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Abstract 
 

Youth report embarrassment, cost, and poor access as barriers to sexual and reproductive health (SRH) services. Interventions to 

address barriers like youth friendly services have yet to conclusively demonstrate impact on protective behaviours like condom or 

contraceptive use. SRH encompasses a range of services so we aimed to assess how perceived barriers differed depending on the 

service being sought between common services accessed by young people: HIV/STI testing, abortion, and contraception. 1203 

Ghanaian youth were interviewed. Data was analysed to identify barriers by service type, demographics, and between high and 

low HIV prevalence communities. Being embarrassed or shy was the most commonly reported barrier across services. Overall 

being embarrassed or shy, fear of safety, fear of family finding out and cost were the most reported barriers across all services. 

Further analysis by service indicated that being embarrassed was a significantly greater barrier for HIV/STI testing and 

contraception when compared with abortion (p<0.001) and safety concerns and cost were significantly greater barriers for 

abortion and contraception compared with HIV/STI testing (p<0.001). Efforts to develop interventions that consider the service 

being sought may help address the range of barriers faced by youth with diverse SRH needs. (Afr J Reprod Health 2016; 20[2]: 53-

61). 
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Résumé 
 

L’embarras du rapport de la jeunesse,  le coût et le manque d'accès comme des obstacles aux services de santé sexuelle et de la 

reproduction (SSR). Les interventions visant à surmonter les obstacles tels que les services adaptés à la jeunesse  n’ont  pas 

encore démontré de façon définitive leur  impact sur les comportements de protection comme le préservatif ou l'utilisation des 

contraceptifs. Les SSR englobent une gamme de services que nous visons à évaluer dans quelle mesure les obstacles perçus sont 

diffèrents selon le type de service recherché entre les services communs accessibles par les jeunes: le dépistage du VIH, IST, 

l'avortement, et la contraception. 1203 jeunes Ghanéens ont été interrogés. Les données ont été analysées afin d'identifier les 

obstacles par type de service, la démographie, et entre les communautés qui ont des de prévalence  élevée et faible du VIH/IST. 

Le fait d’être embarrassé constitue significativement  un plus grand obstacle pour le dépistage du VIH / IST et la contraception 

par rapport à l'avortement (p <0,001). Les préoccupations de sécurité et les coûts constituaient beaucoup plus de grands obstacles 

pour l'avortement et à la contraception par rapport au dépistage du VIH / IST (p <0,001). Les efforts pour élaborer des 

interventions qui considèrent le service recherché peuvent peut-être aider à surmonter les obstacles rencontrés par les jeunes qui 

ont  une gamme de besoins relatifs au SSR. (Afr J Reprod Health 2016; 20[2]: 53-61). 

  

Mots-clés: Obstacles,  VIH / SIDA / IST, avortement,  contraception,  Ghana,  jeunesse. 

 

Introduction 
 

Young people around the world face many sexual 

and reproductive health (SRH) risks.  According to 

UNAIDS, 45% of new HIV infections occur 

among people ages 15-241.  In addition, there are 

333 million new STIs each year, with the highest 

rates occurring among those 15-24 years old2. 

Unplanned pregnancy among young people often 

leads to unsafe abortion, which can result in severe 

complications and even death3. Unintended 

pregnancy, HIV/STI infections and unsafe 

abortion have been reported as the SRH issues of 

greatest concern to young people4. These issues 

are related as consistent condom use can help 

prevent HIV and other STIs, and use of 

contraceptives can help prevent unintended 

pregnancies, which can decrease risks associated 

with unsafe abortion. Despite the clear linkages 

between these preventive behaviours, practices are 

still low in West Africa. This is particularly 

significant given that the proportion of sexually 
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active unmarried youth is highest in this region 

(18.8% compared with 9.7% in East and Southern 

Africa)5.  Finally, Ghana, like other countries in 

the region, has an increasingly large youth 

population and the country is well positioned to 

capitalize on achieving the demographic dividend6.  

Fifty per cent of the population in Ghana less than 

25 years old and 25% of the population less than 

10 years old.  Investing in education, job creation, 

and sexual and reproductive health of these young 

people can contribute to the economic growth and 

stability for future generations6,7.   
Correct and consistent condom use among 

youth continues to be a challenge and condom use 

at last sex among 15-24 year olds is less than 50% 

globally8. In Ghana, condom use is even lower.  

