilometre per square kilometre of land but which is expected to rise to five
kilometre per square kilometre by the end of Sustainable Development Goals (SDG) targets set by
Nepal National Planning Commission by 2030 (National Planning Comission, 2015). The state of the
available road network is mostly moderate during normal climatic conditions but is non-functional
during the rainy season (World Bank, 2013). As a result, logistic supply to health facilities and

people’s access to them are challenged by commute times over long and exhausting distances.

Nepal’s geographical location makes it highly vulnerable to climate change and natural disasters like
floods, landslides and droughts, which regularly result loss of lives and damage to property and
infrastructure (UN, 2018). Nepal is also vulnerable to earthquakes, especially around the capital city
Kathmandu because of its position between two major tectonic plates, the Indian plate and the
Eurasian plate (Amos, 2015). Historically in Nepal, there has been dangerous seismic activity every

70 to 100 years (UN, 2018). The latest major earthquake, in April 2015, killed nearly 9,000 people
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(DRS, 2015) and injured 22,000 in Kathmandu and surrounding districts, and caused extensive

damage to buildings, including health centres.

Five development regions, Eastern, Central, Western, Mid-western and Far-western regions, 14
administrative zones, and 75 districts were created in Nepal between 1972 and 2015.2 With the new
Constitution of Nepal in 2015 the federal government established seven federal provinces to replace
the previous development regions. The federal provinces are named numerically, with only a few
having had their names decided. At the time of writing this thesis, Province 4 has been named
Gandaki Pradesh; Province 6 has been named Karnali Pradesh, and Province 7 has been named

Sudurpashchim Pradesh. Figure 2.1 shows the geographic division of the provinces of Nepal.

Figure 2. 1 Map of Nepal

Province No. 7

Province No. 6

Province No. 4

Source: Ministry of Foreign Affairs and Local Development website

2 Then ruling King Birendra divided Nepal into four development regions in 1972. In 1982 he added the Mid-
western region to fill the balanced or proportionate development gap between different parts of nation.
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2.2 Political overview

Nepal has been through turbulent political and social movements. In 1769 Prithvi Narayan Shah
united what were small kingdoms to form a greater Nepal. Since then, and until 1990, Nepal was an
absolute monarchy. In 1990, a people’s movement led by major political forces in the country,
namely Nepali Congress and the United Left Front, led to the establishment of democracy in Nepal.
The Constitution of the Kingdom of Nepal 1990 was then promulgated with the provision of
multiparty democracy together with constitutional monarchy (Baral, 1994). The King was declared
the symbol of unity of the Nepalese people among multi-religious, multi-ethnic and multi-lingual
groups (Srivastava & Sharma, 2010). According to Sharma (2009), this constitution raised high
expectations, particularly among marginalised populations in Nepal. Despite the new constitution,
and the genuine economic growth and political progress delivered over the next three to four years,
corruption spread massively (Dahal, 2017). There was little of the change promised by political
parties in the political, societal and socio-economic conditions of excluded groups (Aryal, 2016;
Sharma, 2009). From 1996-2006 another People’s War was initiated by Maoists, who waged armed
revolution against the constitutional monarchy, social and political inequalities, and the disparities
and discrimination between caste and ethnicity (Srivastava & Sharma, 2010). During this ten-year
civil war about 13,000 people died and an estimated 20,000 (one percent of the total population)
were displaced (USAID, 2007). Over 1,000 health facilities in rural areas were destroyed (Mukhida,
2006), a dozen health care providers were killed, and many more left their posts to escape
harassment, kidnapping, threats and persecutions by both the security forces and Maoists (Collins,
2006; Mukhida, 2006). The conflict also slowed down the development activities, especially in rural
areas, that had been implemented by government and NGOs; primary health care services were
affected by lack of medical supplies and the unwillingness of health professionals to go to remote
locations (Upreti, 2006). Further, Upreti (2006) reported that the national security budget invariably
increased during this time while resource allocations for basic social services such as health,

education and drinking water significantly decreased.

The war ended in November 2006 when Maoists and the government of Nepal signed a
comprehensive peace agreement. The interim constitution was formed in 2007 and in April 2008
Nepal held its first constituent assembly election in which Maoists won the majority of votes. At the
first meeting of the new constituent assembly in May 2008, Nepal was declared a “Federal

Democratic Republic” which formally abolished the monarchy. The first constituent assembly could
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not, however, finalise the constitution; following its dissolution, the second constituent assembly of
November 2013 committed to drafting a new Constitution of Nepal (Dahal, 2017), which drew a line
of federalism and established a multi-level political system in Nepal in September 2015 (Constitution

Drafting Committee, 2015).

The new constitution restructured Nepal with three levels of government: a federal level, seven
provinces and 753 local government (Acharya, 2018) shifting executive power to local and provincial
level (Thapa, Bam, Tiwari, Sinha, & Dahal, 2018). While, the shifting of power to this decentralised
level is aimed at local resource usage through participatory bottom-up planning, increased
accountability and reduced bureaucracy in decision making, these arrangements also have several
implications for Nepal’s health delivery system in the transition period. Thapa et al. (2018) in their
article noted that the number of sanctioned positions at the federal level has been downsized before
the provincial health structure are fully functional and responsible and this has increased the
workload of the health staffs at provinces. Similarly, the health care providers (paramedics) at the
primary health care level were primarily trained to offer health care services and therefore, lack
skills on management and procurement of medical supplies which might impact the quality of health
service delivery (Thapa et al., 2018). However, it is worth noting that Nepal is under transition and

hence, there is lack of evidences of the implication of the new federal structure.

2.3 Demography and socio-cultural overview

According to the National Population and Housing Census 2011, Nepal is home to 26.6 million
people and has an annual growth rate of 1.3 percentage points. Adolescents aged 10-19 years
constitute a quarter (24.2%) of the total population of Nepal with almost equal numbers of males
and females (CBS, 2012). UNFPA (2014) reports that for young people in countries with such a high
proportion of adolescent population, life chances are poor, and especially so when a country has
development challenges. For example, there tends to be a large unmet need for family planning,
and young people are more vulnerable to sexually transmitted infections, HIV and gender

discrimination.

Until 2006 Nepal was officially the only Hindu country in the world; following the People’s
Movement it was designated as a secular country. There are 126 castes/ethnic groups in the country
(CBS, 2012). Officially there are ten religions in Nepal with the majority of people being Hindus
(81.3%), followed by Buddhist (9%), Muslims (4.4%), Kirats (3.1%), Christians (1.4%), and other
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minorities — Prakriti, Bon, Jains, Bahai and Sikhism (CBS, 2012). Pragmatically, however, Hindu
culture still predominates, and Nepalese society follows its patriarchal value system. The national
code or Muluki Ain of 1854 promulgated the caste system; influenced by Hinduism, it is a major
determinant of social stratification based on identity, social status and life chances (Bennett, Dahal,
& Govindasamy, 2008). Based on the caste system, Brahmins, the priests, and Kshatriya, the
warriors, occupy the higher castes; Vaisya, or traders, form the second category; and Dalit, or
“untouchables”, fall within the most marginalised and disadvantaged groups (Bennett et al., 2008).
This system also guides the hierarchy of people in society and prescribes norms for inter-caste
relations and behaviours, sexual relations, touchability/untouchability, purity/impurity rituals, and

temporary personal impurity traditions during menstruation, childbirth and mourning.

Although caste-based discrimination is now punishable according to the country’s constitution, at a
practical level, it is still a central feature of life and social interaction among Nepalis (Lagerberg,
2017). Practices that are detrimental to the health of the population include, for example,
discrimination by higher caste health workers against lower caste patients, or vice versa. Daniel,
Hasham, Lanning, Shintani, and Yadav (2012) conducted ethnographic research using a participatory
approach among 209 participants from a Dalit community in Nepal’s Terai region and noted that
Dalit participants often face discriminatory practices like the denial of services and referrals, and

disrespectful treatment.

Together with labelling by caste/ethnicity in Nepal, more than 123 languages are spoken by the
ethnic and indigenous communities (CBS, 2012). The official language Nepali (also called Khas,
Gorkhali or Parbatiya) is spoken by 44.6% of the total population and is the connecting language for
people with different languages in the country (CBS, 2012). Some ethnic groups, however, live in
isolation with minimal or no interaction with larger mixed communities where Nepali is often
spoken. In those contexts, language is often a barrier to communication between health service
providers and patients from these ethnic groups. For example, | have worked in different parts of
the country where menstruation, for instance, is referred to variously as Masik, Mahinabari, Para
Sareko, Chui, and Nachune Bhako, among other terms. The range of terms denoting menstruation
derive from different ethnic group and linguistic understandings which often makes communicating
with health care providers difficult. This is, however, only the tip of the language iceberg when it

comes to communicating, understanding and receiving appropriate care for health-related issues.
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In Nepal, only 17% of the total population live in urban areas, and the remaining 83% in rural areas
(CBS, 2012). Most of the people living in rural areas are connected via rural roads, trails and airports
Transport infrastructure like road trails/dirt road are often travel time-consuming, and flying often
too expensive for rural people (Bhandari, Shahi, & Shrestha, 2012). As mentioned previously, road
infrastructure is seasonal and viable only during dry seasons due to landslides, poor road surface or
flooding caused by lack of proper cross drainage (World Bank, 2013). This often isolates rural

residents from basic public services for health, education and communication.

Agriculture is the economic backbone of Nepal. In 2015 approximately 69% of the labour force was
employed in this sector, which contributes more than one-third of the country’s GDP, (Central
Intelligence Agency [CIA], 2019). With the migration of young people seeking work abroad,
remittances also play a key role in Nepal’s economy, accounting for around 30% of GDP (CIA, 2019).
Nonetheless, Nepal is one of the poorest countries in South Asia with an estimated 25% of the
population living below the international poverty line of USD1.25/day in 2011 (ADB, 2017). The
current Human Development Report 2018 ranks Nepal as 149" on the Human Development Index
(United Nations Development Programme [UNDP], 2018). The per capita GDP of Nepal is USD2,443
with health expenditure accounting for 6.1% of that figure (UNDP, 2018).

Regarding education, 61% of the population aged six years and above are literate. The literacy rate
in urban areas of 77% compares with 57% in rural areas (CBS, 2011). There is also regional disparity,
with literacy the highest in the western development region (66%) and the lowest in the central
development region (57%), where the current study is set, in the district of Dhading (CBS, 2011).
Another huge disparity in literacy rates is that between males and females, respectively 72% and
51%. (CBS, 2011). In terms of age, literacy is highest among adolescents aged 15-19 years with 93.6
% in urban areas and 87.7% in rural areas (CBS, 2011). The literacy rate declines with age for both

males and females.

2.4 Health service delivery in Nepal

Health is a fundamental human right as established in the Constitution of Nepal (Constitution
Drafting Committee, 2015). The state takes the major responsibility for providing health services in
all areas, including for communicable and non-communicable diseases, maternal and child health,
and timely management of unpredictable health disasters for all Nepali citizens (MoHN, 2018).

Nepal’s national health policy was revised in 2014, its stated goal to
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“Provide health services through an equitable and accountable health system while
increasing access of every citizen to quality health services to ensure health as a

fundamental human right to every citizen”. (Government of Nepal, 2014, p. 8)

In line with the new national health policy, the Nepal Health Sector Strategy (NHSS) 2016/17-
2020/21 has been formulated as an instrument to guide the health sector so that it “carries the
ethos of Constitution to guarantee universal access to health services to all Nepali people” (MoHN,
2015) The NHSS has defined ten national level indicators to measure improvements in health status,
with one of the indicators specifically targeted to the sexual and reproductive health of adolescent
girls (15-19 years) with a goal of reducing the adolescent fertility rate (births per 1000 women aged
15-19 years) from 71 in 2015 to 55.6 in 2020 (MoHN, 2017a). To meet this indicator the NHSS plan
involved scaling up adolescent-friendly health services in all health facilities across 75 (of 77) districts
of Nepal and establishing adolescent-friendly information corners in schools near adolescent-
friendly service centres (MoHN, 2017a). The NHSS adolescent fertility target is the only explicit
objective that Nepal has addressed as recommended in the ICPD-POA of 1994. Other objectives,
such as reducing the incidence of unwanted pregnancy, unsafe abortion, and sexually transmitted
disease, including HIV/AIDS, among adolescents were part of the general adolescent health

intervention.

