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ABSTRACT 
 

Introduction: The overall adolescent’s sexual and reproductive health status is poor in Nepal. 

This shows the demand for the adolescent sexual and reproductive health services but at the same 

time the utilization of existing  by adolescent is low.  

Objective: The study aim at finding the challenges and barriers for adolescent friendly sexual and 

reproductive health services for girls in order to identify the reasons behind low utilization of 

services by girls from public health institutions in the community. 

Methods: Purposive sampling method was carried out for the selection of all participants including 

health workers and girls based on the purpose of research objectives. Data was collected through 

six interviews, nine focus group discussion and two observation study. 

Findings: The findings of this study elaborate the various challenges health worker face during 

the implementation of the ASRH program. Lack of resources within the program, lack of 

prioritization of program and characteristics related to individual health were the major challenges 

for the ASRH program. Lack of training of health workers, poor programmatic strategies, poor 

monitoring and supervision of the program, lack of acceptance of ASRH program in the 

community as well as judgmental attitude of health workers were found making the process of 

implementation of ASRH more challenging. On the other hand, girls were found experiencing the 

various barriers form different aspects of society including their own family, school, health sector 

and their own characteristics. Hence, poor sexual and reproductive health knowledge, strict gender 

role in community, lack of adolescent friendly health services, stigmatization of SRH services in 

community were the potential barrier girls were facing during utilization of services. 

Conclusion: The poor accessibility of adolescent friendly SRH services and adolescent unfriendly 

family, school and society leads to low utilization of SRH services in community 
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CHAPTER 1:INTRODUCTION 
 

Background  

According to the World Health Organization (WHO), adolescence characterizes the period of 

growth and development after childhood and before adulthood. Usually age group of 10-19 years 

are taken as the adolescent (WHO 2016). Despite being of same age group adolescents are 

heterogeneous who have different need and circumstances (WHO 2011b, 1). They go through 

several phases of physical, mental and social development and accordingly develop their attitude, 

knowledge and behavior (Regmi, Simkhada, and van Teijlingen 2010). 

In the South-East Asian region unplanned and unwanted pregnancy, unprotected sexual activity, 

unsafe abortion, lack of knowledge regarding sexual and reproductive health, lack of access to 

contraceptives and early marriage and child bearing, are some of the problems faced by 

adolescence (WHO 2011b). The scenario of Nepal regarding adolescent sexual and reproductive 

health is not different from it and such problems become more severe due to prevalent social 

problems like poverty, illiteracy, school drop-out, gender based discrimination and violence. These 

problems with adolescent’s reproductive health and their lack of knowledge has been recognized 

as one of the main public health concerns in Nepal (FHD 2000). 

In Nepal, the first step of commitment towards the adolescent sexual and reproductive health start 

with signing a plan of action at the International Conference in Population and Development 

(ICPD) in 1994. From then to now Ministry of Health and Population of Nepal has showed their 

obligation through series of program and strategies towards adolescent sexual and reproductive 

health. By the end of fiscal year 2015/2016 total of 1,134 health institutions in 63 districts were 

providing adolescent friendly services under National Adolescent Sexual and Reproductive Health 

(ASRH) program.  The target set by National ASRH program of achieving 1,000 health institutions 

were already achieved by July, 2015 (DoHS 2017) 

Irrespective to accomplishment of ASRH program in making adolescent friendly institutions, 

adolescent’s sexual and reproductive health issues still exist in society. While analyzing the current 

annual report of Department of Health and Services on Adolescent Sexual and Reproductive 

Health from receiver point of view, it puts forward two issues related to adolescent sexual and 

reproductive health. Firstly, the high prevalence of early marriage and teenage pregnancy and 
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secondly, low Contraceptive Prevalence Rate and high unmet need for contraception among 

adolescents (DoHS 2017). Similar problems related to ASRH were reported in the annual report 

of Department of Health Services of FY 2014/15 (DoHS 2016) and National Demographic and 

Health Survey report of 2011. All these issues show that there is a strong demand for these services, 

yet the utilization of the existing services is low by adolescents.  

Similarly, while examining the adolescent friendly Sexual and Reproductive Health Program from 

the supply side perspective, it stated several issues related to implementation of the program 

varying from quality assurance, inadequate trained human resources to inadequate monitoring and 

allocation of resources from various level of health system. In addition, it showed the inadequate 

links with other programs like Family Planning, Safe Motherhood and HIV prevention. Inadequate 

Information Education Communication (IEC)  materials and lack of disaggregated ASRH data by 

age and sex along with its integration in Health Management Information System were the major 

issues (DoHS 2017). Annual report of 2016 further explained the poor ownership of ASRH 

program at local level (DoHS 2016). In 2013, a mid-term evaluation research study of national 

ASRH program was conducted in some of the selected health institutions in Doti and Banke 

districts of Nepal. This study highlighted some major issues in addition to the reports of 

Department of Health Services (DoHS). They were  provision of confidential health services, 

necessity of community based awareness activities and prioritization of the program within the 

health facility (Baral  Chandra et al. 2013).  

So all such studies on ASRH program determine the poor implementation of program and poor 

use of services by adolescents. It is shown that ASRH program is not successful in achieving its 

target of providing services to adolescent and eventually resulted to poor achievement of program. 

Therefore low utilization of the services by the target population is the main problem for the health 

institution at present. Statistics also show that girls seek these services even less than boys do. So 

overall , these reports from the Ministry of health concluded that the ASRH program is not 

functioning well as it  is expected to work in the community (DoHS 2017, 2016).  

In such, one of the major aims of the ASRH program is to increase the utilization of services by 

adolescents (DoHS 2017). There might be various underlying reasons from both perspective of 

suppliers and receivers for the low utilization of ASRH services. There might be the problem of 

looking at the same thing but from different perspective and the mismatch between the available 
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services and actual need. Also the preferences of the adolescent might create the gap between the 

reality and intended achievement of the program. Various factors within and outside the health 

environment might act as the barriers for utilization of health care. In the similar way various 

internal and external factors related to ASRH program might make it challenging to carry out the 

activities with perfection in the community. Hence implementation of program in the community 

level might not take place in the similar manner as planned in the national level.  

This shows that services are established and there is a will to increase services utilization in order 

to improve the health status of adolescent through addressing their sexual and reproductive health 

problems. But low utilization of services is the major problem faced by the ASRH program in the 

present day. Thus to minimize this gap in the program and increase the utilization of services, 

issues related to both sides should be taken into consideration. Therefore, this study will aim at 

answering the following questions; 

Research Questions 

 What are the challenges that health providers face while providing ASRH services to girls 

in adolescent friendly public health facilities? 

 What are the barriers for adolescent girls to reach the ASRH services in adolescent friendly 

public health facilities? 

A conceptual framework of access to health care 

Theoretical framework connects researcher with existing knowledge of the field. It is an 

explanation of theories and concepts which describes the research problem and relationship among 

the variables of the study. In this study, I will use two theoretical frameworks for understanding 

challenges and barriers of ASRH program between service providers and receivers. Symbolic 

interactionism is useful to understand how shared symbolic meaning can create barriers for girls 

in the community to obtain services on sexual and reproductive health, while a conceptual 

framework of access to health care will provide a framework for understanding challenges and 

barriers at various steps of accessing health care from both supply and demand point of view. 

Firstly, this conceptual framework of access to health care will help me to understand the 

perspective from both the providers and receivers point of view. It has defined access to health 

care as the opportunity to fulfill the health care needs of individual which starts from identifying 

the health needs to seeking for it, reaching it and finally using it. It further explained this entire 
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process is affected by both supply and demand sides of health care which is crucial for recognizing 

the barriers and challenges for access of health care. The supply side constitutes of health care 

providers, institutions, health system and policies whereas demand side covers the characteristics 

of individual personality, households as well as social and physical environments of community 

including tradition and culture. (Levesque, Harris, and Russell 2013) 

 

Figure 1: A conceptual framework of access to health care (Levesque, Harris, and Russell 2013).  

The figure above, presents five dimensions from the perspective of both supply side and demand 

side. These dimensions interact with each other in order to generate access to health care. At the 

first step it illustrates that approachability of supply side and the ability of the individual to perceive 

the health care needs determine the perception and desire regarding health care needs in the 

population. Approachability is the phenomenon of making the existing services more familiar to 

the population and people who are in need of health care seem to be more approachable to services 

than others. Approachability is determined by various factors like transparency, awareness and 

information regarding health care system, services and treatment. On the other hand individual 
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ability to perceive health care needs are determined by their knowledge, literacy and beliefs 

regarding health issues (Levesque, Harris, and Russell 2013).  

Seeking health care is the second step towards access to health care. It explains health seeking 

behavior of individuals as determined by individual ability of seeking care and the acceptability of 

available health care. Individual ability regarding health care seeking is not down to individual 

factors alone, but affected by personal and social values, individual capacity, cultural background 

and perspective on gender. Acceptance of health care are based on gender sensitivity, professional 

values, norms and culture related to health care in society (Levesque, Harris, and Russell 2013). 

Similarly, various factors from the point of view of individual and health care services affects the 

phenomena of reaching health care. From the individual perspectives his/her living environment, 

social support for health care, individuals own knowledge regarding services, occupational 

flexibility, mobility and transportation have direct or indirect effect on individual ability in 

reaching health care. Whereas availability and accommodation of health care in terms of 

geographical location, opening hours, mechanism of providing services, health workers, physical 

infrastructure and available facilities have high influences on making the care 

accessible(Levesque, Harris, and Russell 2013).  

It further says affordability of individuals to health care services in terms of money and time 

increase the utilization of services. In contrast, factors like poverty and social isolation hinder the 

capacity of individual personality to pay for needed health care. Appropriateness of the health care 

services in terms of technical and interpersonal quality, adequacy of services, providing need based 

services will help to improve the utilization of services whereas ability of patient to engage and 

involve on decision making regarding their treatment, informed choice and support will result into 

the better health care consequences in terms of well-being, satisfaction and better economy 

(Levesque, Harris, and Russell 2013).  

All these five dimensions of accessibility namely approachability, acceptability, availability, 

affordability and appropriateness of health care services are interrelated and interact with the 

individual abilities of person on perceiving, seeking, reaching, paying and engaging in health care 

to fulfill the health care needs. The steps towards the access to health care are chronological as 

changes in the one step brings noticeable changes on next step. For instance, better perception on 

health care needs will increase the number of people who seek health services, and greater the 
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number of people seeking heath care, higher will be the people reaching health care and so on. So 

in such, every steps of access to health care are closely related with each other. This conceptual 

framework again puts forward the notion of importance of inclusion of capacity of the individual 

personality to improve the utilization of services and verify that programmatic accessibility alone 

is not enough. So population characteristics and various underlying factors affecting the abilities 

of individuals should be addressed in order to address the gap between the patient’s abilities and 

programmatic strategies to improve the access of health care. (Levesque, Harris, and Russell 

2013).  

So in order to address the gap, the process of interaction between the two different dimensions and 

its effect on each steps towards access to health care will be analyzed through the symbolic 

interactionism. It will help to understand the world as seen from the girl’s point of view in the 

society. The entire process of access to health care at various steps from perceiving to engaging in 

health care is affected by the ability of the girls. So in such I will analyze my findings based on 

how symbolic interactionism is affecting throughout the process of access of health care from both 

perspectives. Symbolic interactionism will be more analyzed based on how it is affecting on the 

ability of individual person, family, society as well as health workers, ASRH program itself and 

health institutions as a whole.  

Symbolic interactionism says that we first interpret the things and in response to that we perform 

the actions. Interpretation and actions are reciprocal process such that one is followed by other. 

Our action is based on our perceptions about the situations and later on our actions affect the 

situations. Symbolic interactions carries the concepts for viewing the social realities. It gives us 

the way of knowing and growing so that we can express our views on certain meaning, actions and 

events of where we belong. Individual action in a society is determined by the prevailing cultural 

values and beliefs, discrimination and stigma. Our interaction with ourselves and others changes 

our way of thinking and acting. We try to understand the meaning of other people actions and 

respond to it. Often, we construct our roles in the society as compare to the roles of other people 

(Charmaz 2014). Crotty in his book “The foundations of social research” talks about the concept 

of social interactionism of Mead which define society as the whole and individual as a part of it. 

Individual act and behaviors are shaped by the society (Crotty 1998). 
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In society, symbolic meaning influences the mind and action of youth. The way of thinking and 

their activities are highly influenced by judgments and perceptions of people of the society. 

Acceptance and use of the ASRH services by adolescents is affected by the collective symbolic 

meaning of people in the society attach to such services. Such meanings can be emotions like trust, 

fear, social pressure, expectation and discrimination. Many studies showed tradition, cultural 

norms, family values, peer group and global environment as important factors influencing the 

sexual practices of adolescents and other issues related to their sexual and reproductive health. At 

the same time, it will be interesting to see how this framework of symbolic interactionism 

influences putting the ASRH program into practice in a community level.  