Among sexually active adolescents aged 15-19, 

less than 20% of girls and 30% of boys reported 

using condoms at last sex9.  HIV/STI testing is 

also low with fewer than 5% of sexually active 

adolescents in Ghana reporting ever having an 

HIV test and even fewer seeking treatment for 

STIs10. Contraceptive prevalence among youth in 

Ghana is also low and almost half of both married 

(45.7%) and unmarried (48.7%) youth want to 

prevent pregnancy but are not using any form of 

modern contraception (including condoms). This 

contributes to making Ghana the country with the 

highest unmet need for contraception among youth 

in the world5.  
A recent study in Ghana among urban 

adolescents found that 86% of boys who had made 

a girl pregnant and 74% of girls who had ever 

been pregnant, reported that the pregnancy was 

unintended. Of these, 57% of young men and 23% 

of young women reported ending the pregnancy in 

abortion11.  In 2006 the Ghana Ministry of Health 

instituted new guidance to ensure that abortions be 

provided legally and safely to women in need. 

However only 4% of women seeking abortions 

were aware of these services and 45% of abortion 

services are still unsafe, making abortion the 

second most common cause of mortality among 

young women in Ghana12.    

Numerous factors contribute to the low use 

of SRH services among youth in sub-Saharan 

African (SSA). Health systems barriers like 

chronic stock-outs of contraceptives, disrespectful 

staff, poor counselling, limited access to services 

and cost have all been reported10,13. Studies have 

shown significant provider bias in providing 

contraceptives, particularly to unmarried women 

or young people10,14. In Senegal one study found 

providers offering contraceptives only if the client 

met certain age requirements irrespective of 

marital status (age 17 for the pill, 18 for the 

injectable and 20 for long acting methods)15. Cost 

is another barrier, particularly for abortion and 

contraceptive services.  In one study, young 

women reported paying up to $90 USD for 

abortion services16 and in Uganda 35% of 

adolescents reported cost as a top barrier for 

contraceptives10. In addition to health systems 

barriers, youth also face individual barriers to 

seeking services. Previous studies have reported 

embarrassment, shame and fear as key barriers to 

seeking SRH services10. Youth also report 

perceived promiscuity or mistrust of partners as 

barriers to seeking contraception17. Lack of 

knowledge about services, partner dynamics and 

attitudes about sexual behaviour have also been 

reported as barriers among youth10,13,17.  
Interventions to increase use of SRH 

services among young people have had mixed 

results. Youth –friendly services are those that aim 

to address some structural and service delivery 

barriers like extending hours to meet the schedules 

of young people or providing education and 

counselling materials catered to youth. However, 

the impact of these programs on service delivery is 

inconclusive18,19. A systematic review assessing 

the impact of ‘youth-friendly’ interventions to 

increase use of health services found that 

interventions with linkages to other community 

networks like peer groups and schools had 

moderate effects on behaviours, but youth-friendly 

clinics or peer-to-peer education alone had no 

significant effect on increasing any protective 

sexual health behaviours18,20.  
There has been significant documentation of 

barriers to SRH services among youth; however 

SRH comprises a range of services so more 

detailed characterization of these barriers may 

provide useful guidance for policies and programs.  

Behavioural attributions or the unique 

characteristics that encompass a behaviour such as 

privacy (i.e. condom use) or cost/benefit (i.e. 

contraception versus unsafe abortion)21,22 may also 
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drive perceptions and can be explored when 

barriers to services are analysed separately.  
In addition to understanding how barriers to 

SRH services may vary depending on the service 

being sought, subgroups of youth may also 

perceive barriers differently. Adult studies have 

shown that differences exist in barriers to HIV 

testing/disclosure by gender.  Men report fear of 

perceived unfaithfulness by their partners, whereas 

women report fear of abuse or economic 

constraints as reasons not to test or disclose HIV 

status23. Other evidence suggests that young 

people in school are more likely to delay sexual 

debut and engage in more protective sexual 

behaviours3,24,25. Barriers to accessing SRH 

services for out of school have been less studied 

and require additional research10.  