2.4.1 Health service delivery structure in Nepal

Nepal has a diverse health system that also includes complementary health modalities such as
Ayurveda, and traditional faith healing (also known as indigenous and folk medicine). The Ministry
of Health is responsible overall for the delivery of modern medical and preventive health services
through the network of the Department of Health Services (DoHS). With 83% of people living in
often difficult to access rural areas, Nepal’s health care system has rightly been set up to have basic

health services dispersed throughout its 77 districts.

The DoHS has a network of district hospitals, primary health care centres and health posts (Figure
2.2 and 2.3). At the basic, peripheral/community level an extensive network of Female Community
Health Volunteers (FCHV) operates. An FCHV is a local married woman who is specifically mandated
to deliver health services for treatment of childhood pneumonia and diarrhea (Khatri, Mishra, &
Khanal, 2017) and to educate, promote and distribute contraceptives to men and women, including

adolescents (New ERA, 2008). One FCHV is responsible for one ward (New ERA, 2008) or in a

21



population-based ratio, the smallest political division of a district under the federal structure. At the
time of writing, Nepal’s administrative structure, including the Ministry of Health and Population, is
in transition and, therefore, in this thesis | refer to the current health service delivery in place. These
peripheral-level FCHVs are supported by a Village Development Committee (VDC), the smallest
administrative unit of a district which covers nine wards. For each VDC there is one health post
which supports and manages FCHVs and also runs primary health care outreach clinics,
immunisation clinics in the VDC’'s ambit and basic primary health care services. Multiple health posts
fall into the catchment of a primary health care centre (PHCC) which has a designated medical
doctor and three in-patient beds including one for maternity. Each PHCC catchment represents one
electoral area and is also known as a referral health centre. Above the PHCC level is a district public
health office and district hospital, and multiple districts make up zones for which there are zonal
and tertiary hospitals. Multiple zones form a region in which there are sub-regional and regional
hospitals under a regional health directorate. This structure works as a referral mechanism, as well
as a support and reporting system for logistics, finances, supervision and technical support from the

central to decentralised levels.

At the central level there are five centres and five divisions under DoHS in new federal system.
Before the federal structure came in effect there were seven divisions and centre remain the same.
These divisions are responsible for the overall management of the health programs they are
responsible for from planning, implementation, to evaluation. The Family Health Division (FHD)
which has recently changed to Family Welfare Division (FWD) is the one responsible for all
components of sexual and reproductive health including adolescent sexual and reproductive health
(ASRH) (MoHN, 2018, p. 105). FHD/FWD is also directly responsible for creating a friendly
environment in public health facilities conducive to promoting adolescent access to ASRH services
and scaling up adolescent-friendly health services (MoHN, 2018, p. 105). Similarly, the National
Health Education, Information and Communication Centre cuts across all divisions and centres in
supporting the behavioural change communication component, including for ASRH (MoHN, 2018,
p. 249). In figure 2.2 and 2.3 the old and new organisational structure of DoHS is presented. The
new organisational structure is not yet been officially finalised and endorsed and hence, both the

structure are presented in transition phase of development into federal structure.

Although the health system is well set out, there are several challenges for health care delivery in
Nepal, due particularly to financial inadequacies, lack of infrastructure and human resources, and
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poor management and decision making at the central level. These challenges also result in
disparities between districts, and even between facilities within districts in regard to program,
staffing and available services. In Nepal, there are only 0.67 doctors and nurses per 1,000
population, significantly less than the WHO recommendation of 2.3 doctors and nurses per 1,000
people (Uprety & Lamichhane, 2016). This situation is aggravated when health care providers are
not available at health facilities. In 2015, only 50% of the sanctioned position of medical doctors in
primary health care centres and 58% in district hospitals were fulfilled (MoHN, New ERA, Nepal
Health Sector Support Program [NHSSP], & ICF, 2017). Overall, 29% of health care provider positions
in health facilities throughout the country were vacant (MoHN et al., 2017). In many instances, even
where positions are filled the health service providers are not available to work during the facility’s
opening hours. A mixed method study of 416 students in Nepal’s Puthyan district conducted by
Upadhyay (2016) noted that unavailability of health care providers in the health facilities was one
of the major reasons for dissatisfaction with services. Dissatisfaction for this reason might

demotivate adolescents from returning to the service.

Per capita annual expenditure on health is USD40 and, despite universal health coverage, this
expenditure represents out-of-pocket spending for the public (MoHN Nepal et al., 2017). This
financial burden is also one of the major deciding factors for the population in accessing health
services. Along with the government system of health care delivery, there are many private health
service delivery points ranging from hospitals, nursing homes, private practitioners, NGO- or
community-run health facilities. These private health facilities are recognised by the government
and there has been attempts to streamline the service delivery information through information
management system. However, there is lack of follow-up and no mandatory enforcement from the
government for these facilities to report their service delivery. Due to this, there is poor and under-
reporting of the health service delivery from these facilities. Hence, the information on the

proportionate utilisation of private vs public services could not be estimated.
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Figure 2. 2 Organizational structure of the Department of Health Services (before federalism)
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Figure 2. 3 Organizational structure of the Department of Health Services (after federalism)
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2.4.2 Health of people in Nepal

Nepal has made significant progress in its population’s health over the last two decades. One of the
major possible indicators is life expectancy at birth, which has increased from 59 years in 1996 to
71.3 years in 2018 — an annual growth rate of 0.50% (CIA, 2019). Further, Nepal achieved almost all

of the Millennium Development Goals (MDG)3 set in 2000, as shown in Table 2.1; in particular, there

3 MDGs were the eight international goals for the year 2015 set by the Millennium Summit of the United
Nations in 2000 for improving the lives of people in the world’s poorest nations.
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was significant progress in achieving health-related goals. The infant mortality rate (IMR) of 108 per
1,000 live births in 1990 decreased to 64 in the year 2000, and further to 33 per 1,000 live births in
2016, the under-five mortality rate of 162 per 1,000 in 1990 and 91 in the year 2000 had decreased
to 38 per 1,000 live births in 2016 (CBS, 2015).Likewise, the maternal mortality rate (MMR) in Nepal,
which was one of the highest in the world at 850 deaths per 100,000 live births in 1990, had declined
to 281 in 2005, and to 259 per 100,000 in 2015 (MoHN et al., 2017). The steep reduction in MMR
can also be associated with the fall in the total fertility rate (TFR) from 5.3 in 1990 to 2.3 in 2014
(CBS, 2015), due to increased use of contraceptives by married couples, from 24% in 1990 to 49.7 %
in 2014 (CBS, 2015). Further, the reduction in MMR could also be partly attributed to the
establishment of primary health care outreach and the introduction of maternal and child health
programs and extended family planning programs in Nepal that were endorsed by national health
policy in 1991. The decline in the fertility rate of adolescents (15-19 years) may have contributed to
the total fall in fertility from 110 births per 1,000 in the year 2000 to 71 births per 1,000 in 2014
(CBS, 2015).

Similarly, another MGD indicator, for combating HIV/AIDS, was also achieved, with the HIV infection
rate (15-49 years) beginning to reverse from 0.3% in 2000, to 0.2% in 2015. Condom use among 15-
24-year-olds was, however, only 66% during their last sexual encounter, indicating that young
people might remain at high risk for sexually transmitted infections (National Planning Commission,

2016).
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Table 2. 1 Nepal’s achievement of MDG targets, 1990-2015

Goals Base year Target for Status in

1990 2015 2015
4. Reduce child mortality
4A. Reduce under-five mortality by two thirds, between 1990 and 2015
Infant mortality rate (per 1,000 live births) 108 36 33
Under-five mortality rate (per 1,000 live births) 162 54 38
5. Improve maternal health
5A. Reduce the maternal mortality ratio by three-quarters between 1990-2015
Maternal mortality ratio (per 100,000 live births) 850 213 259
Proportion of births attended by skilled birth attendants 7 60 55.6
(percent)
5B. Achieve universal access to reproductive health by 2015
Contraceptive prevalence rate (modern methods) — (percent) 24 70 49.6
Antenatal care coverage
At least one visit (percent) na 100 68.3
At least four visits (percent) 80 59.5
6 Combat HIV/AIDS, malaria and tuberculosis
6B. Achieve universal access to treatment for HIV/AIDS for all those who need it by 2015
HIV prevalence among men and women aged 15-24 years na Halt & 0.03
(percent) reverse the

trend

Condom use at last high-risk sexual encounter (15-24-year old) na na 65.8
Percentage of population aged 15-24 years with comprehensive na M:50 36.4
knowledge of HIV/AIDS F:40

Source: (CBS, 2015; MoH Nepal et al., 2017; National Planning Commission, 2016)

Despite the clear progress made in MDGs, there is an unequal distribution of the health

achievements by geography and socioeconomic status of people in Nepal. This means that

marginalised and disadvantaged groups with poor indicators for health have been left behind. For

example, although average institutional delivery throughout the country stands at 54.2 %, it varies

with economic status, with the lowest wealth quantile at 27.9 % in comparison to 90.7% for the

highest wealth quantile, making an equity gap of 62.8% (CBS, 2015). Similarly, although the national

adolescent fertility rate decreased to 71 per 1,000 people in 2014, the fertility rate among rural

adolescents remained 80, compared to 33 for the urban adolescent population (CBS, 2015).

2.5 Sexual and reproductive health of adolescents in Nepal

The sexual and reproductive health of adolescents has been recognised in Nepal since the Cairo

ICPD in 1994 and has gradually become an integral part of essential basic health services. However,
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Nepalese adolescents continue to face challenges in SRH matters because of socio-cultural values

and norms. In this section, | will discuss the key areas of adolescent SRH in Nepal.

2.5.1 Legal Context of SRH for Adolescents

Nepal has defined health as a fundamental right of all citizens in its 2015 constitution. It states that
every citizen has the right to basic health services free of cost from the state, and recognises
reproductive health and other reproductive matters as the fundamental right of all women

(Constitution Drafting Committee, 2015).

There are also several laws that regulate sexual and reproductive health and rights for young people.
First of all, in Nepal children are categorised as those under 16 years of age (Government of Nepal,
1993). Sexual intercourse with a female child below the age of 16 years with or without her consent
is legally considered as rape and is punishable (Nepal Law Commission, 2006). The law does not
state anything about sexual intercourse with a male child. The legal age of marriage which in Nepal
is 20 years for both men and women according to “An Act to Amend Some Nepal Acts for
Maintaining Gender Equality, 2006” (Nepal Law Commission, 2006). Under this law, any person who
is engaged in arranging a marriage for adolescents under 20 years of age, including adults who marry
them, family member or other adults, is committing a crime and is subject to legal prosecution
(Nepal Law Commission, 2006). Although the child is considered as under 16 years, many documents
such as that from Human Rights Watch (2016) and Upadhyay (2016) refer to child marriage as
marriage that occurs before 18 years of age. There are some governmental efforts to stop the
practice of child marriage, but law enforcement is weak and monitoring mechanisms to take action
over any marriage below the legal age are poor (Human Rights Watch, 2016; Pandey & Shrestha,
2012). One key national-level ASRH advocate told me that “law enforcement institutions and
employees attend underaged weddings; this means that despite being illegal these marriages are
socially acceptable and results in no legal actions”. Thus, | would argue that still prevailing social
norms that consider marriage to be acceptable following menarche contribute significantly to the

difficulties in enforcing the Gender Equality Act.

Abortion has been legal since 2002 in Nepal under the 11" Amendment to the Civil Country Code
(Thapa, 2004). The policy came in effect from 2003, and by mid-2014 there were 776
Comprehensive Abortion Care (CAC) service sites in Nepal (MoHN, 2014b). According to the law,

only certified trained doctors or health care providers from registered health facilitates can provide
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abortion services (Thapa, 2004). Women can have an abortion up to 12 weeks of gestation on
request, 18 weeks of gestation in case of rape or incest, and at any time during pregnancy under
medical approval in cases of risk to the life of the mother, or if the foetus has deformities that are
incompatible with life. Abortion for adolescents under 16 years, however, requires the consent of a

legal guardian (Samandari, Wolf, Basnett, Hyman, & Andersen, 2012).

2.5.2 Socio-cultural norms, attitudes and customs

In Nepal, several socio-cultural norms often affect the SRH of adolescents. Sex before marriage is
culturally disapproved as there is a high value on virginity before marriage (Ghimire & Axinn, 2013).
The concept of virginity mostly applies to females and less concern is accorded to males. In a recent
youth-based digital platform, independent youth activist Jay Shah noted that in Nepal virginity is
one of the many key reasons for child marriage because families do not want to risk their daughters
engaging in sexual activity before they are later married (Shah, 2017). While remaining a virgin until
marriage might help to reduce the SRH risk for some young people, customs like early marriage,
early childbearing, dowry-related violence, the strong preference for sons, and sexual and gender-
based violence are some of the major factors that often negatively affect the sexual and

reproductive lives of adolescents.