Hence, I will use this theoretical model in the analysis of findings and discussion process of my 

study. Discussion of this study will be based on adding the findings from the service provider and 

the receiver side to their respective dimension and see how their interaction will affect the different 

stages of access to health care. In such, finally, I will be able to identify some of the challenges 

and barriers that hindering the effective use of the ASRH services provided today.
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CHAPTER 2: LITERATURE REVIEW 
 

I have used the online search databases like Google Scholar and PubMed using the endnote 

software to find articles and documents relating to the topic of this thesis. The keywords for my 

search are Adolescence, Sexual health, Reproductive health, ASRH program, Adolescence 

friendly services, challenges, barriers and Nepal. Literature review was done to improve the 

knowledge on the subject area of my thesis and developing evidences from previous articles which 

support the validity of my findings. Literature review will start from introducing adolescent and 

need for investing in their sexual and reproductive health. Then I will explain about what has been 

done till the date internationally to address the adolescent sexual and reproductive health. Then 

after that I will talk about present global situation of adolescent sexual and reproductive health 

including problems, issues and gap, and where the real lagging appears. After that, I will explain 

about the situation of adolescent sexual and reproductive health in Nepal as well as Kaski district 

and steps taken by government regarding implementation of program. Lastly, literature review 

elaborate the potential challenges and barriers related to poor sexual and reproductive health 

services all around the world.  

Who is adolescent and why to invest on them? 

Adolescent constitutes of total population of 1.2 billion globally which means one in every six 

people are adolescent of aged 10-19 years (WHO 2017a). They are the diverse group aged from 

10-19 years and have distinct health needs according to their different physical, social and 

psychological background (WHO 2012a). They have their own particular needs so they can’t be 

cover within criteria of simply old children or young adults as well as they share significant amount 

( 6%) of global burden of disease and injury (WHO 2017b). Adolescence is an important phase of 

life because the habit and risk developed during this stage can greatly affect the health and well-

being lifelong. For example, healthy eating and exercise behavior develop healthy adulthood in 

contrast unhealthy life styles, risky behaviors including road traffic accidents, unhealthy sexual 

behavior give rise to various health problems (WHO 2012a). Promoting healthy behaviors during 

adolescents and protecting them from health risks are important for the prevention of health 

problems in adulthood as well as for the better future and development of country (WHO 2017a). 

Investment in Adolescent health should be prioritized because it bring three fold benefits including 

adolescent at present, in their future adulthood and for the next generation. Adolescent health is 
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related to every aspect of life, health adolescent is healthy tomorrow. Healthy adolescent is the 

base for economic, social and healthy society whereas unhealthy adolescent give rise to vicious 

cycle of ill-health and socioeconomic deprivation (WHO 2009). In such there is no reason left for 

not investing in health and development of adolescent. 

Adolescent sexual and reproductive health as an International Agenda 

The rights of children under the age of 18 years was first declared by the Convention on the Rights 

of the Child in 1990. It declared that the children have right to information and services to survive, 

and to grow and develop to their full potential (WHO 2017c). After that need and rights of the 

adolescent of the world was addressed by the International Conference on Population and 

Development (ICPD) held in Cairo in 1994 and the Fourth World Conference on Women (FWCW) 

held in Beijing in 1995 for the first time in the history of adolescent health. Policy makers agreed 

on the declaration regarding adolescent health and development. It insisted that all the sector 

including government, nongovernment and private sectors should prioritized the program of 

education, income-generation opportunities, vocational training and health services for adolescent 

including sexual and reproductive health. At ICPD, emphasis was given to respectful and equitable 

gender relations in order to achieve educational and health services need of adolescent to enable 

them to deal with their sexuality in a positive and responsible way. From then it have impact on 

policy making to implementation of program from international to national level in order to meet 

the sexual and reproductive health need of adolescents with diverse background (WHO 2011a). It 

was the first time when sexual and reproductive health of adolescents of 10-19 years and youth of 

10-24 years was prioritized to be met and taken as an international agenda (WHO 2017c).  

After this, there were a growing acknowledgement and events which supported the importance of 

addressing the sexual and reproductive health for overall health and development. The Millennium 

Development Goals report published in 2011 by United Nations talked about the high risk 

associated with early pregnancy and childbearing in adolescents. It further says in order to improve 

not only maternal health and child health but also for the reduction of poverty, greater gender 

equality and women empowerment, early and unwanted pregnancy should be prevented. This 

report on Millennium Development recognize the importance of adolescent health and said 

"Reaching adolescents is critical to improving maternal health & achieving other Millennium 

Development Goals"  (UN 2011, WHO 2017c).  
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Afterwards in April 2012, Adolescents and Youth was the theme of the 45th session of the 

commission on Population and Development and the discussion was on achievements on sexual 

and reproductive health so far (Jejeebhoy 2012) and adopted a landmark resolution for 

strengthening of health systems and ensuring universal coverage of sexual and reproductive health 

care services by government and other development partners (WHO 2017c). The 65th World 

Health Assembly have one of the agenda on “Early marriages, adolescent and young pregnancies” 

and discussion was on linkage between the early marriages and pregnancies, and progress towards 

the health related Millennium Development goals (WHO 2012b). This Assembly further address 

the child marriage as violation of girl rights and  are illegal in most of the countries, and have the 

negative health and social consequences (WHO 2017c).  In addition, Sustainable Development 

Goal (SDG 3) set the specific target of achieving universal access to sexual and reproductive health 

care services by 2030 which include family planning, information and education, and reproductive 

health integration into the national strategies and programs (WHO 2017a). It’s impossible to 

achieve the 2030 Agenda for Sustainable Development without investing in adolescent health and 

well-being  along with  gender equality (WHO 2017b).  

Adolescent Sexual and Reproductive Health Issues in a global scenario 

In a global scenario overall the access and the utilization of sexual and reproductive health services 

are improving but in many countries this progress has been slow and very disappointing after the 

investment of two decades from 1994. Prevalent inequalities in health is the major reason behind 

it. Women living in low and middle income countries have high risk of mortality and morbidity 

related to sexual and reproductive health as compare to women of developed countries. In Sub-

Saharan Africa where the prevalence of HIV/AIDS is high, one of the major public health issues 

related to sexual and reproductive health is unprotected sex. The case not might be same in other 

areas where HIV/AIDS is not the major cause of youth mortality.  

The pregnancy and childbirth related mortality and morbidity including unsafe abortion are the 

major issues related to the health of young women in all developing countries. In the global 

scenario early age of marriage has been failing but at the same time the number of early exposure 

to premarital sex is increasing before the age of 18 years and have consequences like unwanted 

pregnancy and unsafe abortion which have adverse health effects among adolescent girls (WHO 

2010b). Out of total childbirth in the world, 11% are given by the girls of age of 15-19 years. Early 

childbearing is one of the major problem of low and middle income because out of 11% of 
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worldwide total child birth 95% take place here. Babies born from adolescent mother have risk of 

being still born or dying as compare to mother of 20-24 years and often are low birth weight. Most 

of the death are related to the direct maternal complication like hemorrhage, sepsis, obstructive 

labor and unsafe abortion. Every year almost 3 million adolescent girls undergo unsafe abortions. 

The risk of dying during pregnancy and delivery in highest in 15-19 years as compare to older 

women. Complication related to early pregnancy and child birth are one of the leading cause of 

death among this age group which leads to maternal and child mortality and give rise to vicious 

cycle of ill health and poverty. (WHO 2017a) Early marriage is also one of the major issues related 

to adolescent sexual and reproductive health. It is found that more than 60 million women aged 

20-24 years were married before the age of 18 years. Although the rate of early marriage is being 

decreasing trend from previous year but the rate of decreasing is really slow. The severity of this 

issue varies between the countries and have high prevalence in West Africa Region and Southern 

Asian part (WHO 2012b).  

In the global context at present, available medical, public and technological advancement has 

improved the health of young people but at the same time new challenges also took place and 

create risk of young people. During adolescence they reach their puberty phase so it changes the 

way people treat them, increase the importance of sexuality and introduces various reproductive 

health risk. (WHO 2009). Although the profound amount of desire on knowing sexual health and 

reproductive health, level of knowledge regarding sex and family planning is poor among 

adolescents and skills to transfer that knowledge into practice is even worse which give rise to 

risky behavior.  2-37% of adolescent are engage in sexual relations prior to marriage. In Sub-

Saharan Africa and Southern Asia adolescent girls have high fertility rate (Jejeebhoy 2012). High 

prevalence of contraceptive use help in reduction of early pregnancy and childbirth but among 

adolescents use of contraception are low and unmet need of family planning is high. This shows 

the higher gap between the women’s intention and contraceptive behavior and increase the 

problem of early pregnancy and child bearing (WHO 2012b). It is very difficult to access the unmet 

need of family planning among never married girls and seek the abortion care more lately as 

compare to married ones (Lloyd 2005). Most of the countries lack effective sexuality education 

and only 24% of adolescents were found having comprehensive and correct knowledge on 

HIV/AIDS. More than 2 million adolescents are living with HIV. Although, overall mortality 

related to HIV are decreasing but among adolescent are rising especially on WHO African Region. 
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Only 15% of young women of aged 15-24 years are aware of their HIV status in Sub-Saharan 

Africa (WHO 2012b).  

Adolescent sexual and reproductive health status in Nepal 

According to NDHS 2011, the total population of adolescent is 24% in Nepal and median age for 

first marriage for women is only 17.5 years. In 1996 the percentage of married of aged 15-19 years 

were 43% and in 2011 it decreased to 29%. While comparing with previous years the relative 

amount of early marriage is decreasing but the figure of 29% of early marriage is problematic in 

itself (NDHS 2011). It resulted into early exposure to sexual relationship and potentially increases 

the chances of early pregnancy and exposure to sexually transmitted infections (Khatiwada1 et al. 

2013). Similarly, early child bearing is also one of the major issues related to adolescent health in 

Nepal. It is estimated that 17% adolescents are either already in their pregnancy or have one child. 

Early pregnancy increase the drop-out from school and mostly girl have to sacrifice their 

education. Additionally being pregnant in early ages often resulted into the adverse effects like 

preterm birth, low birth weight baby, neonatal deaths and so on. It is interesting that adolescent 

fertility rate is decreasing but still there is the huge gap between rural and urban population. 

(NDHS 2011).  

According to the annual report of department of health services of fiscal year 2015/16, the number 

of Antenatal Care checkup of adolescent are increasing as compare to previous year but the number 

of first visit according to the protocol is very low. First of all increasing trend of adolescent visit 

for ANC itself shows that early marriage, early pregnancy and childbirth still exist in our society. 

Secondly, not visiting health institution as the protocol shows adolescents delay in accessing health 

care.  In additional to that, total proportion of 4th antenatal visit is less than 1st visit which indicate 

that health institutions are missing pregnant adolescent from utilizing health care which make their 

condition even risky. These issues show the poor access to information, lack of preventing 

activities of early marriage and need for more adolescent friendly health services (DoHS 2017) 

The statistics of use of modern methods of family planning (i.e.14%) has not increased by even a 

single percent in 5 years from 2006 to 2011.The unmet need for family planning is estimated to be 

highest (42%)  on married girls of age 15-19 years as compare to other age group. This ratio is 

even more among adolescents in rural population than urban setting.  Unmet need for FP in 

adolescent has increased by 3.5% in 2011 than in 2006 (NDHS 2011). The proportion of safe 
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abortion is 19.7 within the country which means total of 14,699 adolescent girls went through 

medical and surgical abortion within a duration of one year (DoHS 2017). Most often, abortion is 

the consequences of unwanted pregnancy so the indicator itself explain about the low contraceptive 

prevalence rate and high unmet need for family planning. If their family planning need were met 

the condition never reach to abortion. In Nepal the prevalence of human immunodeficiency virus 

(HIV) is estimated to be 0.3 percent in the general population age 15-49 and have concentrated 

epidemics in certain high risk populations. In additional young people are also particularly in risk 

(Khatiwada1 et al. 2013) as only  26% of girls had comprehensive knowledge on HIV/AIDs 

(NCASC 2012).  

The association between socio-cultural background and adolescent sexuality in Nepalese society 

is complicated in a sense that it’s the mixture of highly pre-dominant traditional norms and modern 

technology. The most of the older generation carry the conservative traditional norms on sexuality. 

In contrast, younger population are in complex transition towards modernization at traditional 

controlled society. At one side, due to the strong cultural norms, youth are not open about sexual 

and reproductive health problems. Open discussion about sex and sexuality within the family and 

society are beyond the imagination and taken as taboos. Older generation of society believe that 

discussion on sexual matters encourage the involvement of adolescents on pre-marital sex and 

even the friendship with opposite sex is not acceptable. These traditional norms gives rise to 

communication gap between the generation in the subject matter of sexuality and limit the sources 

of information of adolescent (Regmi, Simkhada, and van Teijlingen 2010). Nepal as being a 

patriarchal society, all the decision regarding the small matters to life events are mostly dependent 

on parents and decision realted to sexuality of married women are pre-dominately lies in the 

authority of husband (Puri, Tamang, and Shah 2011).  

On the other hand, modification in communication, technology and western influences have 

brought the changes in the life styles of adolescent.  There is the shift in concept about sexuality 

between parents and children resulting into young generation more open about sexuality as 

compare to their parents. Premarital sex is in increasing trend in Nepal and a study in 2009 showed 

that more than 35% of boys and 15% of girls were involved in premarital sex. Increasing curiosity 

on sexual issues, peer pressures and media were found to be associated with premarital sex and 

risky sexual behavior of youth is in increasing trend in Nepal (Regmi, Simkhada, and Teijlingen 



14 
 

R 2010). Sexual behavior among the young people of Nepal is unsafe and correct transition of 

knowledge into safe practices is very low (Upreti et al. 2009). 