In 2011, the World Health Organization 

identified improving access to contraceptives and 

other SRH services as one of the top priorities for 

improving adolescent health outcomes26.  In 

addition, the Ghana Adolescent Reproductive 

Health Policy outlines the need to “increase the 

availability of and accessibility to adolescent 

reproductive health services, including family 

planning, management of STIs, HIV/AIDS, safe 

motherhood and counselling”27. Young people are 

a diverse group and efforts to understand how 

barriers might differ by demographic 

characteristics and depending on the service being 

sought can help inform programmatic 

interventions and areas for future research.  
 

This paper will address the following questions:    

1. What are the barriers to SRH services among 

youth in Ghana?  

2. How do barriers differ by the service being 

sought?  

3. How do barriers differ by demographics and 

the prevalence of HIV in the community  
 

Methods  
 

Setting 
 

Data for the study were collected from two towns 

in the south-eastern part of Ghana: Agormanya 

and Juapong.  Both towns are regional trading 

hubs with populations of about 13,000 people 

each.  However, Agormanya has experienced a 

high HIV disease burden with a prevalence of 

10.4%, significantly higher than the national 

prevalence (1.3%)28. In comparison, Juapong has 

an estimated HIV prevalence closer to the national 

average at around 2.8%28.  
 

Study Design  

 

Data for this study come from the Gendered Social 

Context Study, a multi-year study (2010-2014) to 

assess factors associated with developing patterns 

of sexual and reproductive health attitudes among 

youth collected at three time periods 18 months 

apart. Health care seeking behaviours were not 

assessed. Two cohorts of youth were sampled in 

the original survey design: 1.) Boys and girls ages 

13-14 years old and 2.) Boys and girls ages 18-19 

years old. Details from the original study including 

sampling methodology and consent procedures 

have been reported elsewhere29. This paper 

presents a cross sectional analysis that uses data 

collected at the 2nd time period.  Of the total 

originally sampled at Time 1 (n=1275), 1203 were 

included in the current analysis reflecting a 94% 

response rate. Survey items included 

demographics, parent and peer influences, gender 

roles and attitudes, sexual and reproductive health 

knowledge, attitudes and behaviours, barriers to 

services, and risk perceptions for HIV and 

pregnancy outcomes.  Questionnaires were 

administered by trained interviewers from  

university of Ghana. The institutional review 

boards from the same University of Ghana and  the 

George Washington University in the United 

States approved the study.  
 

Measures  
 

The dependent variables were perceived barriers to 

HIV/STI testing, abortion, and contraceptive 

services. These were assessed by asking 

respondents, “What might make it difficult for a 

young person to get tested for HIV/AIDS or other 

STIs around here?” with similar questions for 

abortion and contraceptive services. Contraceptive 

services included both condoms and other 

methods. Respondents were asked to answer freely 

and survey administrators recorded all responses 

using a list of 19 possibilities: afraid family will 

find out, afraid friends will find out, afraid partner 

will find out, afraid others will find out, religious 
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prohibition, embarrassed/shy, not knowing where 

to go, lack of transport, inconvenient days/hours, 

privacy not respected, not treated well by staff, 

costly/not able to pay, no same sex provider, not 

being allowed to go, afraid for safety, treatment 

doesn’t work, don’t know, and other. For 

questions where respondents reported “Other”, 

survey administrators recorded the open-

ended response. For analytic purposes, each 

response was subsequently coded as 0 or 1 and 

then summed to assess the percentage reported for 

each barrier. Respondents were able to report 

multiple barriers for each service. Independent 

variables included gender, community (high 

versus low HIV prevalence), school status (in-

school versus out of school), and age group 

(younger 11-16 and older 17-24).  
 

Analysis 
 

Descriptive analyses provided summary statistics 

of participants and an overview of perceived 

barriers reported.  Barriers that were reported by at 

least 10% of respondents for any of the three 

services being sought were included for  

the between group analyses.  These included:  

“Afraid family would find out”, “afraid friends 

would find out”, “afraid others would find 

out”, “religious prohibition”, “being embarrassed/ 

shy”, “cost”and “afraid for safety.” McNemars test 

was used to test for consistency between how 

respondents reported barriers between the different 

services being sought. Comparisons were made 

between HIV/STI testing and contraception, 

contraception and abortion, and HIV/STI testing 

and abortion controlling for age group, 

community, school status and gender.  In order to 

account for small sample sizes in some cells, 

Fisher’s exact test was used to assess how barriers 

differed between the different demographic 

groups.  STATA 12.0 statistical software (Stata 

Corporation, College Station, TX, USA) was used 

for the analysis. A p-value of less than 

0.05 was considered statistically significant.   
 