In Nepalese society talking and learning about sex and sexuality is still taboo, and information often
does not reach adolescents who need it the most (Puri, Shah, & Tamang, 2010). While there has
been acceptance of the need to inform adolescents about SRH to prevent associated risks, this is
only mentioned in health and education sector policies. Still today adolescents are given very little
information about SRH either in schools or at home (Acharya, Thomas, & Cann, 2018). The scarcity
of discussion about SRH at home or school limits the exposure of adolescents to SRH information

and related services, contributing to the risk of poor sexual health outcomes.

Sexual education was one of the calls made to governments to promote the well-being of
adolescents in the ICPD-Program of Action (UNFPA, 2004). A number of reviews and meta-analyses
have documented effective sexuality education programs throughout the world (Michielsen et al.,
2010; Paul-Ebhohimhen, Poobalan, & Van Teijlingen, 2008). Studies have reported that
comprehensive sex education (CSE) is effective in reducing sexual risk among adolescents (Fonner,
Armstrong, Kennedy, O'Reilly, & Sweat, 2014; Johnson, Scott-Sheldon, Huedo-Medina, Carey, &

medicine, 2011; Mavedzenge, Doyle, & Ross, 2011). Fonner et al. (2014), in their systematic review,
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noted that sex education programs have been effective in increasing knowledge about HIV,
improved self-efficacy and condom use, and reducing the number of sexual partners among
adolescent populations in low- and middle-income countries. In Nepal, CSE has been advocated by
NGOs and international organisations for more than a decade. Recently, in technical support of
UNFPA and Skill Information Society Nepal (SISo-Nepal), the Ministry of Education’s Centre for
Education and Human Resource Development (CEHRD), has developed a CSE package that includes
teachers’ resource materials and training curriculum (Ministry of Education Nepal [MoEN], 2017).
The CSE package was developed in line with UNESCQ'’s International Technical Guidance on Sexuality
Education (ITGSE) and resource material to train teachers in the importance and implementation of
CSE (MoEN, 2017). Although ITGSE recommends that CSE begins at age five, the CSE guidelines in
Nepal designate sexuality education from the age of nine until 19 years. The CSE curriculum includes
topics such as relationships, values, attitudes and skills, culture, society and human rights, human
development, sexual behaviour, and sexual and reproductive health (MoEN, 2017). The efficacy of
teacher training and its outcomes are yet to be evaluated, and Nepal still needs to revise its school
curriculum in line with CSE. At present, while the school curriculum framework includes sexual and
reproductive health education as part of the health, population and environment subject for grades
6-10, the subject is optional, which may not ensure that all adolescents receive SRH information at
school. Furthermore, teachers may be reluctant to discuss sensitive topics such as sexuality and
reproductive health because they are concerned about censure because of the social mores around
this topic (Acharya, Van Teijlingen, & Simkhada, 2009). As noted by Acharya et al., (2018) in their
qualitative research among 78 14-17-year-old adolescents in community-based schools in Nepal,
the limited communication about SRH between teachers and students persists. This reticence is due
to both students and teachers being too shy and embarrassed to talk about sex and sexual health
(Acharya et al., 2018). Shrestha et al. (2013) reported inadequate teacher training and lack of
necessary skills to teach topics on sexual health as one reason behind poor communication during
SRH sessions in school. Nepal has the opportunity to build on the current nationwide
implementation of the CSE as one possible solution to develop teachers’ capacities for delivering

sexuality education.

In the meantime, research from Nepal reports that Nepalese adolescents’ main sources of
information about sexual matters are the mass and electronic media such as glossy magazines,

newspapers, radio, television shows, movies, CDs and DVDs (Adhikari, Adhikari, & Sulemane, 2018;
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Bam et al., 2015; Regmi, Simkhada, & van Teijlingen, 2010a). In urban areas the internet has also
become popular among Nepalese youth for accessing information about sexual matters (Thapa &
Mishra, 2003). Similarly, peers are another main source of information (or misinformation) about

sex for many young people (Adhikari et al., 2018; Bam et al., 2015; Regmi et al., 2010b).

Another important aspect of socio-cultural taboo in Nepalese society is associated with
menstruation. Indicating the end of puberty among girls, the mean age of menarche in Nepal is 13.5
years, as reported in Nepal Adolescents and Youth Survey (NAYS) 2010/11 (Minstry of Health and
Population Nepal [MoHPN], 2012). Menstruating females are considered impure in Nepal and
during their menstrual period they must abstain from worshipping and cooking. They are also kept
away from the family in a small, separate room for a certain number of days, making them
vulnerable to infection and cold (MoHPN, 2012; WaterAid, 2009). Growing up in Nepal, | too had
experienced being isolated for 12 days in a dark room during my menarche during which time | was
not allowed to look at the sun (which is considered male) nor any male member of the family or
community. After menarche, not only cooking or worshipping are forbidden — menstruating females
are also expected to sleep on the floor in poor conditions for at least five days, even in educated
families like mine. NAYS 2010/11 reports that 42% of girls had experienced being kept away from
family during their menarche in one way or another (MoHPN, 2012). Many had similar experiences
to mine, which even today include staying in a dark room, staying in a separate room, and being
kept in a cowshed away from the house, not being allowed to touch any other human beings, plants
or other materials until the ritual purification® takes place after several days (MoHPN, 2012). In the
far-western region of Nepal especially, Chhaupadi is practiced. Chapupadi is the practice of isolating
women during menstruation in a separate hut away from their homes and community (Ranabhat et
al., 2015). During these seclusions, many girls and women are left alone without any social and
family security which, as a result, puts them at risk of sexual assault, rape and violence (Amatya,
Ghimire, Callahan, Baral, & Poudel, 2018). In addition to that risk, they are highly vulnerable to
infections from living in poor, unhygienic conditions (Bhandaree, Pandey, Rajak, & Pantha, 2013;

Upadhyay, 2017).

Very few studies have been made in the area of menstrual knowledge among adolescents in Nepal.

However, available data suggests that socio-cultural norms prohibit discussing menstruation,

4 Menstruating women undergo purification rituals such as sprinkling of holy water and oil after a shower on
the fifth day of menstruation.
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menstruation, being part of sex and sexuality, leaving many adolescents unprepared for this
transition (Adhikari, Kadel, Dhungel, & Mandal, 2007; WaterAid, 2009). A study conducted in four
districts of Nepal by WaterAid (2009) among adolescent girls in grades 8, 9 and 10 reports that 92%
of adolescent girls knew about menstruation before their menarche from their mothers and sisters.
What they were told, however, was mainly about using cloths as sanitary pads and the practice of
rituals and restrictions around menstruation, rather than the physiology and management of
menstruation. Hence, if the SRH of adolescents is to improve, socio-cultural norms and taboos in

Nepalese society are important considerations.

2.5.3 Sexual Behaviour

As mentioned in the previous section, premarital and extramarital sex are socially unacceptable in
Nepal (Adhikari & Tamang, 2009), as in other South Asian countries like India, Bangladesh and
Pakistan. Studies conducted in Nepal have, however, consistently shown that despite social
expectations, unmarried adolescents are becoming more sexually active at earlier ages (Adhikari,
2010; Niranjan, Prasad, & Kalpana, 2012). A possible explanation for young people becoming more
sexually active could be Nepal’s growing urbanisation, globalisation, and exposure to Western
values and attitudes which are more accepting of sexual activity at a younger age (Garcia, Reiber,
Massey, & Merriwether, 2012). As Regmi et al. (2010a) have discussed in their research among rural
and urban adolescents in Nepal, exposure to mass media and internet could also explain increasing
early-age sexual activity. Over the last two decades, telecommunication and internet services have
expanded rapidly, adding services at cheaper rates. A news article by Neupane (2018) in the national
newspaper The Kathmandu Post reported in January 2018 that internet penetration in Nepal was
62.94% in 2017, with 250 new users being added every hour. Many of these users are adolescents
in both rural and urban areas. Adolescents, often curious by nature, can access sexual content more
easily from the internet than from family or school. While technology can benefit adolescents as an
educational tool, there are also several risks involved, particularly in their inability to differentiate
good and bad quality resources or accurate and inaccurate information, which might lead them to
experiment with sex. A recent cross-sectional study conducted among 522 male and female higher
secondary students of Pokhara, a sub-metropolitan city of Nepal, found that 56.8% of research
participants were exposed to pornographic movies. In an unadjusted analysis, the survey responses
revealed a strong positive association (OR: 9.65) between exposure to pornography and premarital

sex (Adhikari et al., 2018).
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Studies from Nepal have consistently reported the increasing trend of earlier sexual activity among
adolescents. The above study by Adhikari et al. (2018) in Pokhara further reported that 24.6% of
respondents had had premarital sex. A study of college students in Kathmandu showed that 27% of
adolescents (male and female) aged 15-19 were sexually active, and of those, 11% reported having
had sex before the age of 16 (Adhikari, 2010). Similarly, another study which recruited male college
students in Kathmandu reported that 32% of respondents had engaged in premarital sex before the
age of 18 (Adhikari & Tamang, 2009). That study further reported that more than half of the
respondents (55%) had had multiple sexual partners, and 23% of respondents had visited
commercial sex workers (Adhikari & Tamang, 2009). Furthermore, another Nepali study among
unmarried adolescent factory workers aged 14-19 found that 35% of males and 16% of females had

experienced sex (Puri & Cleland, 2006).

These studies point to changing trends in Nepal and show that most young people no longer
subscribe to the traditionally accepted views of waiting until marriage for sex. This also suggests
that more adolescents are exposed to the risks of unwanted pregnancy, STl and HIV, which may
have implications not only for their own health but also for the society and economy of the country.
Although some of these studies were undertaken more than ten years ago, and given no significant
changes have been made in the provision of health services, it is likely that the negative impacts on
adolescent sexual and reproductive health will continue. Thus, the highlighted patterns point to a

clear need to address adolescent sexual and reproductive health concerns.

2.5.4 Marriage and pregnancy

As mentioned in section 2.5.1, early marriage is common in Nepal despite laws stipulating 20 years
as the legal age of marriage for both men and women (Nepal Law Commission, 2006). Early
marriages are, however, on the decline (Choe, Thapa, & Mishra, 2005; Puri et al., 2010; Shrestha,
2002), although slowly. In 2016, Nepal Demographic and Health Survey (NDHS) reported that 27.1%
of adolescent girls aged 15-19 years of age were married, only a slight decrease from 29% in 2011
(MoHN et al., 2017; MoHPN, New ERA , & ICF International Inc, 2012). Among women aged 20-24
years at the time of the study, 40.7% had been married before the age of 18 (MoHPN et al., 2012).
The median age of marriage has not declined over the last five years. In 2011 the median age at first
marriage for females was 17.5 years and for males, 21.7 years (MoHPN et al., 2012); in 2016 it was

17.5 years and 21.6 years females and males, respectively (MoHN et al., 2017).
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Most early marriages occur in rural Nepal (Maharjan et al., 2012; Suwal, 2012) whereas in urban
areas the trend for delayed marriage has grown (Arnett, 2002; Choe et al., 2005; Regmi, 2009). A
study in Nepal of 100 pregnant teenage girls revealed that 70% had married early (Suwal, 2012).
Alongside early pregnancy, early marriage has also been associated with gender-based violence and
poor reproductive health in a Nepalese girl's life (Maharjan et al., 2012), thereby increasing her risk

of less than optimal reproductive health.

Adolescent pregnancy is a high-risk sexual and reproductive health issue. A systematic review of
studies from low- and middle-income countries documented that adolescent pregnancy is often
associated with socio-cultural factors including poor socio-economic conditions, poor access to
contraceptives, lower levels of education, ethnicity, and residence in rural areas (Pradhan, Wynter,
& Fisher, 2015). A secondary analysis from NDHSs over the decade 2001 to 2011 reported that all
those variables were significantly associated with adolescent pregnancy in Nepal (Pradhan, Wynter,

& Fisher, 2018).