Situation of Adolescent Sexual and Reproductive Health in Kaski, District 

There is no difference on the sexual and reproductive health status of adolescent in Kaski district 

as compare to overall scenario of Nepal. Increasing antenatal care visits of adolescents in health 

institutions demonstrated the existence of early marriage and early pregnancy as being the major 

issues in this region. Both the abortion and unmet need of family planning are in increasing trend 

whereas use of modern methods of contraceptives are low in adolescent age group (DoHS 2017). 

Kaski district lack the disaggregate data on adolescent sexual and reproductive health on its annual 

health report of fiscal year 2015/2016. The overall report on family planning and safe motherhood 

program showed the decreasing number of current users of contraceptives like pills, Depo-Provera 

and increasing unmet need for family planning. In addition, lack of proper recording and reporting 

along with poor co-ordination with other sector were pointed as major issues under family health 

program (DPHO 2017). 

What government has done to address the Adolescent Sexual and Reproductive health in 

Nepal?  

To address all the prevalent adolescent sexual and reproductive health problems, the Ministry of 

Health and Population has showed their commitment through series of programs and strategies. 

Firstly, Nepal signed a plan of action at the International Conference in Population and 

Development (ICPD) in 1994, which was the first step towards the development of sexual and 

reproductive health care services. Then after 4 years, in 1998, Adolescent Sexual and Reproductive 

Health (ASRH) was included as one of the crucial components of the National Reproductive 

Health Strategy. In 2000, the Family Health Division developed National Adolescent Health and 

Development Strategy to address the health and development of adolescents. In 2007, 

Implementation Guide on Adolescent Sexual and Reproductive health was developed to help 

district managers. Between 2009 and 2010, adolescent friendly services were provided by 26 

health facilities as the pilot intervention in 5 districts (FHD 2011). 

After all these programs and strategies, ASRH program was not working as targeted and services 

were not utilized by the adolescents as expected. Based on the lesson learned from all the past and 

existing interventions and experiences, Nepal Health Sector Program (NHSP) II set the target 
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of making 1,000 public health facilities adolescent friendly by 2015 (MoHP 2010). This was 25% 

of current total number of health facilities in country. Finally, to meet this target National ASRH 

program implementation guide 2011 was developed with the help of different partner organization 

(UNFPA, UNICEF,  WHO, GIZ, Save the Children, IPAS and ADRA) based on lessons learnt by 

the program (FHD 2011). The target of achieving 1000 adolescent friendly health institutions was 

reached by July, 2015. By the end of fiscal year 2015/16, in total 1,134 health facilities in 63 

districts were providing adolescent-friendly services (DoHS 2017). 

The National ASRH Program in Nepal 

The goal of National ASRH program is to promote the health and socio-economic status of 

adolescences. This program has developed three objectives in order to achieve the goal of the 

program and they are: 

 To increase the availability and access to information about adolescent health and development, 

and provide opportunities to build skills of adolescents, service providers and educators.   

 To increase accessibility and utilization of adolescents health and counseling services for 

adolescents. 

 To create safe and supportive environments for adolescents in order to improve their legal, 

social and economic status. 

The monitoring and evaluation of the national ASRH program are based on the population 

statistics and will be based on the indicators mentioned below: 

 Increase age at marriage  

 Increase in use of modern methods of family planning  

 Decrease unmet need for family planning   

 Reduce adolescent pregnancy   

  Reduce adolescent fertility rate   

 Decrease prevalence of HIV infections (FHD 2011, 5) 

Using these indicators given by the National ASRH program themselves, I analyzed the prevalent 

various government and other reports to evaluate the success of the ASRH program and found 

several problems which has been already talked under the topic “Adolescent Sexual and 

Reproductive Health Status in Nepal”.  
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Adolescent Friendly Services (AFSs) is the strategy taken by the National ASRH program in order 

to provide the sexual and reproductive health services to adolescents in a friendly manner. 

Adolescent friendly services are defined as the friendly environment and such favorable condition 

where adolescents can get access to ASRH services in a comfortable and easy manner. Adolescent 

is a strategy taken by ASRH program with the aim of increasing the accessibility and utilization 

of services by adolescent. To be adolescent friendly, health institutions should met the certain 

standards and characteristics set by the guidelines of National ASRH program. There are nine 

national standards which need to be followed for implementing adolescent friendly services (FHD 

2011, 5-7) and they are: 

1. The specified package of health services, that adolescents need, should be provided by the 

health service delivery points (Service Delivery Packages): It mention about providing 

specified service delivery packages according to variations in the needs and demands of 

adolescents at different level of health care facilities in district. District health manager will 

be responsible to insure these services.  

2. Health service delivery points should provide effective health services to adolescents and 

youth (Organizing Effective Services): Health institutions should be well equipped in terms 

of required supplies, basic facilities, motivated and qualified health workers in order to 

provide the effective services.   

3. Adolescents and youths should find the environment at health facilities conducive to seek 

services (Conducive Environment at Health Facilities):  Barriers for conducive 

environment in health institutions should be identified so that adolescent will feel ease to 

share their problems. 

4. Service providers should be capable to address the needs of adolescents and are motivated 

to work with them (Capacity Building of Service Providers): Health workers judgmental 

attitude and unfriendly behavior discourage adolescents from seeking health care. So health 

workers should respect the emotion of adolescents and provide the services in the dignified 

way. Health workers should be competent and motivated in service provision. 

5. An enabling community environment exists in the community for Adolescents and youth 

to seek the health services they need (Building Enabling Environment): This standard seeks 

to address these enabling environment building factors to support the efficient delivery of 

the intended health services. 
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6. Adolescents are well informed about the availability of good quality health services from 

the service delivery points (Communication with Adolescents): Lack of knowledge and 

awareness among adolescent regarding services and its availability minimizes the timely 

seeking and promotion of services. So gaps in the knowledge and awareness among 

adolescent should be addressed through the proper communication and promotion 

measures.  

7. Adolescents and youth should be provided skills-based Sexual and Reproductive Health 

Education (Skills for Health): In order to encourage their healthy relationship through 

prevention of disease and injury adolescent should be engage in learning experiences. This 

standard is a part of the FRESH (Focusing Resources for Effective School Health) 

framework where school and other non-educational organizations can be potential partner 

to develop the skills for health among these young group. 

8. Adolescents and youth enjoy their sexual and reproductive health rights: This standard 

scales up and builds of programs to protect and promote sexual and reproductive rights 

through removing stigmatization and discrimination based on marital status, sexuality 

orientation etc. 

9. Health Management systems are in place to improve and sustain the quality of health 

services: This standards ensures the timely recording and reporting of ASRH data from 

community, district to central level. Monitoring system should be focused to ensure the 

effective implementation of interventions as planned and appropriate feedback mechanism 

should be developed. 

 

Adolescent friendly health facilities should have programmatic characteristics like involvement of 

adolescents with schools, youth clubs. Adolescents should be treated equally regardless of gender 

and marital status. Similarly, adequate supply of contraceptives, Information Education 

Communication (IEC) materials and short waiting time. In terms of physical infrastructure 

adolescent friendly health facilities should be in convenient location, favorable service hours with 

welcoming environment and separate counseling room to ensure privacy. To make adolescent 

friendly health facilities, service providers should have detailed knowledge and skills about the 

services including counseling, physical examination and referral mechanisms too. They should 
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have the ability to maintain the privacy and confidentiality of adolescents and treat them 

respectfully without prejudice (FHD 2011, 7-8) 

The reason for making health institutions adolescent friendly is to make more adolescence use 

available existing Adolescent Sexual and Reproductive Health services in public health facilities. 

Services provided by these health facilities from district to local level can be categorized mainly 

in two categories firstly general ASRH counseling and secondly ASRH information and services.  

General ASRH counseling refers for all the counselling services related to the issues of puberty 

and bodily changes, genital and menstrual hygiene, relationships, nutrition, avoiding early 

pregnancy, family planning, gender, life skills counseling as well as tobacco and alcohol 

counseling. During counselling process health workers need to use ASRH flipchart and IEC 

booklets for proper counselling. At the same time it mentioned about the encouragement of 

adolescent for reading IEC booklets either before or after the counselling process in community 

level health institutions  (FHD 2011, 18-21).  

Likewise, ASRH information and services cover the area of family planning, pregnancy, abortion, 

reproductive tract infection, STIs, HIV/AIDS, gender based violence, general health services and 

information (including TT immunization and management of menstrual problems), education and 

communication. At community level of health institutions family planning cover the services of 

counselling and provision of condoms, oral contraceptive pills, Depo-Provera and emergency 

contraceptives. Likewise, antenatal care, safe institutional delivery, post-natal care and neo-natal 

care and counselling are available to pregnant adolescent. At health institution there is even the 

services of safe abortion and counselling. Adolescent who are in need of voluntary counselling 

and testing (VCT) and anti-retroviral therapy (ART) are referral to district and zonal hospital from 

health institution in community level. In case of gender based violence health institutions are 

responsible to do physical assessment and examination. Furthermore the case will be follow-up 

and will referred to community resources if necessary. During delivery of information and services 

regarding all these issues of adolescent’s health workers at all levels are recommended to use WHO 

Job Aid in order to provide these services in more adolescent friendly manner (FHD 2011). 

Adolescent job aid is the handy desk reference which is develop for health workers to provide 

primary health care services more effectively and sensibly to adolescent (WHO 2010a). All level 

of health institutions from family health division, Regional directorate, district hospitals, primary 
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health care center to health post to along with female community health volunteers have their 

distinct responsibility to carryout in National ASRH program (FHD 2011). 

How the ASRH program work within the Nepalese Health System? 

Ministry of Health and Department of Health services are the central point of health system in 

Nepal. Department of health services lies under Ministry of Health and is services  is responsible 

for delivering preventive, promotive, diagnostic and curative health services. At the district level 

it has District Public Health Office or District Health Office who are responsible for responsible 

for providing essential health care services and monitoring of District Hospitals, Primary Health 

Care Centers and Health Post. So in such Primary Health Care Centers and Health Post are the 

first institutional contact point for basic health services. The hierarchy from top to bottom shows 

the level of health institutions from central to community level (DoHS 2017).  

There are total seven divisions under Department of Health Services and Family Health Division 

(FHD) is one of the division. The ASRH secretariat is located at Family Health Division and is 

supported by Save the Children Nepal. In such ASRH sub-committee under Family Health 

Division are responsible for implementation of the program. They provide the orientation to 

district and regional health manager. Family health division and focal person of ASRH program 

are responsible budget allocation and scaling up of the program. Then District Public Health Office 

is responsible for selection of Primary Health Care Centers and Health post to provide adolescent 

friendly ASRH program.  

After selection process of health institutions, health workers will be given training and orientation 

from district level. In addition, district managers are accountable for regular supervision, 

monitoring and collection of regular monthly information on ASRH program. The health workers 

of Primary Health Care Centers and Health Post are the one who are in close contact with 

community and are responsible to provide the ASRH services and conduct the one day orientation 

program to the stakeholders of community regarding ASRH program. Furthermore, they are 

responsible for maintaining monthly recording and reporting of service statistics to district level, 

They have the important role of coordinating with local communities and upgrading health 

facilities to make the services adolescent friendly.  This is how ASRH program reach to girls from 

central level of health system in Nepal (DoHS 2017).  
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Figure 2: Organizational structure of Department of Health Services (DoHS 2017) 

Challenges and Barriers in accessing quality health services 

There are many factors which act as the potential reasons for increasing the gap on access to quality 

health services. They will be discussed as the barriers and challenges related to health sector 

(service provider side) and outside the health sector (service receiver side). 

Service Provider Side  

The lack of availability, accessibility, acceptability and equity of health services act as the potential 

barriers for adolescents in utilizing them. These measures are directly or indirectly related to health 

institutions and society. There are many associated factors within the health institution which 

affect all these measures and make it hard for adolescent to reach them. Health services should be 

geographically, socially, legally and economically available and accessible to adolescent in order 
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to increase the expansion of coverage of quality of health care services to those who are most in 

need and face more health and social problems. Similarly services should be acceptable to them in 

terms of less waiting time, privacy maintenance, respectful behavior and sensitive to fear and 

anxiety.  Treatment with respect and confidentiality maintenance were the two universal quality 

that adolescent prefer to get from health institutions (WHO 2012a). Almost 83% of the adolescent 

participants were found to quit accessing sexual health services if their parents would know about 

it which elaborate lack of confidentiality as the major barrier (Kuzma and Peters 2016). Poor youth 

friendly services (Regmi et al. 2010), lack of youth friendly service centers, weak heath care 

system and lack of confidentiality enhance the poor health seeking behavior of young people in 

Nepal (Upreti et al. 2009). In contrast improving access to youth friendly services, peer education 

program, effective information system and availability of IEC materials were identified as the 

factors for the improvement of sexual and reproductive health status of young population (Regmi, 

Simkhada, and Van Teijlingen 2008) and more information and awareness program is needed to 

promote safer sexual behavior among adolescent (Regmi, Simkhada, and Teijlingen R 2010).  