Results 
 

A total of 1203 youth (45.7% male, 54.3% 

female) were included in the sample (Table 1).   

Youth ranged in age from 11 to 24 years old.   

Table 1: Basic Demographics of Sample by HIV 

Prevalence Community % of Total Sample (n=1203) 
 

        

    *p <0.05; **p<0.001 

 

The majority (69.5%) reported no prior sexual 

experience and were in school (74.8%) at the time 

the survey was administered. Age and gender 

distributions were similar among youth in both the 

high and low HIV prevalence communities. 
 

Table 2: Percent of Respondents Reporting Barriers to 

Accessing SRH Services % of Total Sample (n=1203) 
 

 HIV/STI 

Testing 

(%) 

Abortion 

(%) 

Contra 

ception 

(%) 

Embarrassed / Shy 43.8* 29.1* 37.6* 

Afraid family will find out 15.2 17.3 7.7 

Afraid friends will find 

out 

15.7* 10.9 5.2 

Afraid others will find out 18.9* 9.8 5.3 

Fear of Safety/Death  11.5 41.8* 16.8* 

Religious prohibition 0.5 11.1 3.1 

Costly / Not able to pay 6.6 20.1* 11.8* 

Afraid partner will find 

out 

4.0 2.7 2.3 

Not knowing where to go 2.3 1.2 2.1 

Privacy not respected 2.4 0.8 1.9 

Not treated well by staff 0.9 1.9 0.9 

Lack of transport 0.7 0.3 0.4 

Inconvenient days/hours 0.6 0.3 0.4 

No same sex provider 2.7 0.1 0.1 

Not being allowed to go 0.1 0.7 0.3 

Treatment doesn’t work 0.0 2.8 3.2 

Fear of infertility  n/a 1.7 1.3 

Fear of Outcome (HIV 

Positive)  

9.3 n/a n/a 

Fear of Side Effects  n/a n/a 4.5 

Desire to Get Pregnant n/a n/a 0.2 
 

*Top three commonly reported barrier for selected SRH 

services 

 Low HIV 

Prevalence 

Community 

(n=592) 

High HIV 

Prevalence 

Communit

y (n=611) 

Gender   

Boys 22.2 23.4 

Girls 26.9 27.3 

Age   

11-16 27.8 25.1 

17-24 21.4 25.7 

School Status   

In School 39.0 34.9 

Out of School 9.8 15.1** 

Sexual Experience   

Ever Had Sex 12.1 18.4** 
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Table 3: Comparison Between Percentage of Respondents Reporting Key Perceived Barriers by SRH Service Using 

McNemars Test  

 
Barriers  HIV/STI 

Test 

(A) 

Abortion 

(B) 

Contra-

ception 

(C ) 

A versus B B versus C 

 

A versus C 

Afraid Family will find out 15.2 17.3 7.7 0.028* 0.000** 0.000** 

Afraid Friends will find out 15.7 10.9 5.2 0.000** 0.000** 0.000** 

Afraid Others will find out 18.9 9.8 5.3 0.000** 0.002* 0.000** 

Religious Prohibition 0.5 11.1 3.1 0.000** 0.000** 0.000** 

Embarrassed/Shy 43.8 29.1 37.6 0.000** 0.000** 0.000** 

Cost 6.6 20.0 11.8 0.000** 0.000** 0.000** 

Afraid for Safety 11.5 34.6 16.8 0.000** 0.000** 0.065 
 

*p <0.05; **p<0.001 

However youth in the high HIV prevalence 
community were more sexually experienced 

(18.4% vs. 12.1%; p<0.001) and were more likely 

to be out of school (15.1% vs. 9.2%; p<0.001).  
 