According to NDHS 2016, 16.7% of adolescent women aged 15-19 years were either already a
mother or pregnant with their first child (MoHN et al., 2017). Although this figure has remained
stagnant since 2011, it does mark a decline from 24% in 1996, indicating a possible change in sexual
health knowledge amongst the adolescent population (Pradhan, Aryal, Regmi, Ban, & Govindasamy,
1997). A study conducted in one of the referral hospitals in Nepal showed that of 3,144 deliveries,
350 (11.1%) were by adolescents aged 15-19 years (Lama, Shrestha, Sharma, Upadhyay, & Pathak,
2013). Given that only 57% of births are taking place in health facilities (MoHN et al., 2017), the
magnitude of adolescents giving birth could be an underestimation since only hospital deliveries
were counted. A review of age-specific fertility rates among adolescents aged 15-19 years shows
that the fertility rate decreased during the period 1996 to 2011: from 127 per 1,000 adolescents in
1996, to 110 n 2001, to 98 in 2006, and to 81 in 2011. In 2016, however, an increase in the
adolescent fertility rate to 88 per 1,000 was recorded. The fertility rate in rural areas (125/1000
adolescents) is twice as high as it is in urban areas (66/1000 adolescents) (MoHN et al., 2017). There
has been no further research into the reasons for the apparently increasing fertility rate among

adolescents in Nepal, despite its being warranted.

An adolescent girl’s body is in a growing and developing phase, and pregnancy during this life stage

has been associated with high risk of obstetric complications (Chandra-Mouli et al., 2015b). Hence,
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many of those adolescents experiencing early pregnancy and childbirth have poor neonatal
outcomes, such as pre-term delivery, low birth weight and birth asphyxia (Lama et al., 2013; Pun &
Chauhan, 2011). The maternal mortality ratio in Nepal in 2016 was 239 deaths per 100,000 live
births and adolescents aged 15-19 years contributed to 7.5% of these (MoHN et al., 2017).

2.5.5 Contraceptives and family planning

According to NDHS (2016), family planning knowledge among adolescents and youth is almost
universal in Nepal (99.9%) (MoHN et al., 2017). Despite this, many sexually active Nepalese
adolescents do not use contraceptives (Adhikari, 2010; Adhikari & Tamang, 2009). Only 14.5 % of
married adolescent girls age 15-19 years are reported to use modern contraceptive methods (MoH
Nepal et al., 2017), a figure which has remained almost stagnant since 2011 (MoHN et al., 2017).
The discrepancy between knowledge and practice requires further investigation. One reason could
be the acceptability of contraceptives. Although many married adolescents would like to delay or
prevent further childbearing, they were often unable to obtain contraceptives before their last
pregnancy, amounting to an unmet need as high as 34.9% among 15-19 year-olds in Nepal (MoHN
et al., 2017). But accessibility alone does not account for this discrepancy. It is important to note
that this data was collected from married adolescents only, which excludes information from a large
number of adolescents who are not married. And it is likely that contraceptive use would be even
lower among unmarried adolescents in a society where premarital sex is unacceptable and a matter

of shame for families.

The Nepal Adolescent and Youth Survey 2010, a nationally representative household survey,
reported that although 79% (n=14754) of sexually active adolescents had discussed using a condom
to prevent pregnancy and HIV/AIDS with their partners, only a third of sexually active adolescent
males reported using a condom at last sex (MoHPN, 2012). This result clearly shows there is much
to be done to improve adolescent sexual and reproductive health in Nepal. The low rate of
contraception and early-age sexual activity both exacerbate the risks and consequences to
adolescent health. Thus, it is important that empirical research attempts to understand what,
besides accessibility, contributes to poor contraceptive use so that appropriate measures that

promote overall sexual and reproductive wellbeing of adolescents can be put in place.
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2.5.6 Abortion

Abortion services are provided in both public and private facilities (Bell, Zimmerman, Choi, & Hindin,
2017). As noted previously, comprehensive abortion care services exist in Nepal; currently, all 75
district hospitals and over 50% of primary health care centres provide abortion care services (DoHS,
2016). However, according to the nationally representative NDHS (2016) only 40.9% of adolescents
aged 15-19 years know where they can access safe abortions, knowledge which has decreased from
53.5% in 2011 (MoHN et al., 2017; MoHPN et al., 2012). Similarly, only 42.1% of adolescents aged
15-19 know that abortion is legal in Nepal (MoH Nepal et al., 2017). This indicates poorly devised
health information initiatives to inform adolescents about the availability and legalisation of
abortion services. Lack of knowledge of the legal status of abortion and where it can be safely
accessed, in spite of its comprehensive availability, might result in adolescents seeking unsafe
abortions. There is no empirical data available on the number of unsafe abortions sought by
adolescents. However, the recent Department of Health Services Annual Report 2015/2016
recorded 89,214 safe abortions performed across Nepal, of which 16% were for adolescents (DoHS,

2016).

2.5.7 HIV and AIDS

There is no datas documenting the burden of HIV and sexually transmitted infections (STIs) among
adolescents in Nepal. However, the NDHS (2016) reveals that only 18.3% of female and 24.3% of
male adolescents aged 15-19 years have comprehensive knowledge about HIV (MoHN et al., 2017).
Similarly, among sexually active adolescents, 15% of female and 2.7% of male adolescents reported
STl and symptoms of STl in the past 12 months. These trends clearly identify that adolescent SRH is
an important priority. While adolescent-friendly health services, as discussed in chapter 1, were
intended to cater to the SRH needs of adolescents, it appears that this initiative has not adequately

addressed the issue.

36



2.6 Sexual and reproductive health of adolescents in Nepal compared with neighbouring
South Asian countries

This section presents comparative trends for key sexual and reproductive health indicators on the

basis of demographic and health surveys (DHS) conducted in Nepal, Bangladesh, India, Pakistan and

Sri Lanka over the past two decades. While all these countries have made international

commitments to and national programs focused on sexual reproductive health, high numbers of

early marriages, early pregnancies and unmet reproductive health needs, except in Sri Lanka,

persist.

Nepal and Sri Lanka held their latest demographic and health surveys in 2016, India in 2015-2016,
Bangladesh in 2014, and Pakistan in 2017-2018. Other successive health surveys have been
conducted every five years consecutively since 1996 in Nepal, 1997 in Bangladesh, 1992 in India,

1992 in Pakistan, and since 1988 in Sri Lanka (USAID, 2019).

Demographic and health surveys from Nepal and Bangladesh reveal that the median age at first
marriage for females in these two countries are less than 18 years, at 17.9 years and 16.1 years
respectively. In India median age at first marriage for female is slighly higher at 18.7 years, Pakistan’s
at 20.4 years and Sri Lanka’s is the highest at 23.7 years (Department of Census and Statistics &
Ministry of Health, 2017; IIPS & ICF, 2017; MoH Nepal et al., 2017; NIPORT, Mitra and Associates, &
ICF International, 2016; NIPS & ICF International, 2019). In these countries, the rate of change in the
median age at marriage over two decades ranges from two to four years, and is owed to women’s
increasing access to education in these countries (USAID, 2019). The median age at first marriage
for males has only been reported by Nepal, India and Pakistan in their recent demographic and
health surveys. In all these three countries the median age at first marriage for men was above 20
years at 21.7 years in Nepal, 24.5 years in India, 25.9 years in Pakistan. There is currently no

information for Bangadesh and Sri Lanka.

Early marriage goes hand-in-hand with having children at a young age. Recent evidence from inter-
country DHS shows the rates of adolescents aged 15-19 who had already given birth or were
pregnant with their first child are highest in Bangladesh (31%), followed by Nepal (17%), Pakistan
(8%), and India (7.9%); these figures compare with 3% in Sri Lanka (Department of Census and
Statistics & Ministry of Health, 2017; IIPS & ICF, 2017; MoHN et al., 2017; NIPORT et al., 2016; NIPS

& ICF International, 2019 ). There is a direct relationship between early marriage and utilisation of
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family planning methods and, thus, findings for contraceptive use among married adolescents in
these countries show, inversely, that the lowest rate is in Pakistan (7.3%), followed by Nepal (14.5%),
India (15%), Sri Lanka (37.5%), and the highest is in Bangladesh (46.7%) (Department of Census and
Statistics & Ministry of Health, 2017; IIPS & ICF, 2017; MoHN et al., 2017; NIPORT et al., 2016; NIPS
& ICF International, 2019).

Women who are sexually active but do not want to have a child or want to delay their next
pregnancy, and do not use any method of contraception, are referred to technically as an unmet
need for family planning. The unmet need among 15-19 year-old adolescents varies by country, with
Nepal having the highest unmet need at 35%, followed by India at 22%, Sri Lanka at 21.4%,
Bangladesh at 17%, and Pakistan at 17.9 % (Department of Census and Statistics & Ministry of
Health, 2017; IIPS & ICF, 2017; MoH Nepal et al., 2017; NIPORT et al., 2016; NIPS & ICF International,
2019). These countries have however, collected data only for married adolescents, and a potential
unmet need for contraception among unmarried adolescents might have been missed in these

surveys.

Compared with other South Asian countries, Nepal has a similar rate of early age marriage among
adolescents and a moderate rate of contraceptive use, but the highest unmet need for
contraception among its adolescent population. This analysis indicates that despite the existing will,

evident in initiatives for health service utilisation, there is a gap in service delivery.

2. 7 Sexual and reproductive health services in Nepal

In Nepal, as described in section 2.4.1 and 2.5.1, sexual and reproductive health services are
provided by public and private health facilities (MoHN, 2014b). Hospitals, nursing homes, and
private clinics are the main sites in urban areas whereas in rural areas, only public health facilities
and community health workers are the key sources of SRH services (Regmi et al., 2010b). Family
planning, safe maternity, legal abortion and STI/HIV services are a few of the major sexual and
reproductive health services provided by public health facilities in Nepal (MoHN, 2014b). Since 2010,
Nepal has initiated and scaled up adolescent-friendly health services in its public health facilities
with the aim of providing SRH care for adolescents. In the next sections, the concept and scaling up

of adolescent-friendly health services is discussed.
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2.7.1 Adolescent-friendly health services

Nepal is a signatory to the ICPD-POA of 1994 (MoHN, 2000; Pradhan & Strachan, 2003), and through
its Ninth Five Year Plan 1997 — 2002 and its Second Long-Term Health Plan (SLTHP) 1997 — 2017 has
emphasized the need to develop a special program for reproductive health including that of
adolescents (MoHN, 2000). The National Reproductive Health Strategy (NRHS) 1998 was developed
in response to the SLTHP, in which adolescent health was recognised as a priority component of the

reproductive health program (MoHPN, 1998).

Based on the NRHS 1998, the Nepal Adolescent Project (NAP) was implemented for the five years
1998-2003 in collaboration with international organisations like Engender Health, the International
Center for Research on Women, and local Nepali NGOs New Era and BP Memorial Health
Foundation. This project focused on encouraging community participation and addressing the needs
of disempowered groups such as poor young women and ethnic minorities in the planning of
programs to improve youth-friendly services, peer education and counselling at the community
level. This project was implemented through four village development committees in Nepal and
recommended the participatory approach as being successful in increasing community demand for

information and services (World Bank, 2007).

In 2000, Nepal initiated its Adolescent Health and Development Strategy (AHDS) with the aim of
expanding availability and access to adolescent health and development information and health
services. The strategy further called for providing opportunities to build skills among adolescents,
service providers, and educators to increase the accessibility and utilisation of health and
counselling services by adolescents, and to create safe and supportive environments for them by
adopting a multi-sectoral approach, to more effectively improve their legal, social and economic

status (MoHN, 2000)

Until 2007, adolescent health programs were mostly supported by NGOs and private sector
organisations. For example, UNFPA supported the Reproductive Health Initiative for Youth in Asia
(RHIYA) project in Nepal during 2003-2006, in partnership with seven NGOs in 93 VDCs and seven
municipalities in 19 districts (Valley Reserach Group, 2005). Similarly, USAID supported the Youth
Friendly Services program which especially targeted married adolescents in two districts of Nepal

during 2005-2007 (The ACQUIRE Project, 2008).
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In mid-2007, Nepal’s Ministry of Health (MoH) introduced an implementation guide, Adolescent
Sexual and Reproductive Health for District Health Managers, to facilitate the rollout of the AHDS
2000 in public health facilities (MoHP, 2007). The implementation guide was developed for district
health managers such as district public health officers, district health officers and reproductive
health supervisors at the district level. Managers were guided step-by-step on how to implement
the strategy in district and sub-district level health care settings, and given practical guidance on
collaborating with educational institutions, NGOs and civil society organisations to carry out the

adolescent health program (MoHPN, 2007).