Health workers have the very important role on increasing the access of quality health care services 

to adolescents. Health workers are someone who are known as knowledgeable on sexual and 

reproductive health matters and are trusted by the society as a resource person in these matters. 

Their practices, behavior and attitude influences the utilization of sexual and reproductive health 

services as well as affect the knowledge level and cause financial and psychological cost for 

service receivers. Health worker’s influences on utilization of sexual and reproductive health 
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services are best explained by the conceptual framework listed below. 

 

Figure 3: Conceptual framework of providers’ influence on client utilization of sexual and 

reproductive health services (WHO 2010b).  

This conceptual framework explains the local values, norms, believes and the socialization 

attribute to the attitude of health workers. Action of health workers are outcome of their attitude 

and eventually it effect on access and utilization of services.  None of the people should be deprived 

from friendly, appropriate, client-oriented and affordable sexual and reproductive health services 

but female are found to experience more judgmental attitude towards them as compare to male 

from health workers. To improve the utilization of sexual and reproductive health services need to 

focus more on understanding the service receivers and minimize their psychological and financial 

cost. Training, regular supervision, availability of resources and motivation of health workers are 

most feasible area to bring the change in their attitude and practices in order to increase the 

utilization of services (WHO 2010b). Good communication skill of health worker is crucial in 

developing trust of service receiver for creating suitable environment to share the problems 

(Kuzma and Peters 2016). One of the study of Estonia stated enthusiasm and dedication of health 

worker towards providing health services as one of the major factor for the scaling-up the sexual 

and reproductive health youth clinic network (Kempers et al. 2015). 
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In addition, in many countries within the health institution it’s difficult to find disaggregate data 

on what kind of services are used by the age specific adolescent. Most often, health sector lack the 

data on outcomes and effect of the program on adolescent. This hinder on the formulation of well-

informed policies and program in health sector and hence always leave the gap between the 

program and needed health care services of adolescent (WHO 2009). Evaluation of improvement 

in sexual and reproductive health status of adolescent is impossible without the proper system of 

reporting and monitoring system (Kempers et al. 2015). Health sector lack the interventions which 

will be effective to change the attitude of adolescents towards healthy behavior rather than just 

bringing change in knowledge level regarding sexual and reproductive health. One of the 

challenging issue for health sector is the poor collaboration with other sectors and civil society 

who can potentially make the contribution for health and development of adolescent. In such 

collaboration of this activities with health sector will surely increase the utilization of services 

(WHO 2009). Providing sexuality services within and outside of school setting increase the 

utilization of services like use of contraceptives where community support plays a very important 

role (Chandra-Mouli et al. 2014).  

In 2015, one study was conducted in Colombia to evaluate the youth friendly health services. It 

concluded lack of trained health workers in sexual and reproductive health and high instability of 

health workers have negative impact on the provision of services (Huaynoca et al. 2015).  

Service Receiver Side 

Youth lack adequate education, guidance and services on sexual and reproductive health and 

involve in risky sexual behavior (Adhikari and Tamang 2009). The cultural, social and economic 

factors are major factors affecting the sexual and reproductive health of young population. Study 

shows girls face more socio-economic and sexual problems than boys. This study point out there 

is the lack ability of making informed choices about their own health in youth (Regmi, Simkhada, 

and van Teijlingen 2010). Available socio-cultural beliefs and gender norms in society 

differentiate the standards of behaviors for boys and girls and have different expectation from 

them. These things have direct influences on who the adolescent share their problems with and 

hinder their practices of discussing their sexual and reproductive health with their parents and 

teachers. In these kind of society girls have less power in terms of decision making for themselves 

and in developing countries sexual and reproductive health  programs targeting the youth 
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population has to face the challenges related to cultural beliefs about sex, way of parenting and 

traditional gender role (Obare, Agwanda, and Magadi 2013). Gender norms not only limit the girls 

control over their sexual and reproductive health but also increase the gap between gender 

inequalities. In such traditional gender norm, education of girls are less valued and always 

encourage early marriage and child bearing which minimizes the chances of girl’s higher 

education. Increasing gender inequalities not just affect the sexual and reproductive health of girls 

but  do affect the entire quality of life (IPPF 2015).  

Social norms have direct effects on the health seeking behavior of adolescents. In such societies 

where premarital sex is not accepted, adolescent usually don’t hesitate to go for the general health 

problems but it’s different for the case of sensitive issues. Mostly they fear of their parents if it 

cause trouble by visiting health institutions. They usually try to solve the problems by themselves 

and after it don’t get solved, they shared it with the trusted one like friends and siblings. They fear 

of their privacy and consequences if parents get to know about it. These things minimizes the 

health seeking of adolescents and at the same time it postpone the health seeking behavior and 

make the condition more severe. If in case they seek care they don’t choose the local area. In most 

of the south Asian countries decision making authority regarding unmarried adolescents health are 

in hand of parents and in case of married adolescents it’s on hands of their husbands and mother-

in-laws (WHO 2012a). Girls have very limited access to information regarding their health and 

rights, because they have limited exposer to safe and social space outside the home and school 

where they can meet their friends, develop key skills and knowledge. Adolescent girls have limited 

number of friends and have poor decision making autonomy within family. Communication 

between parents and adolescents regarding sexual and reproductive health is very poor. In India, 

less than 1% of adolescents had discussed with parents regarding their sexual matters (Jejeebhoy 

2012). Prevalent negative perception among community people regarding sexual and reproductive 

health information and services have the adverse effect on the improvement on sexual and 

reproductive health of adolescent (Huaynoca et al. 2015).
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CHAPTER 3: METHODS 
 

This section explains the methodology of entire study under investigation. It describes the design 

of the research study, reasons for selection of study sites and population taken through different 

sampling techniques. Furthermore, data collection methods and analysis techniques will be 

elaborated and ethical measures, reflexivity, validity and limitation of the study will be justified. 

Finally it ends with a discussion on dissemination of findings in broader context.  

Research Design 

Research design is the overall plan of the study and its selection is based on the nature of the 

research problem, individual experience of researchers and potential participants of the study 

(Creswell 2014). Research questions of the study plays the crucial role for the selection of the 

methods in the research. The purpose of my research questions is to identify the challenges and 

barriers for the effective implementation of adolescent friendly SRH for girls in the community. 

In such this research question is explanatory in nature so it can be answered only by the method 

of exploring and understanding individual or group’s perception of certain social or human 

problem (Creswell 2014). Qualitative research is the one which have the ability of studying the 

social phenomena and providing its deeper understanding. It examine people interaction with each 

other in particular setting and concerned with exploring the behavior of people in everyday life 

(Silverman 2011). So keeping all this in mind qualitative research design is best to answer the 

research questions of this study. .  

Selection of study site and participants 

The rationale of selection of research topic in Nepal has been discussed immensely on the 

introductory part which is based on the evidenced information. After that for the selection of study 

sites and participants, I carried out purposive sampling method. This sampling method relies on 

the judgment of the researchers while selecting the unit of sample. It focuses on the particular 

characteristics of the sample through which answer of the research questions can be achieved 

(Bryman 2012). So selection was based on the purpose of research objectives.  

I accomplished the process of selecting study sites and participants in four different level. First of 

all, Kaski district was selected as the study site in Nepal. ASRH issues are one of the major public 

health concerns all over Nepal and Kaski isn’t the distinct one.  In additional, I was well aware 
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about the issues related to ASRH services in this district throughout my working experience of one 

year under District Public Health Office. So in such it always persuade me in finding the factors 

behind those issues.  

Kaski is one among the 75 districts in Nepal and according to National Population and Housing 

Census 2011 Kaski district has the population of 492,098.  It contains 32 Village Development 

Community, two municipalities and four electoral sectors. While talking about public health 

facilities, District Public Health Office (DPHO) is the head institution at district level among the 

government health facilities. Under District Public Health Office, there are four Primary Health 

care Centers and two community hospitals in electoral constituency level. In Village  Development 

Community level there are 45 health post, seven urban health centers in Pokhara sub-metropolitan 

city and five community health unit in Lekhnath municipality. In total there are 26 Health 

Institutions in Kaski which have adopted the concept of Adolescent Friendly Services. It was 

introduced in 13 Health Institutions in 2013 and later in 13 HI by the year of 2015 (DPHO 2017).  

At the second level, I carried out small meeting with focal person of ASRH program in District 

Public Health Office for the selection of public health institution in community level. I thoroughly 

circulated the purpose of the study at the beginning of meeting for the appropriate selection of 

Health Institutions.  Four health institutions get selected and in two health institutions, Adolescent 

Friendly Services was launched in 2013 and in remaining two the concept was carried after two 

years in 2015. 

During selection of adolescent friendly health institutions, geographic variation was also addressed 

and selected health institutions were representative of both urban and rural areas. The variation in 

selection of health institutions according to placement of Adolescent Friendly Services program 

and geographic location were made to see its contribution on variation on challenges and barriers 

from different perspective in contrasting setting. After selection of health institutions, nearby 

school were selected with the help of focal person of those respective health institutions at third 

level. Then at fourth level, adolescent participants for the study were chosen through the help of 

principle and health teacher of those school. Prior meeting was carried out in all health institutions 

and schools for selection process. 

This study includes two groups of participants. The first study group are health care providers of 

public health institution from district to community level. District Public Health Office’s Family 
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planning supervisor and Public Health Nurse were selected for interview because they are the focal 

person of adolescent friendly sexual and reproductive health services in district level. They are 

responsible for implementation of the services from district level through distribution of resources 

to training of HWs from public health facilities. At the community level four focal person of ASRH 

program were selected as one from each four Health Institutions. It was found that most of the 

health workers from Health Institutions have got the orientation on ASRH program so, health In-

charge of respective institution were selected as focal person.  So in such from provider side, I 

interviewed total six health care providers- two from district level and four from community level.  

The second group for the research are adolescent girls of aged 15-19 years. There are many reasons 

for the selection of girls on their late adolescence. Firstly, prevalence of sexual health problems 

are high in this age group as compare to early adolescent period. So if this group of girls have more 

problems so they are more likely in need of the services and have high chances of facing more 

barriers while accessing it.  

Secondly, they seemed to be more confident and knowledgeable on SRH as they are in higher 

grade of education as compare to early adolescents. So I thought to answer my research questions 

late adolescents (15-19 years) will be better option than early adolescents (10-14 years). Girls were 

selected from schools which were near to public health institution because in the initial phase, they 

are the first target population for providing ASRH program in friendly manner. While selecting 

adolescents, I gave preferences on inclusion of variation in characteristics of participants by 

categorizing girls according to their marital status and level of education. So in such from demand 

side, I conducted total of eight Focus Group Discussion and one interview covering 27 participants.  
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Table 1:  Number of Interviews and FGDs 

 

Data collection Techniques 

I used three data collection techniques namely Interviews, FGDs and observation in order to 

answer the research questions of this study. 

Semi-structure in-depth interview 

An interview is a conversation between a respondent and an interviewer on a given subject to 

obtain detail insights and thoughts (Bryman 2012). In total, I took six semi structured in-depth 

interviews, four in the community level with the health In-charge of health institutions and two 

interviews with focal person of ASRH program in district public health office. All the interviews 

were conducted with the help of semi structure interview guideline and was later translated to 

native Nepali language (appendix 1) to make it easier.  According to Bryman, semi-structure 

interview always help to keep the interview in a specific track and at the same time it allows to 

explore more on the issues regarding challenges faced by the health care providers. All the 

interviews were taken in their respective working places and entire interview process was recorded 

in tape recorder for further analysis. Each interview lasted between 45 minutes to 1.5 hours. 

Focus Group Discussions (FGDs) 

FGD is a group of individuals selected and assembled by researchers to discuss and comment from 

their personal experience in the subject of research. This technique helps researchers to emphasize 

a specific theme to be explored in a group interview and can give diverse explanations to a 

Location Interviews of HWs FGDs of adolescent 

District level 2 0 

 

 

 

Community level 

1st place 1 1st FGD=3 girls 

2nd FGD =3 girls 

3rd FGD =4 girls 

2nd place 1 1st FGD =5 girls 

2nd FGD =2 girls 

3rd place 1 1st interview=1 girl 

2nd FGD =2 girls 

4th place 1 1st FGD =4 girls 

2nd FGD =3 girls 

Total 6 8 FGDs and 1 interview 

Total participants 6 27 
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phenomenon in question. It may uncover the unexpected ideas from participants while interacting 

in group (Bryman 2012). Altogether, I did eight FGDs and one interview between the age group 

of 15-19 years girls. There is always a concern about how to create openness and trust in 

interviews. This issue become even more debated when it comes to Focus Group Discussions 

whether these fora are well suited for talking about sensitive issues. Participants for starting two 

Focus Group Discussions were randomly selected and from that FGDs girls told that they are more 

open to their SRH issues in front of their close friends within class. So furthermore, I gave more 

emphasis on choosing close friends within the class as the participants of each FGDs with the help 

of teachers. I carried out five Focus Group Discussions continuously and on 6th time I procured 

one interview as an experiment for effective data collection in order to get more fruitful result from 

girls. Testing was done through interviewing a girl but unfortunately she was so shy and didn’t 

open to questions that had been asked.  She limited her answers in between yes or no and sharing 

somehow very little experiences in this study matter.  Afterwards, I continued data collection only 

through Focus Group Discussions. All the FGDs and interview were performed in schools where 

the participants study and that was recorded. For each Focus Group Discussions in community 

level, FGDs guidelines were prepared and translated to native language (appendix 2). 