Overall barriers to accessing SRH services  
 

Perceived barriers for each of the three services are 

shown in Table 2. “Being embarrassed or shy” was 

the most commonly reported barrier to seek 

HIV/STI testing (43%), and contraceptive services 

(37%). “Afraid family would find out”, “afraid 

friends would find out”, and “afraid others would 

find out” were also commonly reported barriers for 

HIV/STI  testing.  Afraid for safety was a highly 

reported barrier for abortion (41%) and 

contraception (16.8%).  “Cost/too expensive” was 

a commonly mentioned barrier for abortion 

(20.1%) and contraceptives (11.8%) but not for 

HIV/STI testing.  
 

Differences in barriers by SRH service being 

sought 
 

There were significant differences in barriers when 

assessed by the service being sought (Table 3). 

“Afraid family would find out”, “afraid friends 

would find out”, and “afraid others would find 

out” were significantly greater barriers for 

HIV/STI testing and abortion when compared with 

contraception (p<0.000). “Being embarrassed or 

shy” was a significantly greater barrier for 

HIV/STI testing and contraception when compared 

with abortion (p<0.000). “Afraid for Safety” and 

“cost” were both significantly more reported as  

 

barriers for abortion and contraception compared  

with HIV testing (p<0.000). “Religious 

prohibition” was reported as a significant barrier to 

seeking abortion services compared with 

contraception and HIV/STI testing (p<0.000).   
 

Differences in barriers by SRH service 

across gender, community, school status and 

age group 
 

HIV/STI testing 
 

As shown in Table 4, boys reported “religious 

prohibition” as a barrier to HIV testing 

significantly more than girls. Participants in the 

low HIV prevalence community were more likely 

to report being “afraid others would find out” 

(21.6% vs. 16.4%; p<0.05) as a barrier to HIV/STI 

testing than those in the high HIV prevalence 

community.  There were no significant differences 

in barriers to HIV/STI testing services between in-

school and out-of-school youth.  A significantly 

greater per cent of those in the 17-24 age group 

compared with the 11-16 age group reported  

“Afraid others might find out” (22.3% vs. 16% 

p<0.05), “cost/too expensive” (8.3% vs. 5.2%, 

p<0.05) and “afraid of safety” (13.8% vs. 9.6%, 

p<0.05) as barriers for HIV/STI testing.    
 

Abortion  
 

There were no gender differences 

between reported barriers to abortion. When 

comparing between the high HIV and low HIV 

prevalence communities “religious prohibition”  
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Table 4: Percent of Respondents Reporting Perceived Barriers to HIV Testing, Abortion, and Contraception by 