During 2008-2010 the MoH piloted adolescent-friendly health services and tested the district health
managers’ guidelines in 26 of Nepal’s public health facilities with the technical support of the
German Agency for International Cooperation (GIZ) (MoHN, 2010). The pilot program included
orientation of health care providers towards the needs and processes of adolescent-friendly health
services and towards community stakeholders, to generate community support for implementing
adolescent-friendly health services, and preparing health facilities with basic equipment useful for
adolescents like weight and height scales, and waiting room furniture and reading materials (MoHN,

2010).

In 2010, the Ministry of Health and Population Nepal and GIZ conducted a process evaluation of
adolescent-friendly health services with the objectives of documenting the process of introducing
adolescent-friendly health services in public health facilities and identifying any gaps for
improvement (MoHN, 2010). The process evaluation showed that the key implementers of the
AFHS, such as district health managers and health care providers, accepted the program. This result
was demonstrated in interviews held with the officials elected by the district health managers, who
were in charge of the adolescent health program. In the interviews, all the officials expressed a high
level of commitment to the program. The health care providers similarly revealed that they were

strongly interested in providing services to adolescents.

Along with the positive feedback, a number of challenges to the adolescent-friendly health program
also emerged, namely lack of logistic supplies, substandard health facility infrastructure, and poor
monitoring and supervision. These challenges were further exacerbated by the frequent transfer of
trained health care providers, which meant that trained health care providers were not always

present in the facility but were often shifted to health facilities without the adolescent-friendly
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designation. The report further stated that advocacy and governance stakeholders, such as the
reproductive health coordination committee, and some health facility management committees
were not aware of adolescent-friendly health program in their district and community. The
evaluation found there was deficient recording and reporting due to a lack of appropriate
mechanisms in line with health management information systems (MoHN, 2010). However, the
process evaluation of the AFHS pilot intervention apparently provided enough evidence to support

the scale-up of the program across Nepal.

2.7.2 Scaling up of adolescent-friendly health services

Included in the 2010 Nepal Health Sector Program Implementation Plan Il (2010-2015) was the
requirement to scale up adolescent-friendly health service interventions in 1,000 public health
facilities by 2015 (MoHP, 2010). In 2011, the ministry finalised the National Adolescent Sexual and
Reproductive Health Program — Program Implementation Guide to support district health managers,
health facilities and health service providers in offering adolescent-friendly health services (MoHN,
2011b) in order to reach the target of implementation in 1,000 health facilities. The guide
emphasised that adolescent-friendly health care should not be a separate or additional service, but
rather it would manifest in a friendly environment and conditions in which adolescents could
comfortably and easily access sexual and reproductive health care (MoHN, 2011b). Another
important aspect of the SRH program mentioned in the guide was to invite adolescents to
participate as members of health facility operational and management committees to represent an
adolescent voice within the service system (MoHN, 2011b). In addition, the following key
interventions of adolescent-friendly health services, as outlined in Table 2.1, show national
standards for adolescent-friendly service intended to reflect the objectives of better access to and
utilisation of contraceptives and reduction in the number of unintended pregnancies (MoHN,

2011b).
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Table 2. 2 National standards for adolescent-friendly services in Nepal

Elements Details
Service delivery package ° Services to be developed by district health managers as
per the needs and demands of adolescents and youth
at the local level

Organising effective services | e Service providers to be well trained and motivated to
provide services to adolescents
. Health facilities equipped with required essential

supplies and equipment

Conducive environment at . Physical environment, procedures and staff friendly to
health facilities adolescents
° Identify barriers to seeking health services and attempt

to address these barriers in creating a conducive
environment

Capacity building of service ° Appropriately building the capacity of service providers
providers in technical competence and motivation to provide
services to adolescents

Building enabling . Address community barriers to support the effective
environment delivery of health services to adolescents
Communication with . Address the gaps in knowledge and awareness of
adolescents health and sexual and reproductive health issues
among adolescents
. Peer education networks
Skills for health . Provide adolescents and youth with skills-based sexual
and reproductive health education in schools
Adolescents and youth enjoy | e Protecting the sexual and reproductive health rights of
their sexual and adolescents including unmarried adolescents, lesbian,
reproductive health and gay, bisexual, transgender and intersex (LGBTI) youth
rights
Health management systems | e Monitoring systems
in place on site o Feedback mechanism

Source: (Ministry of Health Nepal, 2011b)

The scaling up of AFHS in Nepal was achieved in phases, and by the end of 2017 adolescent-friendly
services had been implemented in 1,134 health facilities across 70 districts in Nepal along with the
orientation of health service providers to the processes and procedures of SRH services (MoHN

2018).
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Table 2. 3 Scaling up of adolescent-friendly health services by year in Nepal

Fiscal year 2009 | 2010 | 2011 | 2012 | 2013 | 2014 | 2015 | 2016 | 2017 | Total
No. of new 5 5 5 23 10 9 6 3 4 63
districts

Total no. of 25 65 65 436 92 374 Number not 1134
health facilities available

Source: (Ministry of Health Nepal, 2018)

In 2012 and 2014, the Ministry of Health and Population Nepal and GIZ commissioned baseline and
final evaluations from the four districts of Nepal where adolescent-friendly health services had been
initially implemented in 2011. Both the evaluations revealed the evidence of service utilisation, the

level of satisfaction, and knowledge among adolescents about adolescent-friendly health program.

Data from these evaluations indicated that young people’s knowledge about adolescent-friendly
health services increased significantly in the intervention areas (baseline 50% to final evaluation
69%) in comparison to control areas (baseline 50% and final evaluation 56%) (Neupane et al., 2014;
Teijlingen et al., 2012). Similarly, a significant percentage of young people in the intervention areas
(baseline 36% and final evaluation 49%) reported that the health facilities now provided a separate
room for adolescent counselling. In addition, a significant percentage of young people in the
intervention area (baseline 45% to final evaluation 58%) reported that adolescent-friendly health
services had maintained their privacy during counselling and treatment compared with control

areas (baseline 41% and final evaluation 44%) (Neupane et al., 2014; Teijlingen et al., 2012).

However, the data also suggested there were no significant differences in service utilisation by
young people between the intervention and control areas. Service utilisation in fact decreased by
3% in study areas (baseline 67% and final evaluation 64%), and 1% in control areas (baseline was
66% and final evaluation 65%). Similarly, the the percentage of young people who received
information about puberty and bodily changes from health care providers in intervention areas
(baseline 22% and final evaluation 31%) was not significantly different from the percentage in

control areas (baseline 27% and final evaluation 31%) (Neupane et al., 2014; Teijlingen et al., 2012).

The data further showed no significant differences between intervention and control groups in
young people’s reported levels of satisfaction with adolescent-friendly health services and health
care providers, at 61.6% and 59.8%, respectively (Neupane et al., 2014). The level of satisfaction

among young people with AFHS was an add-on component in final evaluation.
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2.8 Summary

In this chapter, | have provided the geographic, political and population health context of Nepal, as
well as the SRH status of adolescents and the provision of service to address sexual health issues in
the country. There is limited information available on indicators for SRH of adolescents in Nepal, but
| have discussed what is available from national surveys and relevant research. Contextualising this
study is important for my findings that relate to the influences on the sexual and reproductive health

of the study’s participants.

Nepal is a geographically and demographically diverse country which has recently transitioned to
relative political stability after a long civil war. The poor economic status of its people and the
country’s challenging geography affect daily life in ways that are reflected in the nation’s poor
indicators on health. The government health system is designed to cater to the decentralised
population, yet unequal distribution of health achievements persists. Nepalese adolescents aged
10-19 years face significant challenges associated with SRH, such as premarital sexual activity, early
marriage, early childbearing, and poor contraceptive utilisation rates and high unmet needs. The
issues around adolescent SRH in Nepal are intertwined with socio-cultural traditions, values and
norms that make it difficult for them to seek SRH services. Further, an insufficient health budget,
poor infrastructure and road networks, and inadequate health service provision in rural areas have

significant implications for the SRH of adolescents in the country.

In this challenging context, Nepal has introduced and scaled up adolescent-friendly health services
to improve access and utilisation of SRH services with the aim of reducing the rates of early-age
pregnancy and childbirth and the implications they entail. While the MoHPN-GIZ process evaluation
of 2010 gave evidence that supported scaling up the AFHS intervention, program evaluation in 2014
revealed minimal or no change to service utilisation rates. The 2010 report had not considered
adolescents’ perspectives on AFHS. Given the SRH status of adolescents as discussed in this chapter,
seeking an empirical understanding of these issues is warranted. Therefore, this thesis focuses on
the gap in understanding adolescent-friendly health services in Nepal to gain insights leading to

possible solutions to their underutilisation.
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CHAPTER 3: LITERATURE REVIEW

This chapter examines the current literature pertinent to adolescent sexual and reproductive health
(ASRH) service utilisation, and establishes the importance of understanding what contributes to SRH
utilisation by adolescents at global and national levels. The evidence is presented together with a
synopsis of adolescent demographics, epidemiological information and related determinants of
adolescent sexual and reproductive health, and highlights the noble opportunity that exists for
adolescent-friendly health services to increase adolescents’ engagement with them. This chapter
begins with an introduction to adolescence as a period of transition from childhood to adulthood
that includes various perspectives of adolescence in the contextual grounds of socio-cultural values
and norms in Nepal and more widely. Following an exposition of the demographics of adolescents,
who constitute the biggest share of the population worldwide and in the Nepalese context, |
associate this information with relevant opportunities and challenges. Adolescent sexual and
reproductive health is then explained from epidemiological perspectives, and other determinants,
to demonstrate the importance of adolescent sexual and reproductive health. | discuss what is
currently known about of the factors influencing ASRH service utilisation, as well as related theories
at individual, social and health services levels. | conclude the chapter by identifying some of the

major gaps in the literature and their significance for this study.

For this review, an extensive literature search has been carried out over the last four years. A search
of the public health, medicine and social sciences databases including Medline, Pubmed, Scopus,
EMBASE, Popline, and ProQuest, as well as Google Scholar was undertaken. The keywords used
were: adolescent/adolescence, youth/young people, sexual and reproductive health, adolescent-
friendly health services, youth-friendly health services, condom use, STl and HIV. Soft copies of book
chapters were obtained from the UNSW Library and Google, and hard copies were obtained from
the library. The search was limited to literature available in the English language, except for
Government of Nepal documents in Nepali. The search was mostly confined to the last 20 years.
Grey literature such as reports were obtained from the website of the Ministry of Health Nepal,
United Nations, the World Health Organisation, UNICEF, UNFPA and GirlsNotBrides. Hard copies of
the reports were collected from the organisations in Nepal. Further, the reports, manuals and
program guidelines were obtained from peers, programmers and academics. Also, the reference list

of journal articles was reviewed, and relevant references obtained and reviewed.
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3.1 Concepts of adolescence and adolescents

As noted in chapter one, the World Health Organisation (WHO) defines adolescence as the period
of life between the ages of 10-19 years (World health Organization, 1997). Adolescents are young
people who are going through this period of transition, where neurological development and
associated cognitive and emotional capacity grows, alongside their interaction with social
environment. This helps shape the adolescents’ learnings and capabilities that continue into adult
life (Patton et al., 2016). Nepal has adopted the WHQ's definition of adolescence, which embraces
young people aged from 10 to 19 years (Ministry of Health Nepal, 2000). In my research, | have used
the same age group and throughout this thesis, | will use, the terms adolescent and young people

interchangeably to refer to the same group.

Notwithstanding the accepted definition, adolescence is difficult to mark precisely in terms of
beginning and end. The onset of puberty varies by individual and between genders. Puberty is the
period during which growth spurts occur, secondary sexual characteristics develop and fertility is
marked together with psychological changes in the body of adolescents (Sawyer, Azzopardi,
Wickremarathne, & Patton, 2018). UNICEF (2011) notes that normally, girls’ puberty begins on
average 12-18 months earlier than boys’. The median age of menarche (first period) for girls is
between 12-14 years (Chumlea et al., 2003; Sunuwar, Saha, Anupa, & Upadhyay Dhungel, 2010;
Tomova, Lalabonova, Robeva, & Kumanov, 2011); boys’ first ejaculation generally occurs at 13-14
years of age (Tomova et al., 2011). While some girls may first menstruate as early as 8 years of age,
these are exceptional cases (O’Grady, 2009). However, it should be noted that research now
suggests that over the last century the age of puberty’s onset has declined by four to five years
(Pierce & Hardy, 2012; VitalRecord, 2018). While there is little in the way of research that documents
puberty of adolescents in Nepal, the Nepal Adolescent and Youth Survery (NAYS) 2010/11, reported
the mean age of menarche for girls as 13.5 years and the mean age of semenarche (first ejaculation)

for boys as 14.5 years (Minstry of Health and Population Nepal [MoHPN], 2012).