Observation 

It was carried out throughout the entire process of data collection from beginning to the end. I 

observed health workers, adolescent girls, surrounding environment, health institutions and their 

services too. Supervision and monitoring checklist for ASRH program from District Public Health 

Office (Appendix 6) was eventually converted into observation checklist of this study and marked 

in it accordingly. Four observation checklist were filled in total including one from each health 

institution. In case of adolescent girl’s observation was done on their skills of participating in 

discussion, the way they present themselves, their expression and surrounding environment 

throughout the whole process. Some of the notes were immediately made on note books during 

the observation time in field and some were noted down after returning home by recalling the 

whole scenario and incidents on daily basis.  

Data Analysis 

For the analysis of data, I used thematic analysis approach. Creswell explained thematic analysis 

as a process which starts with reading the collected data thoroughly in repeated mode and focusing 
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on the repeated topics, metaphors and analogies, linguistics connectors, similarities, differences 

and so on which will give rise to codes. After coding is completed, theme was formed from those 

codes which form the descriptions and try to answer the research. Then at the last interpretation of 

data take place (Creswell 2014).  

In my analysis, I used the conceptual framework of access to health care (Levesque, Harris, and 

Russell 2013) as a point of departure. I decided to work separately with collected data from the 

health workers and the girls respectively through interviews and Focus Group Discussions. 

analysis procedure at the first stage began from the very first day of data collection in field. After 

returning from field note books and recorded tapes were followed on regular basis of each day. 

When data collection process was completely finished then all the tape recording were translated 

and transcribed into words in English and printed out. Interviewed data were first analyzed which 

was followed by Focus Group Discussions data and analysis of observation data was performed at 

last. Analysis of all the data went through the similar process. 

Then after printing all the data, I read and re-read all the materials many times to get the overview 

of whole context. After continuous reading identified important prior findings were highlighted 

through different color pencils and I keep on making the personal notes at the very side of that 

highlighted parts. After going through all the highlighted and noted parts repeatedly, coding was 

done. I wrote all the codes on A4 size papers and similar codes were highlighted by same color. 

Later on codes were categorized into different group according to their colors. After categorizing 

all the codes of similar characteristics, I tried to fill the content into conceptual framework for 

further analysis to develop the relation between them and the research questions. Where content 

could not be added or where there was congestion of codes, I took this as an indication that this 

particular step of the framework was important which led me to discuss certain element of 

framework more than others. The elements that became important in my analysis were judgmental 

attitude, stigmatization, less freedom for girls, control of time, poor knowledge, strict gender role, 

poor knowledge and heath seeking behavior from focus group discussions of girls. On the other 

hand, elements like lack of awareness program, training of health workers, resources within the 

ASRH program and its implementation, socio-cultural prejudices, and health worker’s behavior 

came up to be important from service provider’s perspective. 
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Toensure rigor, I always prioritized the opinion and advices of my supervisor throughout the whole 

analysis process. At the same time colleagues and seniors with social science background provided 

their valuable inputs through various discussion and opinion sharing. In such, after hard process 

of going back and forth in analyzing process themes were molded out through those categories. 

All these themes were written and re-written down on A4 size papers and sticky notes to make 

sense on developing its relation on answering the research questions based on the theoretical 

framework of the study. Finally all these themes were then applied to describe the situation and 

conceptualized the findings regarding challenges and barriers for adolescent friendly SRH services 

in Kaski district of Nepal.  

Ethical Issues 

First ethical clearance was pursued from Norwegian center for research data (NSD) (Appendix 3). 

After that ethical approval was collected from Nepal Health Research Council (NHRC) to conduct 

the research work in Nepal (Appendix 4). In addition authorization letter was taken from DPHO, 

Kaski in order to perform the research in public health institution in community. In field, during 

data collection process through FGDs, schools were provided with official letter by the In-charge 

of public health institutions of that area.  

Before conducting the interviews, I took verbal informed consent with the health workers whereas 

participants of FGDs were provided with a written consent form for their agreement on taking part 

in research study voluntarily (Appendix 5). Written consent form were signed by both the 

participants and researcher before conducting FGDs. I clearly communicated the objectives and 

purpose of the research to the participants before interviews and FGDs. In addition they were 

informed that they can withdraw from the study at any point of time without any explanation and 

their decision will be respected.  

Then the interview and FGD was carried out in a place where participants felt comfortable as 

choice for selection of place was completely given to them. Confidentiality was maintained 

throughout the process as all information was tape recorded without including the names and 

places of the participants. During interview, at district, focal person insisted personally to include 

their name also so they mention their name during interviews. In contrast while interviewing health 

workers at community health institution their name and name of health institutions was not 

mentioned and recorded. I recognized them through their voice during analysis process. In case of 
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girls they were asked to only mention about their age, education level and marital status. All the 

data were securely stored in a personal laptop and its access was limited to researcher only. After 

the transcription and uses of data all the recordings were deleted.  

Reflexivity 

Reflexivity is defined as the process which attends or explain how the individual opinion or 

anything related to researcher have influences on the whole research process from beginning to 

end. It measures how the assumption or preconceptions of researcher affects the outcome of the 

study through its influences on data collection and analysis (Malterud 2001).  

On qualitative method of study it requires researcher to specify her personal experience, 

assumption and prejudices which are related to study. The reason for selection of this particular 

topic had its own story behind it. After completion of bachelor degree on public health researcher 

volunteered for one years in district public health office of Kaski in 2013. At that volunteering 

time researcher got the opportunity to work with different sector varying from statistical section 

to family planning and safe motherhood throughout the office work and field visit. As a public 

health person researcher was aware of both negligence of ASRH program within district and its 

importance for girls. Likewise, sexual and reproductive health was the interest area of researcher 

from the very beginning of her public health study. In addition as being girl by herself and growing 

through similar environment regarding SRH made researcher more interested in this study topic 

of ASRH.  

Sharing of same socio-cultural background, language, experiences and being researcher girl by 

herself with frank attitude might helped adolescents to open to the questions and it eventually made 

the data collection process through FGDs easier and fruitful. Alike being knowledgeable on ASRH 

encouraged girls to share their more problems and queries when their initially asked issues were 

correctly addressed by researcher.  

From the side of suppliers researcher was familiar to working condition, health system, health 

facilities and health workers. These facts helped researcher to develop good communication with 

health workers and correspondingly HWs were found more comfortable to share the challenges 

with familiar personality. Similarly, researcher academic background as being a student of master 

level from Norway which is taken as the one of the best destination for study was appreciated by 
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HWs. This element made HWs to share their challenges and they were found curious to know the 

solution based on my experiences on health system of Norway.  

Overall both the interviews and FGDs were carried out in supportive environment without pre-

judgmental attitude where both parties were free to interrupt in case of disturbance or if further 

explanation were needed.  In such it can be said that data collection process were effective and 

two-way communication. As being familiar with both the perspective of supply and demand side, 

researcher have her own knowledge and understanding about the barriers and challenges for the 

implementation of program. However, Findings and outcome of this research are constructed on 

the evidence based literature review and facts driven from this study rather than personal feeling 

of researcher.  

Validity of study 

According to Leung, appropriateness of the tools, process and data in order to achieve desire 

answer of the research question is known as validity is qualitative research (Leung 2015). In such 

validity concludes how truthful the result of the research is (Golafshani 2003)? Primarily this study 

was intended to explore the challenges faced by health care providers and barriers to adolescent 

girls in reaching ASRH services which is explanatory in nature and requires in-depth information 

on the subject matter. So based on the nature of study qualitative methods were chosen as research 

design in order to deliver the needed answers to the research questions which routinely increase 

the validity of study. Further multiple methods were used throughout the process of data collection 

and analysis in order to check or admit the accuracy of findings broadly known as triangulation 

(Wargo 2016).  

Accordingly questionnaire for the semi-structured interview and FGDs were prepared by taking 

the reference of the various previous research papers as well converted to native language in order 

to eliminate language barriers. Moreover, different data collection techniques varying from semi-

structured interview to FGDs to observation were done to extract more realities and truthful facts. 

All interviews and FGDs were audio tape which lead to have more accurate report of them through 

transcription. Researcher further conducted two more FGDs of girls in another area within same 

district but was not within the selection public health institutions. Similar opinion were shared by 

the informants so it can be said that data collection process were performed near saturation point 

where addition of new informants didn’t put forward addition of any new information (Mason 
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2010). During the analysis of data suggestions and opinion of supervisor and colleagues were put 

on consideration so researcher strongly believed that it also helped to improve the quality of data.  

Limitation of Study 

Only the girls aged 15-19 years were included as participants where the girls below the age of 15 

years were excluded. Additionally inclusion of drop-out girls and disable girls of same age group 

could have added variation in the study and possibly new explanations to the problem in question. 

Regarding the health provider’s participation, only the opinion of in charge of public HFs were 

included and further inclusion of other health care workers of that HFs would have added more 

insights in to the study. 

Dissemination of findings 

This thesis is a part of the fulfilment for the master degree in International Social Welfare and 

Health Policy at Oslo and Akershus University College of Applied Sciences (HiOA). A full report 

of this thesis will be sent to Nepal Health Research Council (NHRC), DPHO of Kaski and the four 

public health institutions involved in this study. Provision of report to HFs in community will make 

it accessible to adolescents, school and other community. This study tries to explore the challenges 

ASRH providers face and barriers that hinder adolescence to reach these services. By knowing the 

realities behind the poor achievement of the ASRH program, it will help authorities to improve the 

health services and upgrade the policies in order to implement the program effectively in 

community. In longer term, this study can help in improving the health status of adolescent girls 

in the community. Furthermore, it will offer opportunities for other researcher to conduct studies 

to fill the further gap between supply and demand sides. 
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CHAPTER 4: FINDINGS 
 

First, I will present the voices of the health workers, before I compare it with the opinions and 

experiences expressed by the adolescent girls in the Focus Group Discussions. Finally, I will 

discuss these findings up against my own observations from the field work.  

A. Interviews with health workers 

Interviews with health workers put forward tremendous amount of challenges they face during 

implementation of ASRH program in community. After analyzing all these interviews, health 

worker’s challenges are categorized into three different aspects. One of the challenge is related to 

the resources within the program. Likewise, another challenge is categorized as the expansion of 

ASRH program in community and final category is related to the individual health worker’s 

characteristics. There are many challenges, reasons and the consequences which attribute to these 

main three categories and will be elaborated more in detail.   

1. Challenges related to resources within program 

This section comprises of the challenges related to the resources within program. Almost all the 

health workers involved in the study pointed out lack of resources as the main challenge of the 

program. Resources not only entails the financial aspects but it cover wide range of resources 

accounting from skills, materials, modern technology, health workers and physical infrastructure 

of health institutions. Lack of these resources have direct and indirect effect on the ASRH program 

and make the implementation process even more challenging.  

Majority of health workers talked about the importance of training for the development of their 

skills, knowledge and capability to address the problems of adolescents. They all believed that 

these qualities have direct effect on the implementation of services. Almost all staff mentioned 

that two days orientation was not sufficient for them and they are in need of more training to scale 

up their skills. None of the health workers in community were found to have five days standard 

training on Adolescent Friendly Services. Health workers from the community said that training 

should be intense and provide in-depth knowledge. They further added that training should be 

specific and make them able to solve the problems of adolescent along with proper suggestions. 

So that it will help to improve the perception of adolescent towards their sexual and reproductive 

health.  
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“ASRH is not only the health problem. In future it might linked with social issues so HWs should 

be equipped with necessary skills to deal with that.” ……… “HWs should be trained to make them 

compatible enough to deal with problems……” 

-Male, 42, Health worker 

So in such, all the health workers stated lack of proper training as one of the crucial challenges 

faced by them which make their work more challenging. Insufficient training has direct effect in 

their competency and communication skills.  

Both focal persons from the district and health workers from community revealed instability of 

health workers becoming challenging for provision of services. Health worker from district meant 

that this create problems in providing services in two ways. Firstly, they will lose trained health 

workers and secondly, people from respective community take time to develop friendly relations, 

on which trust has to be built upon. So both these effect the flow of clients to health institutions. 

One of the staffs said that due to the instability of health workers, the program is suffering from 

lack of sustainability. She said the one who got training will move to some other places and the 

ASRH program in previous place remain the same as before without any progress. It is found that 

blame of the discontinuity of program was limited within the instable health workers. While asking 

about the reasons behind not maintaining ASRH services report she said: “There were other health 

workers at that time when program was launch but now they have moved to other places. That 

leaves the program where it was before.” 

Throughout the whole study, lack of financial resources was found as one of the most widespread 

challenges from the perspective of health workers. Almost all service providers agreed on lack of 

funds for Adolescent Friendly Sexual and Reproductive health services. They mentioned lack of 

budgetary allocation as the core reason behind the dissatisfactory result of the program. While 

asking about the budgeting of the program, most of the health workers said they exactly don’t 

know about the budgeting. They got money comprising NRs 30,000 (300 US dollar) and materials 

like table, chair, cupboard, hanging bag for flip chart, job aid books for the implementation of the 

program in the starting year.   