Gender, Age, Community and School Status  

 
Perceived 

Barrier 

  Boys  Girls 11-16 

yrs 

17-24 

yrs 

Low 

HIV  

High 

HIV  

Out of 

School 

In 

School  

Afraid of 

Family 

Finding Out 

HIV 14.3 15.9 13.2 17.5 15.9 14.6 14.3 15.4 

Abortion 18 16.9 14.4 20.0* 15.7 19 21.9* 15 

Contracept. 5.5 9.6** 8.8 6.9 7.3 8.2 7 7.9 

Afraid of 

Friends 

Finding Out 

HIV 15.8 15.7 13.2 18.6 14.7 16.8 15.3 15.8 

Abortion 10.3 11.4 9 12.6 9.3 12.5 11.9 9.9 

Contracept. 3.6 6.7* 5.4 5.2 3.7 6.9* 4.4 5.4 

Afraid of 

Others 

Finding Out 

HIV 18.9 19 16 22.3* 21.6* 16.4 22.3* 18 

Abortion 9.6 10 8.6 10.9 9.3 10.3 11.5 9 

Contracept. 5.5 5.3 4.4 6.1 5.2 5.6 5.9 5.1 

Religious 

Prohibition 

HIV 1.1* 0.2 0.3 0.9 0.7 0.5 0.7 0.6 

Abortion 12 10.4 10.6 11.5 8.2 13.9** 13.7 10.1 

Contracept. 2.4 3.7 2.5 3.7 2.6 3.7 3 3.1 

Embarrassed 

or Shy 

HIV 44 43.7 41.4 46.6 42.7 44.9 45.3 43.5 

Abortion 28.8 29.4 26.3 31.6 30.5 27.9 28.9 29.1 

Contracept. 37.5 37.8 36 39 40.4 35 36.2 37.7 

Cost HIV 6.9 6.4 5.2 8.3* 7.9 5.4 8 6.6 

Abortion 18.4 21.4 13.9 25.5** 14.6 25.3** 22.6 18.6 

Contracept. 12.9 11 9.1 14* 10.4 13.3 14.8 10.8 

Afraid of 

Safety 

HIV 10.3 12.6 9.6 13.8* 10.6 12.4 14 10.8 

Abortion 42.5 41.4 39.3 44.1 43.7 40.1 46.3 40.3 

Contracept. 14.1 19.2* 16.7 17.1 17.7 16.1 15.9 17.5 
 

                *p <0.05; **p<0.001 
 

(13.9% vs. 8.2%; p<0.05), “cost/too expensive” 

(25.3% vs. 14.6%; p<0.001), and “afraid 

for safety” (7.2% vs. 1.0%; p<0.001) were 

significantly more reported among youth in the 

high HIV prevalence community.  Significantly 

more out-of-school youth reported “afraid of 

family finding out” as a barrier to abortion 

compared with in-school youth (21.9% vs. 15.0%; 

p<0.05).  Twenty five per cent of youth ages 17-24 

reported cost as a barrier to abortion compared 

with only 14% of those in the younger cohort.  
 

Contraception  
 

There were significant differences for 

contraceptive services between girls and boys. 

Girls were significantly more likely than boys to 

report being “afraid of family finding out” (9.6%  

vs. 5.5%; p<0.05) or “afraid of friends finding 

out” (6.67% vs. 3.58%; p<0.05) as barriers to 

contraception.  Girls were also more likely to 

report “Afraid for safety” for contraceptive use 

than boys (19.22% vs. 14.08; p<0.05).  There were 

no significant differences in barriers to 

seeking contraception between in-school and out-

of-school youth. Those in the high HIV prevalence 

community reported “afraid of friends finding out” 

as a barrier to seeking contraception significantly 

more than those in the low HIV prevalence 

community (6.9% vs. 3.7% p<0.05). Significantly 

more youth ages 17-24 reported cost as a barrier to 

contraceptive services compared with those ages 

11-16 (14.0% vs. 9.1%; p<0.05).    
 

Discussion 
 

Results of this analysis identified barriers for 

seeking three reproductive health services most 

commonly accessed by youth: HIV/STI testing, 

abortion and contraception. Being embarrassed 

was the most commonly reported barrier, which is 

consistent with previous reports10,30. Further 

assessment about how barriers differed between 

HIV/STI testing, abortion, and contraception 

revealed unexpected differences.  Barriers to 

HIV/STI testing and contraception centred on 

individual shame and stigma around the service 

(i.e. being embarrassed or having family or friends 

finding out).  Stigma around HIV/STI testing is 

consistent with other research10,30,31, but individual 
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stigma around contraception as a more significant 

barrier for seeking contraception compared with 

abortion has not been previously documented.  

One explanation might be that contraception still 

requires accessing services as part of the formal 

health system which includes interacting with 

providers and facing potential discrimination or 

judgment.  Abortion, however is often sought in 

secret with no link to the formal health system 

making the service much less public. In addition, 

contraception is a preventive measure and may be 

perceived as optional whereas abortion services 

are curative and may be perceived as necessary or 

in the case of adolescents, even emergency. Given 

that contraception is a primary way to prevent 

unplanned pregnancy and therefore subsequent 

abortion, additional research to understand this 

relationship is critical. Barriers around 

abortion included external perceptions such as fear 

of family or friends finding out or religion, or 

structural issues such as cost, which has been 

reported before16. Voucher programs that subsidize 

the cost of SRH services have been effective in 

increasing contraceptive access among young 

people32,33 but research around vouchers for safe 

abortion services has not been documented.   
Gender differences existed only for barriers 

to contraception.  In most settings, girls are the 

primary ones seeking contraceptives (other than 

condoms) and the stigma associated with 

premarital sex often affects girls 

disproportionately. Aside from condoms, the 

contraceptives most commonly available for youth 

are hormonal (oral contraceptive pills and 

injectables) and potential side effects from these 

affect women more than men.  Expanding the 

method mix to non-hormonal methods such as 

barrier and/or fertility awareness methods and 

improved counselling may help alleviate concerns 

about side effects.  