Across the world, there are differences in how adolescents are perceived in terms of their maturity,
reflected in national laws. In many countries “maturity” is based on the legal age of consent and for
marriage (Dehne & Riedner, 2005; GirlsNotBrides, 2016; UNICEF, 2011). In many developing
countries, the concept of adolescence has only recently been recognised — individuals in those
societies were previously seen as moving directly from being children to adults. In some countries,

this transition from childhood to adulthood is marked by institutional rites for male and female
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children, after which they are deemed full members of their society and become eligible to
participate in adult ceremonies (Andersen, Taylor, & Logio, 2015). These customary institutional
rites vary among cultures and ethnic groups. Some of the rites relevant to SRH in Hindu cultures in
South Asian countries like Nepal and India pertain especially to boys of the Brahmin caste;® following
the threading ceremony,® between the ages of six and twelve years they are considered “grown-
ups”. Boys can then participate in adult religious responsibilities, and also marry (Penkower &
Pintchman, 2014). For girls in the same culture, menarche is a sign of fertility indicating they are

ready for marriage (Shrestha, 2002).

Researchers have tried to understand adolescents from different theoretical points of view, focusing
particularly on biological and neurological development and the influence of socio-ecological
environments as determinants of their behaviour. The following section looks at theories of

adolescence to attempt a cohesive view of what it means to be an adolescent.

The sociological view understands adolescence emerging from the socio-economic changes
resulting from the arrival of institutionalised schooling practices in the 20th century (Caldwell et al.,
1998; Demos & Demos, 1969; Modell & Goodman, 1990). Recently, (Patton et al., 2016) in their
publication present a neuroscience paradigm that has emerged in the last 20 years — changing
cognitive and emotional capacities during adolescence. The biological view of adolescence
highlights physical maturation due to hormonal and emotional changes at puberty as an important
signal of this period (Gowers, 2005; Patton & Viner, 2007; Spear, 2012). The biological maturation
perspective, introduced by G. Stanley Hall (Hall, 1916), explains that the development of the
individual throughout adolescence is determined by biological and genetic forces. Patton et al.
(2016) explains that during adolescence brain development occurs together with pubertial process
including gonadal hormone change along with maturation of sub-cortical structure in brain that
allows to understand sex differences. Yet socio-cultural, nutritional environmental context, and
exposure such as substance use also influence adolescents’ expressions and experiences of this

period (Arnett, 1999; Patton et al., 2016; Steinberg, 2001). The biological maturity perspective is

5> Brahmins are considered to be the upper class in the hierarchy of caste. The caste system in Nepal is
explained in chapter 2, section 2.3
6 The threading ceremony is a Hindu rite of passage for boys. It involves shaving the head, bathing, and
wearing new clothes in a ceremony where he receives scarred-thread that needs to be worn for his
lifetime, and vows to respect his parents, teachers and community.

47



also associated with elevated rates of risky behaviours due to the hormonal changes characterising

this period (Kipke, 1999).

Ecological perspectives have similarly explained that contextual social and environmental factors
like economic status, cultural background, and the general environment contribute to the social
norms and values, opportunities and reinforcements the condition that determine the behaviours
of adolescents (Millstein & Igra, 1995). Often, risky behaviours including high-risk sexual behaviour
like early and unprotected sexual intercourse, forced sex and multiple sexual partnerships
(Ssewanyana et al.,, 2018), and inter-generational sex, sexually transmitted infections and HIV
(Underwood, Skinner, Osman, & Schwandt, 2011) are associated with family poverty, poor parental

monitoring, peer influence and poor exposure of adolescents to SRH information.

Although there are different understandings of young people according to the theoretical
perspectives documented in the literature, the majority of these perspectives’ present adolescence
as a progressive period where the adolescent undergoes physical transformation towards
maturation with vice-versa complex interactions with the socio-cultural environment. However,
there is insufficient evidence, especially from developing countries, of how social and cultural
settings influence the sexual health of young people. In this research, | look at adolescents’
experiences and challenges while accessing AFHS, and here, | will also explore the socio-cultural

influence on their access to these services.

3.2 Adolescent demographics

Worldwide there are 1.2 billion adolescents aged 10-19 years, equating to 16% of the world’s
population (UNICEF, 2016; WHO, 2018a). UNICEF (2016) estimates that more than half of these
adolescents live in Asia, and of this number, around 340 million are in South Asia, and 227 million in
East Asia and the Pacific. The increasing number of adolescents had been a growing trend,
particularly in developing countries, up until the year 2000, but has remained stagnant since (Figure
3.1). Nevertheless, the adolescent population is still the highest in the history of the world and
represents a huge number. Within and across the countries where they live there are disparities in
indicators like education, health and economics. The UN reported in 2012 that compared to 20 years
before, adolescents were healthier and more likely to attend school and delay entering the labour

force or marrying and having children. However, many adolescents in impoverished environments
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are likely to drop out of school and engage in risky sexual behaviour, marry early and bear children.

This likely has negative effects on socio-economic development that is sustainable and equitable.

Figure 3. 1 Demographic trends of worldwide adolescent population (1950-2015)
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As mentioned in chapter 2, Nepal’s adolescent population comprises of one-quarter of its total
population (CBS, 2012). As illustrated by the population pyramid below (Figure 3.2), adolescents
form the biggest bulge; and this is the population that will be contributing to the national economy
in a few years’ time. This bulge of the adolescent population in the current population of Nepal,
similarly to other low and middle-income countries, is believed to have the potential to greatly
improve the economies of these countries, and the health and well-being of adolescents are seen
to be associated with future national development (Patton & Sawyer, 2015). UNFPA Nepal (2017)
reports that Nepal is approaching “Stage IlI” of a demographic transition characterised by low
fertility and low mortality. This means that a large number of adolescents will be a major part of the
demographic with the responsibility for Nepal’s future economic fortunes. However, with the high
number of adolescents becoming sexually active, and a stagnant median age at first marriage for

females in Nepal of 17.5 years (CBS, 2012), adolescents are at risk of being exposed to SRH problems
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which may, ultimately, result in stagnant socio-economic development. The situation of Nepalese
adolescents having poor access to SRH information and services will be aggravated if this situation
is not addressed with some urgency. UNFPA Nepal (2017) reiterates that Nepal needs greater
investment in adolescents by ensuring universal access to quality SRH and reproductive rights,
education, and economic opportunities to minimise the potential consequences for future socio-

economic development.

Figure 3. 2 Population pyramid of Nepal, 2017
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3.3 An Epidemiological overview of adolescent sexual and reproductive health

Adolescence is the life stage crucial for the opportunity of lifelong good health, a time when future
patterns of adult health are established (Sawyer et al., 2012). At the same time, adolescents are
often associated with increased risk-taking behaviour due to hormonal changes, neurological
changes and exposure to social environment during puberty (Galvan et al., 2006; Patton et al., 2016;

Steinberg, 2011). During this period, adolescents seek greater independence and responsibility, and
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more autonomy over their decisions and actions as they try to form identities and become conscious
that choices can be of their own making (Marcia, 1980; Montgomery, 2005). Sawyer et al. (2012)
define adolescence as a life phase that is mostly exciting and comes with numerous opportunities,
where adolescents learn from peers, parents, society, and communication technologies which, as a
whole, shape and direct their future. From another side, researchers emphasise that adolescence is
also a phase when young people begin to explore their sexuality and may engage in early sexual
activities as part of their sexual curiosity (Regmi et al., 2010a; Skinner, Smith, Fenwick, Fyfe, &
Hendriks, 2008). Early-age engagement in sexual activities has been shown to be a strong marker
for future poor sexual health and risk behaviour patterns (Cavazos-Rehg et al., 2010; Zuma et al.,
2014). Sexual initiation at a younger age is often associated with unintended adolescent pregnancies
(Baumgartner, Geary, Tucker, & Wedderburn, 2009; Idele et al., 2014; Magnusson, Masho, &
Lapane, 2012), risk of sexually transmitted infections and HIV/AIDS (Shrestha, Karki, & Copenhaver,
2016; Stryhn & Graugaard, 2014), and subsequent risk behaviour in later life, including having
multiple sexual partners (Li et al., 2015; Shrestha et al., 2016; Zuma et al., 2014) and more negative
attitudes towards condom use (Sandfort, Orr, Hirsch, & Santelli, 2008). The ongoing decline in the
age at which sex is first had, and an increased instance of sexually active adolescents in many
countries has raised serious concerns amongst global public health experts, who associate these

factors with negative health outcomes for these individuals as they reach adulthood.

When looking at the current concerns about the adolescent population’s SRH, relevant statistics
provide key markers that assist in extrapolating linkages between health, culture and society. A
major marker in reproductive health complications amongst adolescents is associated with early

marriage and early pregnancy, and sexually transmitted infections and HIV/AIDS.

3.3.1 Adolescent pregnancy and childbearing

There are global estimates that 21 million girls aged 15-19 years and two million girls aged under
15 years become pregnant, among which 16 million girls aged 15-19 years and around 2.5 million
under 16 years give birth in low and middle-income countries (UNFPA, 2015). Early pregnancy and
childbirth can result in pregnancy-related complications which have become the leading cause of
death for adolescent females aged 15-19 years (WHO, 2016a). As Vogel et al. (2015) note, younger

mothers are the age group most likely to experience complications during pregnancy and childbirth.
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One of the major determinants of early pregnancy and childbirth occurring is the experience of
lifelong gender-based discrimination, faced by adolescent girls particularly in low and middle-
income countries (Jayachandran, 2015). Evidence shows that parental discrimination that favours
care, attention and encouragement being given to sons over daughters results in girls having less
educational opportunity (McCleary-Sills, Hanmer, Parsons, & Klugman, 2015), and less opportunity
to complete their growth before they are married and given an adult role (Lal, 2015). In South Asia,
although the gender gap in primary school enrolment is narrowing, it has widened between girls
and boys completing secondary school, with boys now being 1.55 times more likely than girls to
finish secondary school (UNESCO, 2015). One of the many factors associated with girls not finishing
secondary school is their greater likelihood early marriage, leading to early maternity (McCleary-
Sills et al., 2015). The high rates of adolescent pregnancy and childbirth are strongly linked to those
countries in which adolescents have poor education, are married at an earlier age, and to living in
rural areas where more traditional customs of early marriage are practised (Laski, 2015). UNFPA
(2015) reports that 90% of births to adolescent girls occur within marriage. Early marriage exposes
girls to SRH conditions like high-risk pregnancy, and sexually transmitted infections. South Asia
(Bangladesh, Nepal, Afghanistan and India) have high proportions of adolescent pregnancies
because early marriage is common in these countries and, socially, adolescents have minimal or no
control over decisions about reproduction, thus early pregnancy is inevitable (Raj, Saggurti, Balaiah,
& Silverman, 2009). In 2017, one in two, or up to 45% of adolescent girls were married before the
age of 18 years, making (GirlsNotBrides, 2018). As discussed in chapter 2, in Nepal in 2016 27.1% of
adolescents 15-19 years were already married; the figure of 17% for adolescent pregnancy was less
than for Bangladesh (31%), but double that of other South Asian countries (MoHN et al., 2017). The
huge numbers of adolescents residing in these countries contribute significantly to the high number

of adolescent pregnancies worldwide.