“We have no funds at all. Funding is the main problem to continue the program. We don’t have 

money to even offer them tea during orientation of program.” 

-Male, 55, Health worker 
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Due to lack of funds, health providers were unable to cover the large group of population. Coverage 

of large group of population often demands high budget but program don’t have enough money to 

cover the mass. Scarcity of financial resources were found affecting directly to awareness program, 

co-ordination with school, community, media etc. In such, ASRH program was limited within 

small group of population in their area. It was found that adolescent friendly health institution were 

focusing only in one nearby school from their health institution. Health workers were found to be 

unsatisfied with school health programs and expressed that in the whole year there were only 4-5 

school health program. They further added those school health program are not only for sexual 

and reproductive health education but they also need to cover nutrition, communicable and non-

communicable disease too. One of the female interviewee mentioned allowances as motivational 

factor to health workers in work. She further says: “….DPHO do not even have budget for staffs 

for conducting 10 school health program. What will they give to extra classes of ASRH?” 

It is found that availability of Information Education and Communication (IEC) materials in the 

health facilities is one of the most important characteristics for adolescent friendly services 

according to health providers. In contrast, findings of this study showed the lack of effective and 

useful IEC materials in health institutions. Availability of IEC materials were found to be poor in 

health institution where program started in 2013. There was not any ASRH booklets and flip charts. 

It was interesting to hear that one health worker took those IEC materials to home for her daughter 

and health institution is left with no ASRH booklet.  

I have two daughters one in bachelor and another in grade 11. The elder one is mature enough to 

know about these things but younger one is more immature and silly. I let her read IEC materials 

and books related of sexual and reproductive health. So that she will know herself that what is 

right and wrong.  

-Female, 45, Health worker 

They mentioned they got one set of booklet and flipchart at the start of the program which was not 

enough to cover the population of girls in their areas. They pointed irregular and untimely supply 

from District Public Health Office as a reason behind shortage of IEC materials in their health 

institution. 
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“Nowadays District Public Health Office have stopped sending IEC materials. Some of them are 

in that corner but they are not enough. We need more IEC materials which is useful for young 

people.” 

-Female, 45, Health worker 

District focal person mentioned the need for modern technology to disseminate information and 

education about ASRH regardless of reality in community health institutions. He mentioned about 

the influences of media on adolescent at present and possible good impact of media in 

disseminating information. It would cover wide range of adolescent population if public health 

institutions were able to use such media. He further added, Health institution lack proper IEC 

materials and mentioned about the importance of modern technology and techniques on spreading 

information. 

Poor physical infrastructure of health institution was expressed as one of the problem by all 

health workers while providing adolescent friendly services. Out of four, three health institution 

were dissatisfied with the building of their health institution. According to them they don’t have 

enough rooms and privacy maintenance during counselling process and it becomes more 

challenging for them to maintain privacy of adolescents in health institution. Within those limited 

room of 3-4 they have to provide all the services from general services to family planning, 

immunization, delivery, antenatal care, counselling at the same place. They said that due to lack 

of comfortable space, girls doubt in their privacy maintenance. Reality of privacy maintenance can 

be exaggerate by some of the dialogues of Health workers. 

“Yes, we have room to counsel. We make the separate room by using curtain but other people in 

health post sitting outside can easily hear the voice coming from counseling room.” 

Female, 52, Health worker 

‘We don’t have separate room as counselling room but when girls come we will make that room 

as counselling room.” (At the moment health institution’s helper was making lunch for all staffs 

in that counselling room. So basically that room turned into kitchen also when needed.) 

Male, 42, Health worker 

So all these challenges related to resources within the program were seen to affect the 

approachability of ASRH program.  
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2. Challenges related to placement of program in a larger organization 

Placement of this ASRH program in a larger organization in the community has not been an easy 

job. This program is facing challenges from different aspects of community so it lacks achievement 

as targeted by the program in the beginning. There are challenges in implementation of the program 

while looking from programmatic context. At the same time, socio-cultural prejudices attack the 

acceptance of the program in society. In addition, lack of support from the other sectors of 

community makes it less popular among people. 

For the success of the program, strong commitment to implementation aspect of the program is 

required to tackle all the problems in the way, but in contrast, one of the major challenge faced by 

this program is its poor implementation. There has been lack of proper planning of program in 

terms of its activities, programmatic strategy along with evaluation and monitoring process. 

Reasons behind poor implementation of program are described below:  

Firstly, lack of plan of activities or guidance for the proper implementation of program was found 

to be the major challenge for health workers. None of the health workers in the community was 

confident about their future planning regarding ASRH activities. While asked on the planned 

activities for the implementation of program, all of them stated there are not such plan of activities 

to be done. They said they got two days orientation from District Public Health Office and basic 

help on materials to conduct program. After coming to health institution they accompanied one 

day of orientation program including members of health management committee, two school 

teachers, Female Community Health Volunteers of their community and some students. After that 

they mentioned no further particular activities were carried out for creating awareness in the 

community. While asked on effectiveness of one day orientation program, none of the staffs were 

confident about it. They said after giving orientation they have not followed-up those persons who 

took orientation so they were unaware about its effectiveness. All staffs were unsure about future 

activities, which give rise to the state of confusion regarding the direction of the program. It was 

seen that they were dependent on the District Public Health Office. Every health workers from 

community said that District Public Health Office have said nothing regarding what should be 

done further. Health workers from health institutions (2013) stated they are in great need of 

guidance to organize the program. One health worker from community said “we don’t have proper 

physical setting to start Adolescent Friendly Services. If the program would have been started with 
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proper infrastructure and adequate institutional setting then it would be easier to tackle difficulties 

that might arises during its operation.”  

At the same time focal person from District Public Health Office conveyed “yes, it’s true that 

there is nothing considering what sort of activities need to carried out throughout the year. 

Government of Nepal wants to gradually upgrade all the health institutions as Adolescent Friendly 

Services. In actual all the services are the same as before which were in health institutions. It’s 

only about how these services can be made more adolescent friendly. It’s about creating favorable 

environment for adolescent when they come to health institution.”  

So in such, there is the clash of understanding between the health workers in community and 

district. In one side, health workers from district are arguing about ASRH program is same as 

before but need to provide in friendly manner. Whereas, health workers from community have a 

different opinion, advocating that they have no proper base for Adolescent Friendly Services.  

Secondly, poor programmatic strategy of the ASRH program is making it challenging for 

implementation of program. Regarding it, one of the health worker from district puts forward his 

view in a very creative way which is enough to tell the whole story of gap between adolescent and 

public health sector of Nepal.  

“We are in process and trying our best. There is gap because adolescent themselves have not told 

us what their exact problems are. They don’t tell us but share within themselves. We have indirectly 

predicted their problems and started the program but unfortunately it is not as they have expected. 

They are one step forward from what we are doing. While launching the program after indirectly 

knowing their issues till that time they have move forward from us. Then our program expired. 

Talking about fashion it’s like we are old fashion and they want new fashion. We are not in that 

situation where we can directly address their problem. If we sit in round table with them and 

design program immediately after identify their issues, then we can increase the usage but we take 

more than 1-2 years to implement their suggestions and launch the program. Till then they would 

have already moved far ahead of us. Then it faces again the problem of acceptance. There’s a 

generation gap.” 

   -District health worker 
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This shows the lack of programs that address the issues of adolescents directly which might not 

address the real need of adolescent. So this mismatch between the real problem and the 

programmatic strategy is one of the main reason behind low usage of the services by adolescent. 

Further, public health sector seemed lacking usage of new technology on providing services. Some 

of the health workers talked about the new technologies like toll free numbers, health Apps and 

use of digital media can cover large population.  

While interviewing, all the staff demonstrated their unique view on service provision strategy. 

Almost all of them said “We are here in health institution and people who come to us will get the 

health services.” It is found that health workers are expecting initiation from the receiver’s side 

and expressed that they are responsible for providing adolescent friendly services to adolescent 

who come to health institution to use these services. It raised the question on what about the rights 

of all those girls who don’t have access to come to health institutions? In such we can say that 

providers side have been in passive form and expecting users to be active in requesting these 

particular services.  

At the same time, health workers from their stand point, were found to be aware of the insufficient 

implementation of community awareness program. In addition, they agreed on importance of 

awareness on availability of services for its usage.  Also none of the activities were carried out 

beside the orientation program. One of the health worker and focal person mentioned the possible 

activities they could carry out in community within available resources.  

We need to manage time for staff. Some staff will stay in health institution and 1-2 can go to 

schools. If health workers really want to make the change then it’s not impossible to make 

adolescent friendly services popular between adolescent. If everyone come together to promote it 

then we can do it. 

-Female, 52, Health worker  

So it showed that the success of the program is not only down to resources. It is also dependent to 

the willingness of the staff to perform the services. 

Thirdly, this study finds that measurement and evaluation of the ASRH program is almost absent 

in Kaski district. Although all the health workers were aware of the importance of recording and 

reporting none of the health institutions were found doing this. None of the health institutions were 



42 
 

found maintaining disaggregate data on usage of services regarding different age group. Health 

workers mentioned about lack of skill in preparing report and none of health institutions were 

found to have adolescent sexual and reproductive health monthly reporting form in their health 

institutions. 

On maintaining recording and reporting one of the health worker from community said, “We have 

not maintained separately. They are registered in out-patient department register. Focal person 

of this program has been transferred to other place. We need to collect the school health program 

report and should maintain adolescent health report but it has not been done. Health Management 

Information System (HMIS) 9.3 ask for the report of adolescent taking various services. But none 

of the report of adolescent has been maintained yet.” 

Another health staff stated, “If submitting report was made compulsory then we have to do it at 

any cost, but for now, they are not made compulsory…. We need to be trained to prepare report” 

-Female, 45, Health worker 

After the issue of recording and reporting, health workers demonstrated poor supervision and 

monitoring. They felt program has been given least priority from District Public Health Office, so 

they lack guidance from higher authority. They further added if someone from District Public 

Health Office come to check the program and help in making report then it would surely increase 

the effectiveness of the program. It came to light that there was no supervision and monitoring of 

program once it get started in their health institution and can see clearly that the program has been 

neglected.  

Socio-cultural prejudices were one of the challenges that had been mentioned many times 

throughout the whole interview. Health workers mentioned it as one of the most challenging 

factors for expansion of ASRH program in community and providing these services to girls are 

even more challenging. They said that this program has not been accepted fully by the community. 

There are many factors within our socio-cultural aspects which affect directly or indirectly on the 

program. 

It is found that health culture of community have effect on the usage of the services. Health 

institutions is taken as the place to go after getting sick and lack the concept of going for collecting 

information without getting sick. They demonstrated the popularity of private health institutes in 



43 
 

community which have direct effect in the number of people coming to public health institution. 

They said people neglect preventive health services and give priority to curative services. At the 

same time it is often seen that people have bad impression regarding the public health institutes.  

“People think we don’t have good quality services because it’s for free.” 

-Female, 52, Health worker 

Health workers mentioned that generally girls visit health institutions for general health services 

like headache, common cold, and fever. In the current scenario, girl’s visit to health institution for 

their menstrual problems and measuring weight has increased slightly but their visit for other 

ASRH services is still low. Among them the number of unmarried girls are younger than married 

ones. It has been found that female health workers were more likely to provide services to girls 

than male health workers. 

 “I have been working here for 2 years till now and I have not met even a single girl who come 

with problem related to menstruation also. Other sisters are also in this institution. May be they 

know about it.” 

-Male, 42, Health worker 

Health workers strongly believe that sexual and reproductive health has been stigmatized in their 

society and making the process of adaptation of ASRH program in community more complicated. 

Most of the people in society are with traditional thinking and continue such traditional practices. 

They further added, flow of wrong message from generation to generation give rise to negative 

attitude towards sexual and reproductive health. They said that the program is not accepted in the 

community due to the lack of knowledge among parents about it. On this topic, one of the health 

worker elaborate, “First of all people should take it positively. In Nepali community still there is 

no such environment to go to community and say freely about family planning devices and promote 

it among unmarried girls. Until and unless family understand about this program, it’s really hard 

to succeed.” 

Health workers believed that ASRH services should be taken as normal like other services. There 

should be acceptance of ASRH program in community so that it will reduce the mental pressure 

on adolescent regarding stigmatization of sexual and reproductive health. He further said that, 

“Now in this generation we can’t say that boys and girls don’t know anything about sex. We should 

promote safety rather than ignoring this topic.” 
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Hence it showed the need to educate the community on sexual and reproductive health but in 

reality none of the health institutions were found having interaction with parents about their views 

on the ASRH program. While asked about involvement of family and community in this ASRH 

program, one health worker gave a realistic answer and stated, “I can’t accurately tell about it 

because we have not been to community regarding this program. Till this time we have not even 

reached out to one of the nearest school from health institution. We are not yet able to evaluate 

how the ASRH program is taken by family of students.” 

Prevalent gender inequality in the society was found to be one of the strong reason behind making 

the process of adaptation of ASRH program in community more challenging for health workers. 

All of the health personal mentioned that gender inequality and gender role limited the usage of 

services by girls. They said communities have a harsh and judgmental behavior towards girls as 

compare to boys. One health worker gave example of smoking and said that while boys smoke 

people relate it with his behavior but when girl smoke it will related to her character. 