The stigma around HIV/STI or fear of others 

finding out was significantly greater in the low 

HIV prevalence community compared with high 

HIV prevalence community.  Youth in the high 

HIV prevalence community may have been more 

familiar with HIV/STIs as a more common 

condition, which may explain why some of these 

differences existed around HIV/STI stigma.  They 

were also more sexually experienced which may 

also explain why cost and safety around abortion 

may have been more significant.  Despite sexual 

experience, the fear of others finding out about 

contraceptive use was also higher in the high HIV 

prevalence group indicating a stigma for seeking 

contraceptives services even in communities 

where sexual activity is high.  

Those in the older age group reported access 

barriers like cost or safety for HIV/STI testing 

more than those in the younger group. Cost was 

also a significantly reported barrier for both 

abortion and contraception among the older youth.  

Older youth were also more sexually active with 

over half (56.9%) reported ever having sex at the 

time of the survey so it is expected that they would 

have a greater need for and therefore more 

perceived barriers to accessing SRH services. 
Recent behavioural research has introduced 

the concept of behavioural attributes to further 

understand behaviour change efforts.  Behavioural 

attributes are defined as the unique characteristics 

that encompass a behavioural domain21. These 

attributes include assessing factors such as the 

public or private nature of the behaviour or the 

cost/benefit of the behaviour22. Condom use, 

contraception, and HIV/STI testing vary in their 

potential behavioural attributes and some of this 

may have been reflected in this data. HIV/STI 

testing and seeking contraception is perceived as 

more public than abortion services which are often 

done in secret. This may be why the individual 

stigma or embarrassment around abortion was less 

than HIV/STI testing or contraception. In 

comparison, abortion and contraception are 

associated with factors like cost and religion, 

which may influence perceptions. These are less 

seen with regards to HIV/STI testing which is 

often free. Exploring how these behaviour 

attributes may influence behaviour change 

outcomes may be an area for further research.  
 

Limitations 
 

There were several limitations to this study. First, 

questions were about perceived barriers and not 

actual reported barriers. Thus, these results may 

not reflect the true range of barriers youth face 

when seeking services.  For example few youth in 

this sample reported provider bias or mistreatment  
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however previous research has indicated 

mistreatment of staff as a key barrier31. Second, 

some of the codes used in the survey instrument 

may have been difficult to understand. We used 

cognitive interviewing techniques to pre-test and 

pilot the survey, but some responses such as 

“afraid for safety” may have been interpreted 

differently. For example, some may have 

understood fear of safety as physical safety when 

walking or going to a clinic, whereas others may 

have interpreted fear of safety as fear of 

medication or procedures. Finally, the sample 

was a selected group of young people from peri-

urban areas in Ghana and the majority were in-

school (74.5%). This may not be representative of 

the majority of youth in Ghana in need of SRH 

services.  
 

Conclusion  
 

Interventions to address barriers to SRH services 

among youth must be multifaceted to address the 

diversity of youth and the complex way barriers 

differ depending on the service being sought.  

Embarrassment and individual stigma associated 

with SRH services especially HIV/STI testing still 

exists across services. However, when compared 

with each other, embarrassment was more 

commonly reported as a perceived barrier to 

contraception than to abortion possibly reflecting a 

greater individual stigma around contraception 

than abortion services. Given that contraception is 

a primary method to prevent unplanned pregnancy 

and resulting abortion, social and behaviour 

change interventions to change attitudes, beliefs 

and norms around the use of contraceptives for 

youth, parents, and providers are important. Cost 

and safety were reported as significant barriers 

when seeking abortion and to lesser degree 

contraceptives, so interventions such as vouchers 

to reduce or mitigate the cost and efforts ensure 

the safety of such services may also be warranted.   

With the country’s demographic age 

structure changing and an increasingly larger 

youth population, Ghana is well positioned to 

capitalize on the demographic dividend.  However, 

this will require investments in improved sexual 

and reproductive health services especially among 

younger populations. This will not only enable 

improved health outcomes, but may also foster 

increased access to education and economic 

opportunities for youth in Ghana6,7.    
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