Due to their young age, lack of SRH education, less power to negotiate safe sex (Challa et al., 2018),
poor access to SRH services and information (de Castro et al., 2018a), and small decision-making
voice within the family (Raj et al., 2009), adolescents have lower rates of using contraceptives and
greater unmet need for contraception compared to any other age group (Godha, Hotchkiss, & Gage,
2013). The Guttmacher Institute (2018) reported that almost 20 million adolescent women aged 15-
19 have an unmet need for modern contraceptive methods. Moreover, almost 85% of those are

reported as not using any contraception, while 15% used less effective traditional methods like
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withdrawal or periodic abstinence (Guttmacher Institute, 2018). Hence, these adolescents are at
high risk of unintended pregnancy. Further, about half (49%) of adolescent pregnancies are
unintended, and half of those are unsafely terminated (Guttmacher Institute, 2018). There are
globally around 3.9 million unsafe abortions taking place among 15-19 year-olds each year (Darroch,
Woog, Bankole, & Ashford, 2016); these abortions can be linked to lack of access to appropriate SRH
services and the stigmatisation of adolescent sexual activity. In many developing countries abortion
is not legal and may contribute to infections, as well the high proportion of maternal deaths among
adolescents due to unsafe abortion procedures. In addition, in countries where discussion of sex is
taboo (Sychareun et al., 2018) and the sexual activity of unmarried adolescents is stigmatised (Hall
et al., 2018b), adolescents will have little access to SRH information and services (Kennedy et al.,
2013). In their qualitative study among 341 male and female adolescents in Vanuatu, Kennedy et al.
(2013) noted that stigma and shame associated with adolescent sexual behaviour was one of the
most significant reasons that participants had difficulty in accessing SRH services. In another
gualitative study conducted in Lao People’s Democratic Republic among adolescents, participants
indicated the socio-cultural norm of not discussing sex and reproduction as a contributing factor to
their reluctance to discuss their SRH with HCPs, that would also lead to their missing antenatal and
postnatal consultations, and in the case of unmarried girls, seeking unsafe abortions (Sychareun et
al., 2018). Hence, poor access to SRH services can result in unintended pregnancy and unsafe

abortion (Hall et al., 2018a)

3.3.2 Sexually transmitted infections and HIV/AIDS

In 2016 there were estimates of one million sexually transmitted infections (STls) being acquired
every day, and an estimated 376 million new cases globally each year caused by one of the four STls
chlamydia, gonorrhoea, syphilis or trichomoniasis (WHO, 2018c). According to the Centre for
Disease Control, young people aged 15-24 years have a high share in the numbers of people infected
with STls, acquiring half of all new STls including HIV and AIDS. There was a total of 590,000 young
people aged 15-24 newly infected with HIV in 2017 of whom 250,000 were adolescents aged 15-19
years (UNICEF, 2018b). UNICEF (2018b) further estimates that in 2017 about 1.8 million adolescents
around the world aged 10-19 years were living with HIV, of which two-thirds were adolescent girls.
Among all HIV infections affecting adolescents, most occur in sub-Saharan Africa and South Asia
(UNICEF, 2018b). Statistics also indicate that adolescent deaths due to HIV and AIDS-related causes

tripled between 2000 and 2015 globally, and that this age group was the only one to experience a
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rise in deaths from these causes (UNICEF, 2015), with all other groups showing a decrease of 51%
during the same period (UNAIDS, 2018). A total of 38,000 adolescents aged 10-19 years died due to
AIDS-related causes in 2017 (UNICEF, 2018a).

There are several reasons that might contribute to the increasing rate of STl and HIV infections
among adolescents globally, for example, inadequate knowledge of STl and HIV (Idele et al., 2014),
negative attitudes to condom use (Bermudez et al.,, 2012), and cultural attitudes toward sex
(Sychareun et al., 2018). Poor knowledge about HIV and how to prevent infection has remained one
of the major reasons for the persistence of HIV among adolescents. A review of epidemiological data
on the burden of disease and prevalence of HIV and AIDS conducted at global and regional levels
reported that in most of the countries surveyed, less than half of adolescent girls and boys had any
basic understanding of HIV and ways to prevent it (Idele et al., 2014). That review used data from
UNFPA’s global database, Demographic and Health Surveys, and Multiple Indicator Cluster Surveys
(MICS), and other national surveys taken between 2007 and 2012. In Nepal (as discussed in chapter
2, section 2.5.7) only 18.3% of female and 24.3% of male adolescents aged 15-19 years had
comprehensive knowledge about HIV (MoHN et al., 2017), highlighting the unmet need for better
SRH services. Sex and sexuality is a sensitive topic in many developing countries’ societies (Puri et
al., 2010; Sychareun et al., 2018), and the result of limited sex education at home and school is poor
knowledge of HIV transmission, its consequences, and prevention. Lack of knowledge about HIV
leads to low rates of condom use during sex among adolescents. A recent study conducted among
1322 college students in Nepal noted that the poor HIV knowledge of young people was significantly
associated with inconsistent use of condoms and low perceptions of HIV risk (Farahani, Akhondi,

Shirzad, & Azin, 2018).

To prevent STl and HIV, condoms are one of the most effective methods for sexually active
adolescents, and consistent and correct use has been reported to reduce up to 80-90% of HIV
infection by heterosexual transmission (Cayley Jr, 2004; Nyembezi et al., 2014). However, negative
attitudes towards using condoms can result in low utilisation, and that is identified as risk factor for
HIV infection (Simbayi et al., 2005). A cross-cultural assessment and analysis of adolescent
behaviour in Spain, Colombia and Panama reported that despite having higher levels of knowledge
about HIV, male adolescents had negative attitudes towards condoms (Bermudez et al., 2012),

which might result in their poor utilisation.
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In some cultures, people have a liberal attitude towards pre-marital sexual activity, but in others, as
mentioned in the previous section, discussions about sex and sexual issues remain taboo (Sychareun
et al.,, 2018). This prohibition results in poor knowledge and access to services even though
adolescents in such societies may be sexually active. Hence, adolescents remain at high risk of STI
and HIV. Further, as discussed earlier, the relative powerlessness of adolescent girls in decision-
making and negotiating safe sex with their partners exposes them to unsafe sex (Challa et al., 2018).
The evidence as presented above suggests that there is a burden of STIs and HIV and AIDS that surely
needs to be addressed, and one avenue is to improve adolescents’ knowledge of and access to SRH

services.

3.4 Global responses to adolescent sexual and reproductive health

3.4.1 Realising sexual and reproductive health care as a human right for adolescents

A range of human rights enshrined in core human rights treaties is relevant to the SRH of
adolescents. These include the right to health, the right to privacy, the right to decide freely on the
number and spacing of children birthed, the right to education and information, and the right to be
free from discrimination. These rights were stated in the Convention on the Elimination of All Forms
of Discrimination against Women (CEDAW) adopted in 1979 by the United Nations General
Assembly (UN, 1979). Meanwhile, the right to express one’s view as a child and the right to be
protected against violence and harmful practices were stated in the UN Convention on the Rights of
the Child (UN, 1989). Age at marriage is articulated in the Convention on the Rights of the Child
(CRC), which states that any marriage taking place under the age of 18 years is considered a child
marriage (UN, 1989), and this age has been accepted as the minimum legal age of marriage in many
countries (GirlsNotBrides, 2019). There are, however, variations between countries; according to a
2013 mapping of minimum-age-of-marriage laws conducted by the World Policy Analysis Centre, 93
countries still allowed girls under 18 years to be married with parental consent (Heymann & McNeill,
2013). In this area, Nepal has been progressive, setting the minimum age of marriage at 20 years for

both males and females, and at 18 years with parental consent (Nepal Law Commission, 2006).

The 1994 Cairo ICPD program of action especially backed the right of adolescents to reproductive
health care, stating that “Information and services should be made available to adolescents that can
help them understand their sexuality and protect them from unwanted pregnancies, sexually

transmitted diseases and subsequent risk of infertility” (UNFPA, 2004, p. 58). In its 2012 resolution
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on adolescents and youth, the Commission on Population and Development of the United Nations
urged all governments “to protect the human rights of adolescents and youth to have control over
and decide freely and responsibly on matters related to their sexuality, including SRH, free of
coercion, discrimination, and violence, and regardless of age and marital status”(UNFPA, 2014b).
Governments in many countries have since supported SRH services for adolescents, with 96% of the
Americas, 90% of Europe, 80% of Asia (including Nepal), and 54% of Africa making some efforts
towards developing programs to ensure young people’s access to SRH information and services that

warranted and respected their privacy, confidentiality and informed consent (UNFPA (2014a).

3.4.2 Millennium development goals (MDGs) and sustainable development Goals (SDGs)

Human rights leaders from 189 countries recognised the rights of adolescents to SRH care in the
Millennium Declaration at the UN Millennium Summit in the year 2000, which set eight
development goals for world’s poorest countries (WHO, 2018b). Millennium Development Goal
(MDG) 5, to improve maternal health included two targets, 5A and 5B. Target 5B, to “achieve,
universal access to SRH services by 2015” was primarily relevant to the SRH of adolescents, with the
goal of reducing the adolescent childbirth rate (World Health Organization, 2018b). However,
despite significant global progress in reducing maternal deaths in poor countries by 45% between
1990 and 2013 (from 380 to 210 maternal deaths per 100,000 live births) (UN, 2015a) and better
global access to reproductive health care, there was little improvement in adolescents’ access to
SRH services during this period. The birth rate among adolescent girls 15-19 years was reported to
have decreased only from 59 births per 1000 adolescents to 51 between 1990 and 2015, and
maternal mortality among adolescent girls remained the leading cause of death in this demographic
(MDG Monitor, 2016). This indicates that the lack of universal access to SRH services persists for this
particular group, as well as inequality of access. In Nepal, the adolescent birth rate had decreased
from a previous 110 births to 71 per 1,000 in 2014 (National Planning Commission, 2016). This
achievement could be attributed to greater attention being given to improving access to SRH
services; disparities in rate of reduced births between rural and urban areas of the country remain,

however (CBS, 2015).

In 2015, UN member states agreed on a blueprint for peace and prosperity for people and the planet
containing 17 sustainable development goals (SDGs), calling for action and global partnership

among all countries, developed and less developed (UN, 2015b). Goal 3: Good Health and Well Being
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once more recognised the high adolescent birth rate in developing countries and included targets

for increasing universal access to SRH care services across all age groups.

It is evident that the importance of SRH has been well recognised through commitments made
internationally and nationally. Yet progress on achieving universal access to SRH for adolescents has
been slow. There is a range of factors that may potentially be affecting adolescents’ access to SRH

services, and these are discussed in the next sections.

3.4.3 Introduction of adolescent-friendly health services

One of the major contributions made in response to the SRH care needs of adolescents came from
the health sector with the adolescent-friendly health service initiative. As mentioned in Chapter 1,
section 1.3, the concept of adolescent-friendly health services was introduced following the 1994
Cairo conference that prioritised the SRH of adolescents and young people (UN, 1995). Since then,
attempts have been made globally by the health sector to address young people’s SRH issues. The
introduction of adolescent-friendly health services into the current health delivery system is one
example of healthcare improvements that were recommended, particularly for developing
countries. The WHO defined adolescent-friendly health services as “an approach which brings
together the qualities that young people demand, with the high standards that have to be achieved
in the best public services” (McIntyre, 2002). The features of AFHS were discussed in chapter 1,

section 1.3.

Recognising the importance of friendly health facilities for adolescents worldwide, a number of
countries have introduced health services based on adolescent-friendly principles. Several
developed countries like the United States, Canada, United Kingdom, Australia, Germany, and
Netherlands have “youth information centres” or “youth-friendly clinics”, which have been largely
successful (Baltag & Mathieson, 2010; Kang et al., 2005; Manlove, Fish, & Moore, 2015). Meanwhile,
among African countries, South Africa was a leader in implementing AFHS through its National
Adolescent-Friendly Clinic Initiative started in 1999 (Ashton, Dickson, & Pleaner, 2009). Other
countries including Ghana, Uganda, Tanzania, and Kenya have also introduced AFHS through
international donor-supported programs (Daniels, 2007; John snow Inc, 2007b; JSI, 2007; Williams,
Mullen, Karim, & Posner, 2007). Following these nations, countries of the South Asian region such
as Nepal, India, Bangladesh, and Sri Lanka began to focus on adolescent health in 2000, with the

support of the WHO, by developing national strategies on adolescent health (WHO, 2008). India,
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Bangladesh and Sri Lanka began adolescent-friendly programs in 2002 (WHO, 2008) and Nepal, later,
in 2009 (HSSP, MoHPN & GTZ, 2010).

There are several models for AFHS, and different countries have adopted different models and
approaches (Denno, Hoopes, & Chandra-Mouli, 2015). For example, in some countries adolescents
are offered services at health facilities in drop-in arrangements (Geary, Gdmez-Olivé, Kahn, Tollman,
& Norris, 2014) after school hours, while elsewhere a separate day and time is allocated for young

people to visit (Goicolea, Coe, Hurtig, & San Sebastian, 2012).