One of the health worker described the situation of girl in society as “They fear to share their 

things. In the current situation, society is not open towards the sexuality of not only girls but for 

all female regardless of their age. It’s not easy for married and adult women also then we can 

imagine the situation and problem of adolescent. We still have traditional concept believing that 

young people shouldn’t know more about sex before marriage. Fear of community is winning over 

the problem adolescent have. They have fear of discrimination from home and society. Due to 

patriarchal society, girls have more restriction than boys in all manners either it may be studies 

or health or society.” 

In addition to this, decision making power over family planning were seen mostly on male partner 

over female partner in the community. One of the health worker shared the story of married women 

who come for family planning services in their health institution. Most of them request health 

workers to hide their status of using family devices from their husband. Sometimes women are 

forced to take out family planning devices from their body if their partners are going abroad for 

working. These examples explain about the depth of gender inequality prevalent in our society 

where women don’t have full rights to make decision over their body and health. In such context, 

the socio-cultural factors were found to make the expansion of ASRH program challenging for 

health workers and were directly affect the acceptability and availability of services in community.  
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Additionally, Lack of support from all aspects of the society were seen as the main reason 

behind the low accomplishment of the ASRH program. Health workers genuinely feel the 

importance of school in increasing the awareness regarding sexual and reproductive health and 

services but were not successful in developing the concepts to students about using ASRH services. 

They said that ASRH is not the issue related to health only. It’s multi sectorial issue. It is the issue 

of education, it is the issue of local development, and it is the issue of women empowerment. They 

said this issue is surely a part of health but it can’t be covered by only health and this should be 

the issue of school, issue of family and community too. They further said issues of adolescent 

sexual and reproductive health should be pointed out at every level of our societies from families 

to communities, schools, cultural aspects to religion. Health worker from the district said health 

sector have to take the lead on it because this issue is more related to reproductive health and rights 

but it’s not possible to address individually by health sector. According to health workers, they 

had started the program in health institution with all the health services but also receivers of those 

services don’t visit health institutions as expected. Then all these issues are not anymore related as 

only health issue. This is the cross-cutting issue, multi-dimensional issue and every sectors should 

have interest in it. Health sector have the major responsibility and should be responsible enough. 

Focal person from district said, “If service receivers don’t use the services due to their social, 

religious, economic reasons then we can’t limit the problem by saying it is just a health problem. 

School should promote the availability of these services in health institution. At the same time 

family should also convey the message of importance of services regarding problems at this age. 

It is not only an issue of health. It should be seen from the perspective of development, education, 

empowerment and development too. It can’t be addressed by just one sector but truth is that role 

of health is crucial.” 

3. Challenges related to individual health workers 

This section comprises some of the challenges related to individual health workers who are 

providing adolescent friendly ASRH services from their health institution.  

Knowledge about ASRH program was poor among health workers in community. When asked 

about the importance of ASRH program for girls all the health workers shows positive attitude 

towards it but most of them explain ASRH as equivalent to sexuality. Some of the quotes are 
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presented below which will explain about the knowledge of health worker in sexual and 

reproductive health.  

Now in this generation we cannot say girls don’t know anything about sex. ASRH is not only the 

health problem. Premarital sex, sex education is not allowed in our society. So all the services of 

ASRH can’t be easily acceptable in community. 

-Male, 42, Health worker 

In my opinion this ASRH program is not fully accepted by the community. If the community is 

educated then will be quite easy. Still it is hard to talk about these things. People think sex 

should be hidden. It is not the matter of which people want to talk in public. They don’t want to 

flash their sex life.  

-Male, 55, Health worker 

While talking about ASRH program health workers show concern on maintaining privacy and 

providing services to girls regardless of their marital status. Overall, it has been seen that ASRH 

program is least prioritized in health institution and health workers also have less experience in 

solving the problems of girls because the flow of girls in health institution is very low. At the 

same time, health workers mentioned about the need of more knowledge and training regarding 

ASRH program.  

Health workers were found struggling in understanding adolescent and their needs. According 

to health personals mostly girls are shyer than boys and couldn’t express their feelings easily due 

to their introvert nature. 

“They feel very shy. When they come simply for measuring their weight also, they don’t come 

directly inside. They stand at the side and we have to ask them the reason for coming. After that 

they will laugh first and try to tell. Within their group also there are some who are more talkative 

and smart. Girls usually are not out spoken about SRH problems. So friends often play the role of 

communicator between HW and patient. Friends of them tell about their problems.” 

-Female, 45, Health worker 

Health workers found girls non-expressive in nature regarding their health problems due to fear of 

spreading their personal issues in community. In such a situation, health personal were unaware of 



47 
 

their real problems, which create a gap of understanding between providers and receivers. At the 

same time due to lack of proper training, health workers were found lacking skills of identifying 

problems through communicating with them. One health worker said, when we take class on SRH 

during school health program they don’t respond at all. They just stay back and listen. They say 

nothing about the use of services. 

-Male, 55, Health worker 

During interviews with health workers, they seem to be unaware about their judgmental 

attitude. Some of the coding from interviews are presented below; 

“Once 16 years old girl who came here with her mom in our health institution, it was a rape 

case and she hadn’t told anyone. When they came she was already 16 weeks pregnant. …. If this 

kind of things spread in society then it will be impossible for her to get married in future…. I 

counsel her to find that boy and claim money for treatment and further nutrition….. That girl is 

bad. It’s her deed. …. May be they have physical relation with the permission of both of them.” 

-Female, 45, Health worker 

It’s too funny when boys of grade 7-8 comes to take condoms. 

-Female, 45, Health worker 

“Most of the adolescent have phone and been always engaged in mobile when we see them in bus 

also. The way of their talking and involving in Facebook shows that they have partner but they say 

‘no’ when we asked them about their partner……….To manage their fashion and mobile fee I think 

they have been involved with someone….” 

-Male, 55, HWC 

So in such we can say that health workers were massively suspicious to adolescents regarding their 

sexual and reproductive health condition, health seeking behavior and even their living condition. 

They have been blamed as a bad girl while coming to health institution in search of safe abortion 

care, some as too young for using services and some on using social media. So overall judgmental 

attitude of individual health workers were found on adolescent sexual and reproductive health..  
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Lack self-motivation on providing sexual and reproductive health services were found as one of 

the challenges related to individual health worker which was affecting the proper implementation 

of program. While asking about the major reasons behind girls not coming to health institution, 

‘they don’t know about the availability of adolescent sexual and reproductive health services in 

our institution at all” was the first response to my question by all six out of six health workers. In 

such they know lack of awareness about available sexual and reproductive health services within 

the girl population. So awareness among girls need to be prioritized but reality was different. None 

of the health institutions were found to be conducting adolescent sexual and reproductive health 

awareness program in the period of last six months in their community. At the same time their 

statement were like,  

“District Public Health Office don’t even have budget for staff to conduct regular school health 

program, what will they give for extra classes of ASRH? 

-Female, 45, Health worker 

“If submission report of ASRH would have been made compulsory we have to do it in any cost but 

for now they are not made compulsory.” 

-Female, 45, Health worker 

 “We have not done anything yet to make it popular among adolescent.”  

-Female, 52, Health worker 

“It (ASRH program) was like this before and remain the same in future too.”  

-Male, 55, Health worker 

B. Observation of researcher on service provider’s side  

I used the supervision checklist for Adolescent friendly services in health institution by 

government of Nepal (Appendix 8) as my observation checklist. It is an actual supervision 

checklist which is usually used for the supervision of health institution in community by health 

workers from district or from family health division. I used it as the tool of observation through 

the entire process of data collection. Health workers and their belonging health institutions were 

observed throughout the study process in field. Observation was done on management and delivery 

of adolescent friendly services regarding their sexual and reproductive health in health institution 

by health workers.  
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Table 2: Observation check list of health institutions 

This observation checklist is made for the assessment of adolescent friendly services in health 

institution through the assessment of three criteria including management of adolescent friendly 

services, delivery of adolescent friendly services and assessment of service providers on providing 

adolescent friendly services. While I evaluated the health institutions based on these criteria, all 

four health institutions failed the test and the condition of adolescent friendly services were found 

to be poor in all of them. In spite the fact that adolescent friendly health institutions building was 

SN Assessment Criteria HI-

1 

HI-

2 

HI-

3 

HI-

4 

A AFS Management     

1 The AFS logo is correctly displayed No No Yes Yes 

2 The opening times of the AFS are made visible outside the HF No No Yes Yes 

3 AFS has been promoted in the past 6 months through linking with 

other institutions (schools, youth clubs, child clubs etc.) and peer 

educator 

No No No No 

5 The monthly reporting of use of services by adolescents is done using 

the given format 

No No No No 

6 The HF displays user statistics at the HF using the given format No No No No 

7 HFOMC minutes show that adolescents have participated in the 

meeting as an invitee. 

No No No No 

B Delivery of AFSs          

8 Separate opening hours for  adolescents at least once a week are in 

place     

No No No No 

9 The health facility is clean and there is drinking water  Yes Yes Yes Yes 

10 Privacy when counseling or treating adolescents is maintained in the 

health facility either in a separate designated room or through a curtain   

Yes No No No 

11 IEC materials are displayed in the waiting room    No No Yes No 

C Assessment of service providers          

12 HWs have received the training on ASRH through NHTC     No No No No 

13 HWs have received the two day orientation on the national ASRH 

program    

Yes Yes Yes Yes 

14 The HWs have a copy of the ASRH flipchart    No No Yes No 

15 HWs report using the ASRH flipchart     No No No No 

16 The HWs have a copy of the Adolescent Job Aid No No Yes No 

17 HWs report using the Adolescent Job Aid No No No No 
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the first public priority, the condition were even poorer in those where ASRH program started 

from 2013. Availability of clean drinking water and two days orientation to health workers on 

national ASRH program were common in all health institutions. Apart from these two facilities 

none of the other services were common in all four health institutions. While observing on 

management side of Adolescent Friendly Services, only two new health institutions have 

Adolescent Friendly Services logo board which main purpose is to notify adolescent and the 

community that adolescent friendly services are available there.  Implementation of the program 

were seen very poor in all health institutions in such that none of the health institutions were found 

promoting Adolescent Friendly Services within past six months of time in collaboration with other 

sectors like schools, youth clubs or other association in community. Similarly monthly recording 

and reporting by using Adolescent Friendly Services format provided by the ASRH program were 

found null in all health institutions at community level. Indeed, lack of availability of statistics 

related to adolescent’s usage of services was one of the weakest point observed in all health 

institutions. 

The involvement of adolescent in health facility organizing and management committee (HFOMC) 

was found not to be in practice. In addition, only one health institution was found displaying IEC 

materials in waiting room and availability of IEC materials were found limited within the all health 

institutions. Out of four health institution, I didn’t noticed Job aid and 8 IEC booklets in three 

health institutions. Basically all health institutions tend to have separate room for counselling but 

maintenance of privacy was always questionable because they have 3-4 rooms to provide all the 

essential health services from health post level. Only one health institution was found to be having 

separate designed room for counselling.  

One of the major problem was issue related to training. None of the health workers received the 5 

days training on ASRH through national health training center. I didn’t find any of the health 

institutions adolescent friendly in the real sense according to the ASRH program implementation 

guidelines.  During interviews, all the health workers said they prioritized privacy maintenance 

and timely services in their health institutions but both of them were found doubtful while 

observing.  

Regarding timely services, here I want to add a story from my field work “while I was in one of 

the health institution, in between the interview, one women probably aged 40-42 years, come and 
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asked health worker to call lab person and said that she has been waiting for 30 minutes for her 

blood test. The health worker who was giving interview to me told her to wait in waiting area and 

conveyed that lab person will come in five minutes. Again maybe after 45 minutes the same lady 

came and said she will return home because she is tired of waiting.” This incident raise the 

question about the timely services of that health institution and its impact on the perception of that 

person towards that health institution.  

Throughout the whole observation period most of the health workers were seen as judgmental 

towards adolescent and their problems. Every time while sharing the incidences related to sexual 

and reproductive health of girls with me, they were trying to get positive response from me on 

their activities they did during that situation. Implementation of program were seen really poor and 

none of the awareness program were carried out in community after one day orientation to limited 

person of community. All the health workers were complaining about the lack of resources but at 

the same time some of them mentioned about the activities they can carry out within available 

resources.  

At the same time, I realized the lack of research activities regarding ASRH issues in their area. 

Health workers were found doubtful and unknown about the health seeking behavior of girls in 

their catchment area. Some of the health workers were wondering about “where girls go to take 

the services or either they take services or not.” I was conducting interviews with health workers 

at their respective health institution but didn’t get the chance to meet the adolescent girls visiting 

health institution regarding sexual and reproductive health. Overall from the observation of health 

institutions and health workers, ASRH program was found least prioritized by district and 

community level health institution and adolescent friendliness were even doubtful during entire 

process. 

C. Focus Group Discussion with adolescent girls 

This section put forward the barriers faced by girls in utilizing the adolescent friendly sexual and 

reproductive health services in public health institutions in their community. Findings of this study 

shows numbers of barriers accounting from individual level to society. Girls carry some of the 

issues within themselves which act as the barrier for the utilization of adolescent friendly services. 