Some countries like Bangladesh, Mongolia, Botswana, Ghana, Tanzania and Uganda provided AFHS
in combination with awareness-raising activities in schools and communities (Bhuiya, Rob,
Chowdhury, Rahman, & Haque, 2004; Daniels, 2007; John snow Inc, 2007b; JSI, 2007; Lou, Wang,
Shen, & Gao, 2004; Sovd, 2004; Williams et al., 2007). These included, among other strategies,
reaching adolescents through peer educators, and mobilising teachers with behaviour change
communication (BCC) materials to publicise AFHS. In Bangladesh, HCPs were trained in non-
judgmental attitudes, and some modifications were made to facility infrastructures to improve
waiting times and provide privacy and confidentiality. Also, adolescents’ questions were answered
via telephone hotlines, and HCPs coordinated with teachers to refer adolescents to the health
facility. Evaluation of this model found increased service utilisation by adolescents especially in
areas where the schools were involved. Also, adolescents demonstrated improved knowledge about
SRH. There was, however, no evidence of increased condom use (Bhuiya et al., 2004). In an
evaluation of programs in four African countries — Botswana, Ghana, Tanzania and Uganda — all
reported improved SRH service utilisation by adolescents and, for example, increased modern
contraceptive use among female adolescents (Daniels, 2007). Mongolia’s program showed
improved SRH service utilisation by adolescents compared to intervention and control sites (Sovd,
2004), but no pre-intervention data was available in the evaluation report. In the absence of pre-
intervention data, it is not possible to determine whether the intervention sites were already better-
performing facilities. Nevertheless, it is clear from the experiences of these countries that
adolescents would benefit from AFHS where community-level interventions such as community

awareness and school education are conducted.

Nepal and India in South Asia, and Equador and Peru in South America are some of the countries

that integrated AFHS within the health care system by building the capacity of health care providers

58



to deliver them (Goicolea, Coe, San Sebastian, & Hurtig, 2017; Neupane et al., 2014; Yadav et al.,
2009). Other countries such as Indonesia, Malawi, Moldova, Ukraine, along with earlier-mentioned
Bangladesh and Tanzania, also integrated AFHS within their national health care system (Chandra-
Mouli, Chatterjee, & Bose, 2016). Chandra-Mouli et al. (2016) conducted a review (Chandra-Mouli
et al., 2016) of published and unpublished documents from eight low and middle-income countries
who had integrated AFHS within the health system. Improvements in health service utilisation in
Malawi, Moldova, Mongolia and Ukraine were reported, but in countries like Bangladesh, utilisation
was found to decrease compared to control sites. As discussed in chapter 2, section 2.7.2, in Nepal
there too was reported a decrease in AFHS utilisation by adolescents (Neupane et al., 2014). In most
developing countries health facilities operate with limited resources and health workers are often
responsible for delivering a wide range of primary health care services. Hence, it is likely in that
context that service delivery to adolescents and their acceptance of the available services would be
impacted. However, besides resource constraints, there are many other factors that affect SRH care

utilisation, and these are discussed in the next section of this chapter.

Although there are different ways of delivering health care to young people, there seems to be a
common understanding that access to friendly health services is vital for ensuring their SRH and
general wellbeing (Brittain et al., 2015; Denno et al., 2015; Nath & Garg, 2008; Tylee, Haller, Graham,
Churchill, & Sanci, 2007). Moreover, it is widely accepted that adolescent health services should be
clear, accessible, equitable, acceptable, appropriate and understandable (Berg-Kelly, 2003;

Engender Health, 2002; Tylee, Haller, Graham, Churchill, & Sanci, 2007; WHO, 2012).

Also, while the widespread implementation of adolescent-friendly health services indicates that the
overall concept is understood to be valuable in many different countries, how such services are
conducted will influence the success and shortcomings of programs on a local scale. In the West,
the US, the UK, and others have made significant achievements in adolescent health over the last
40 years. In the US, as shown in the analyses of different periods of the National Survey of Family
Growth between 1995-2013, teenage pregnancy has steadily decreased since 1990 (Boonstra, 2014;
Lindberg, Santelli, & Desai, 2016). Researchers suggest this steady decrease was due to improved
access to contraceptive services (Boonstra, 2014), together with improved social outcomes of
programs focusing on adolescents in areas like education opportunities and policy (Lindberg et al.,
2016). Similarly, the UK and other Western nations have recorded significant drops in adolescent
pregnancy since the 1980s due to their focus on adolescent health and improving access to
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contraceptives and incorporation of sexual education in school curricula (Arie, 2014). (Hadley,
Ingham, & Chandra-Mouli, 2016) conducted a detailed documentation search of policy, strategy and
action plans of the UK government to understand what had contributed to the drop in the teenage
pregnancy rate. They concluded that the UK’s success in reducing teenage pregnancy by 51%
between 1999 and 2014 (Toynbee, 2013) was due to their focus on adolescent-oriented sexual
health services in their policies and guidelines. The review noted that the UK government had
invested in actions targeting healthcare providers and adolescents equally, with HCP training in all
facets of adolescent health, especially in communication skills, consent and confidentiality, and the
development of youth-friendly practices to ensure that patients felt comfortable, happy and
encouraged to use services. Improvement of services for adolescents has facilitated building
partnerships with a wider range of stakeholders including schools, parents, local government and

youth workers to target youth directly through a variety of outlets (Hadley et al., 2016).

Most programs in developing countries, on the other hand, have not taken a comprehensive
approach, and the involvement of young people in the SRH decision-making has been largely
ignored (Chandra-Mouli, Lane, & Wong, 2015a). As discussed in chapter 2, section 2.7.1, while
Nepal’s national adolescent SRH program recommended the inclusion of adolescents in health
facility operational and management committees, only a quarter of health facilities have involved
adolescents at this level (Kennedy et al., 2015). As such, the effectiveness and impact of standalone

AFHS is questionable (Denno et al., 2015).

3.5 Factors influencing access to and utilisation of adolescent sexual and reproductive
health services
Despite the focus given to the provision of SRH services, adolescents continue to face challenges in
accessing reproductive health services (Chandra-Mouli et al., 2015b). The challenges that impact on
SRH utilisation are often a result of complex social, environmental, cultural, economic and
psychosocial factors (WHO, 2011). A review conducted by Tylee et al. (2007) for a Lancet series on
adolescent health noted that research, mainly from developing countries, has indicated that almost
70-90% of young people visit primary health care facilities at least once a year, but rarely for SRH
issues; the major reasons were for treatment of respiratory or dermatological problems. The review
further noted that in developing countries young people are not willing to seek professional help
for sensitive SRH issues and, furthermore, it is adults who would decide their SRH needs (Tylee et
al., 2007).
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There could be various reasons why young people are not willing to seek services for SRH issues,
and research that endeavours to understand this non-utilisation is key to improving the quality of
life for young people. This understanding could help prevent SRH morbidity, and provide an
evidence base for designing health promotion interventions. The complexity of SRH service
utilisation could be clarified by different models of health care utilisation. There are several models
that explain health care utilisation. For example, the psychosocial health belief model (Rosenstock,
1974) is based on individuals’ beliefs about health problems and perceptions of the benefit that
motivates health seeking; the Andersen-Newman behavioural model of health service use
(Andersen & Newman, 1973) emphasises social determinants, the health service system and
individual determinants that influence health service utilisation; and in Kroeger’s model (Kroeger,
1983) the major elements are the characteristics of the patient, of disorder perception, and of the

health service.

The health service utilisation of adolescents is embedded in complex contextual elements related
to demographics and social structures, and health system factors that influence adolescent SRH.
Hence, the focus in discussing SRH service utilisation is on identifying factors that may influence the
health-seeking behaviours of adolescents. The health belief model of Rosenstock (1974) centres on
an individual’s belief and perceptions and omits the environmental influences and social structures
that might influence the decision of adolescents to utilise SRH services. Therefore, this model is not
appropriate to understanding the factors affecting adolescent SRH service utilisation. Andersen and
Newman (1973) emphasises social determinants, and Kroeger (Kroeger, 1983) emphasises patient
characteristics and demographic and social variables, and hence, these two models might best
explain factors associated with adolescents’ SRH service utilisation. However, these models are not
sufficiently comprehensive when considered on their own. Health service utilisation is likely to be

better understood when a combination of both models is applied.

The Andersen-Newman (1973) model of health service utilisation established that an individual’s
health care seeking is influenced by three components: predisposing, enabling and need as factors
that facilitate or impede utilisation of services by individuals. In this model predisposing factors are
demographic and social structures; enabling factors are those allowing the use of services such as
income, access to service and availability; and need factors such as conditions of ill-health or disease
motivate service seeking. This model has been previously applied and tested in investigations of a
range of health services and in health systems research, including adolescent SRH care seeking.
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Azfredrick (2016), using this model to examine reproductive health service utilisation by adolescent
girls, showed that enabling factors like parental support, finances, and type of health facility were
important determinants of adolescents deciding to seek SRH services. Shabani, Moleki, and
Thupayagale-Tshweneagae (2018), in their exploratory descriptive and contextual qualitative
research among 20 male adolescents in South Africa, noted that predisposing factors like health
belief, and enabling factors like the availability of quality ASRH services were important for SRH

service utilisation.

Similarly, Kroeger’s (1983) model emphasised patient characteristics, which embrace features of
predisposing factors from Anderson-Newman (1973), and demographic and social variables. It then
considers the characteristics of disorders such as the nature and severity of a disease. The third most
important aspect of the framework which is particularly relevant for adolescent SRH service
utilisation is the focus on the enabling environment of health facilities, including geographical

accessibility, acceptability, quality of care, and cost associated with services (Kroeger, 1983).

While the Anderson-Newman and Kroeger models provide comprehensive frameworks for looking
at the factors associated with adolescents’ SRH service utilisation, the WHO’s “quality of care”
framework expands on Kroeger’s enabling factors. The quality of care framework is a guide to
improving health services provision such that patients’ service utilisation improves (WHO, 2006b).
This framework was utilised to define the AFHS domain for quality health care that includes
accessible, acceptable, equitable, appropriate and effective services (WHO, 2012). Components
include accessibility and acceptability, which also feature in Kroeger’s model, but in addition, quality
of care includes equitable, appropriate and effective service. Since this research investigates
utilisation of SRH services by adolescents, | present the relevant literature guided by the Anderson-
Newman (1973) model, Kroeger’s (1983) model, and the WHO’s domains of adolescent-friendly

health services.

3.5.1 Individual factors for adolescents sexual and reproductive health service utilisation

Although there are several individual-level determinants associated with health service utilisation,
by young people, the literature emphasises education level and sexual relationship status, as major

factors.
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3.5.1.1 Education

Education has often been associated with adolescents’ utilisation of SRH services. A number of
studies have identified that adolescents who are educated at least up to higher secondary level are
more likely to use SRH services, especially family planning and voluntary counselling and testing
services (Feleke, Koye, Demssie, & Mengesha, 2013; Hutchinson & Mabhlalela, 2006; Nwachukwu &
Odimegwu, 2011). Feleke et al. (2013) in their study of adolescents in northwest Ethiopia noted that
adolescents with secondary education were three times more likely to use VCT services compared
to those who did not have formal education. The most likely explanation is that educated
adolescents had better access to information, more knowledge about the availability of the services,
and a better understanding that their sexual health could benefit from preventive health care (Bam
et al., 2015; Feleke et al., 2013). However, the findings from a quantitative cross-sectional study
based on a self-administered questionnaire among 15-19-year-old higher secondary school
adolescents conducted by Bam et al. (2015) would contradict this rationale, since 94% of the
adolescents surveyed were attending school and knew about SRH care availability from various
sources like television, radio, family and youth clubs, yet only 9.2% of that sample had used any SRH
services. Given that most research shows a positive correlation between education and SRH service
utilisation, it is imperative to get a better understanding of Nepal’s anomalous situation of

persistently low adolescent utilisation of SRH services.

3.5.1.2 Adolescent sexual relationships

Young people's sexual relationships are strongly associated with SRH service utilisation, and hence,
this has led researchers to look more closely at this link. Falling in love, being in a romantic
relationship, and the first experiences of sexual intimacy and sex are universal and normal during
adolescence. In fact, being in an adolescent relationship is a powerful predictor of sexual activity.
These relationships are central to young people’s lives and play an important developmental role,
signalling implications for their future health and adjustment (Furman & Shaffer, 2003). Although
premarital relationships and sexual activities have traditionally not been acceptable in Nepal,
urbanisation and exposure to international media and the internet have slowly changed the way
Nepalese young people think about sex and relationships (Regmi, van Teijlingen, Simkhada, &
Acharya, 2011). Young people now have more liberal attitudes towards relationships and sex (Regmi
et al., 2011). A qualitative study by Regmi et al. (2011) among 15-24-year-old school and college-

going and school drop-out participants in both rural and urban areas of Nepal observed that young
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people in education tend to find their partners at school and in college; those who do not attend
school or college meet their partners in their communities during local events like marriage
ceremonies, worship, fairs and festivals, and sometimes while working in the fields or forest. Some
of these sexual relationships are between unmarried young people. The Nepal Adolescent and
Youth Surv