In addition there are issues arising from family, health sector, school and society which act as main 

barriers for adolescent girls in not utilizing services. 
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1. Barriers related to individual  

Some of the characteristics of girls hinder themselves from accessing health care. This study came 

up with some of the findings that act as the barriers for girl themselves. Firstly, girls were found 

having poor knowledge on sexual and reproductive health. Secondly, health seeking behavior 

regarding sexual and reproductive health were tremendously poor and lastly girls lack 

empowerment on decision making on their health. All these barriers are inter related and 

orientation of one barrier increases the chances of existence of other barriers. For example having 

poor knowledge somehow give rise to poor health seeking behavior and lack of empowerment of 

girls on their decision making ability and vice versa.  

Throughout the whole study time in field during the Focus Group Discussions, girls were found 

having high curiosity on sexual and reproductive health which were the result of unanswered 

question of all of those curiosities. While asked on sexual and reproductive health, most of them 

said it cover the area of sexual relationship and menstruation. Most of the girls have experiences 

of painful menstruation period whereas extra vaginal discharge and untimely menstruation were 

also major issues within them. None of them were found being aware about the reason behind 

these health problems. There was difference in the level of curiosity among girls of different age 

groups. In one hand, girls who were in grade ten of age 15-17 years were curious about the 

problems related to menstruation and meaning of true love. Some of them complain that they don’t 

have regular menstruation and have it thrice a month or some have once in a three month. They 

were curious about the effect of pain killer used by them during menstruation, reason for painful 

breast and were asking why their menstrual blood become black in color. I was surprised by the 

question asked by one of the girl aged 16 on relation between masturbation and pregnancy. She 

asked me: Sister, does masturbating cause pregnancy? While on the other hand, girls who were in 

grade 10+2 of aged 18-19 years were more curious about the sexual relationship, consequences of 

physical relation, love affairs, contraceptives and avoiding pregnancy. Regarding prevention of 

pregnancy most of the adolescents showed more interest on natural way of avoiding pregnancy 

rather than using contraceptives which figure out the risky sexual behavior of girls. At the same 

time they were found curious about consequences of physical relation in young age. One of the 

girl of aged 18 asked; “….People say that we shouldn’t make physical relation in young age but if 

a girl at 15 get married then she have to do sex with her husband. If they don’t use safety measures 

then what will happen?” 
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In such majority of girls knowledge on their SRH was poor. Girls said that they can’t share all 

of their problems with their mothers. They share issues related to menstruation with their mothers 

and choose their friends to share rest of the other problems. They said problems within girls remain 

circulated within them without getting solved because all of them have same level of knowledge 

regarding their sexual and reproductive health. During Focus Group Discussions all girls stated 

that sexual and reproductive health awareness are important to them but they have limited access 

to information. They said their friends are main source of information. Other than friends, they get 

some of the information from books, television, Facebook, websites and from mother especially 

on menstruation. They further clarified that none of them were able to address their questions and 

problems completely. Within all four catchment area, only girls from one catchment area were 

found to be aware about Adolescent Friendly Services in health institutions of their area whereas 

the girls from rest of other places even didn’t heard about adolescent friendly services. Girls were 

found unaware about what kind of ASRH services are provided by health institution. One of the 

girl was surprised knowing that they can get condoms from health post free of cost as she was 

unaware before. In this way, due to poor knowledge on their sexual and reproductive health and 

available services in health institution, it is surely affecting their ability to decide what is best for 

them.  

Poor health seeking behavior among the girls was found as being one of the main reason affecting 

the utilization of health services. Girls said they are introvert and too shy to ask their question and 

express their feeling regarding sexual and reproductive health. Public health institutions of their 

community seemed to be unpopular among the girls when they have issues related to their sexual 

and reproductive health. One of the participant aged 18 years in Focus Group Discussions further 

added that; “Health facilities never comes to my mind while I have quires related to sexual and 

reproductive health.” 

 Majority of the girls said they fear to go to health institution without being sick and showed the 

anxiety saying “what will doctor say if I go there just for collecting information on sexual and 

reproductive health without being sick.” It is found that very few girls went to health post while 

they had painful menstruation and general health problems but none of them were found going 

there for seeking other sexual and reproductive health services. They even said they are scared of 

leaking the private information to family and society from health workers and consequently it may 
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have bad consequences. So they often chose to share their problems with their friends rather than 

health workers. In most of the girls “wait and see” attitude were more prevalent than going to 

health institutions for seeking health care. One girl of aged 17 years shared her experience “I have 

a problem of extra vaginal discharge from the very beginning after my menstruation started. First 

I was too shy to share with my mother and my friends too. Then I shared it to my mother and she 

said that she also have same problem and that it will stop after some time. It didn’t stop so I shared 

with some of my friends and get to know that some of them also have similar problems. So now I 

realize its common in all girls so I take it normally nowadays.” This statement of girl pointed out 

the two issues. One is the attitude of “wait and see” is passing from one generation to another and 

high prevalence of sexual and reproductive health issues within the group of adolescent.  

Girls seemed to be lacking empowerment within themselves regarding making decision for their 

health. They said they need someone either it be mother or friends to go with them to health post 

for general checkup also. While asked about the consequences of unsafe sex, girls were unsure 

about what kind of actions need to be taken. Within 27 participants three of them were married 

and one of the married girl of aged 17 years said; 

 “I sleep separately for 20-22 days after getting menstruation and don’t agree to sleep with my 

husband during that time. All of them (husband, parents in laws and her own parents) want me to 

make baby now but I’m saying no. My husband don’t agree on using contraceptives. I have 

irregular menstruation before marriage also. At that time while I get irregular menstruation I felt 

worried because my mother used to ask so many questions if I did something wrong and now I 

used to get worried thinking that if I am being pregnant in real. So I want my husband to go abroad 

for 2-3 years.”  

While I asked her about the reasons for not using contraceptives and its consequences, most of her 

answers were “I don’t know”. On my questions regarding what will she do if her husband and 

family strongly argue on having baby then her answer was “I don’t know. If all of them are happy 

with having baby then I think I have to make baby for their happiness. All the time they tell me to 

have baby first then study later.” In such most of the girls were found unsure about the 

consequences and lack empowerment to take right decision for them. At the same time, it pointed 

out the issue of unmet need of family planning as she don’t want to have baby now and not using 

any kinds of contraceptives. This scenario explained how the socio-cultural factors affectthe level 
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of empowerment of girls and found that it is deeply influenced by the dominancy of husband on 

sexual matters and social pressure of family on having children.  

Overall these characteristics of individual girl were found having great impact on their ability to 

perceive, seek, reach and utilizing the adolescent friendly sexual and reproductive health services 

in the public health services of their catchment area. 

2. Barriers related to family 

Throughout the whole study family environment were found highly influential on not utilizing the 

sexual and reproductive health services by girls.  Adolescents talked about traditional customs and 

beliefs, stigma related to sexual and reproductive health and strict gender roles for them in their 

society. It was found that attitude towards all these factors immensely varies between parents and 

girls by analyzing their experiences.  They stated that all these reasons are responsible to 

discourage them to reach ASRH services in health facilities.  

All girls expressed their dissatisfaction on the traditional customs and believes of their family 

regarding the menstruation. In some family mother were found to have very strong belief on 

tradition and girls need to follow them otherwise they will be treated badly by their parents.  One 

of the girl shared her experience on menstruation; 

“During menstruation it pains a lot and lasts for very long period of time. In uneducated family 

during menstruation girls suffers tremendously. During first menstrual event of her life she will be 

send to someone’s house to stay because people believe that she shouldn’t see the male members 

of her family. That tradition has decreased nowadays but still we are not allowed to go to kitchen 

and using our bed during our period. We are not allowed to touch plants. People think it will die 

if we touch it. Once I touched some flower plants in my home but it didn’t die after touching also. 

We are not allowed to eat banana, papaya, cow’s milk and other dairy products. We have to eat 

our food sitting out of kitchen. All members eat sitting inside and we have to sit outside.” 

This shows that the traditional customs and beliefs have the negative attitude towards the sexual 

and reproductive health of girls and associated with poor outcome. Girls stated that they have been 

isolated from the family at the time when she is in most need of care, better food and proper 

hygiene. It is found that girls are more often encouraged to hide their menstruation status and these 

factors were seen highly influencing the health seeking behavior of girls. In addition, majority of 
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girls were dependent on their mothers for the solution of the complications that come along with 

menstruation rather than seeing health workers.  

Adolescents stated that their sexual and reproductive health is being stigmatized within their 

family and demonstrated their parents have negative attitude towards sexual and reproductive 

health. Girls accept the fact that they have never consulted about other sexual and reproductive 

issues rather than menstruation with their mother. They said their mother don’t want them to know 

more about sexual and reproductive health and thought that they will get spoiled after knowing 

more about it. Some of participants avoid to study their reproductive health book in front of family 

members and try to read it when she will be home alone. They said if their parents saw them 

reading those stuffs they might misunderstand them and doubt if they are doing something wrong 

with boys. Girls added due to the negative attitude of parents they fear to share their problems with 

others but not with their parents. Some of the girls put their opinion on not going health institution 

stating their family will get angry if they know about visiting health institution and sharing 

problems. So in such, adolescent concluded that if they don’t pay more attention on knowing about 

contraceptives, sexual relation, sexually transmitted diseases, pregnancy, abortion etc. then they 

will be taken as innocent girls otherwise the way of looking at them won’t remain same.  So in this 

way, the stigmatized perception of parents on adolescent sexual and reproductive health were 

found affecting the activities of girls in terms of accessing health care and collecting information 

on sexual and reproductive matters.  

Through the Focus Group Discussions, it was found that family have more strict gender roles for 

girls. Family have control over time and decision regarding life events of girls. Almost all the 

participants complain that they have more time limitation and less freedom than their brothers at 

home. On one hand girls need to return home at time from school and need to stay at home all the 

rest of the time after school. On other hand, they have more household chores like cooking, 

cleaning home, washing clothes so don’t have spare time for other things. Girls seemed to have 

equality when it comes to going to school as their male siblings from family but not on other 

aspects of life. Regarding the life events of girls from choosing life partner, marriage to having 

baby is on the hands of family. Family are the one who have decision making power over girls. 

They said most of family have their own definition of conservative gender role stating how girls 

need to act or what they allowed to do. Girls further added there is issues of trust and understanding 
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between them and their parents and they need to be answerable to each and every questions of 

their parents. One of the participants stated that “parents decide on where they can go or not. 

Furthermore parents even decide with whom they can talk or not. Parents try to make strict rules 

for us to prevent problems but it resulted into more severe negative consequences. So often, if girls 

have boyfriend also they lie to their parents and meet their boyfriend otherwise mother will shout 

at them.”  

So strict gender role within the family were found to control the time of girls at the same time 

define the acceptable activities of girls. Access to the health care from health institutions was 

directly affected by the control over the time of girls by family and girl’s positive attitude towards 

learning of their sexual and reproductive health were not found within the acceptable category of 

activities. Hence, knowledge level of girls on their sexual and reproductive health along with 

health services using pattern were seen highly determined by gender roles in society. 

3. Barriers related to health sector  

Most of the adolescents said they rarely visit public health institution in their community. They 

further said if they go it’s only for general health problems, measuring weight and menstruation 

pain. So in such visit to health institution for other ASRH services were very poor. Their 

explanation on reason behind not visiting public health institution in their area can be express in 

terms of perception of health institutions and its services, health worker and programmatic view. 

Utilization of sexual and reproductive health services by majority of adolescents were found 

affected by the perception of public health institution in the community. They said most of the 

people chose private sector and ignore public health institution due to poor quality of services. 

Some participants further added they have same medicine for all health problems and have long 

waiting time. They complained about lack of suitable environment to share their problems in health 

post. Some of the girls said they felt uncomfortable to share their problems with health workers in 

front of other people because they can listen to them. In contrast, some of the adolescents simply 

said they don’t visit health institution because they are not aware about what kind of services are 

available in those health institutions.   

Throughout the whole study health workers behavior was identified as one of the main barrier 

for services utilization from public health institution. High level of dissatisfaction were on health 
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workers unfriendly behavior. Adolescent said they need more informative and competent health 

workers who are able to solve their problems and provide good counselling. Gender and age 

sensitivity in health institutions was found important for girls. One of the girl of 17 years told 

“some of the health workers are man and some are too old to share problems. I feel shy to talk 

with them regarding my problem. It feel like talking to parents and can’t share my problems.” 

Most of the girls complain about health workers as being judgmental for unmarried girls and asking 

too many unnecessary questions as reason behind not visiting health institutions. In addition, girls 

expressed, they fear to share their problems with health workers and doubt their confidentiality 

would not be maintained.   

Power imbalance between health worker and girls also seemed to be one of the reason of 

dissatisfaction for girls. One of the participant share her experience “….Some of them get angry 

immediately. I went to Primary Health Care Centre last month to check blood for hepatitis because 

I had severe headache. I asked them to check for hepatitis infection. In return he replied harshly 

to me saying that how I knew that its hepatitis. I told him I’m not sure. I have some symptoms 

that’s why I’m coming here to test. Then he angrily told me to go to corner where I can get my 

blood tested. I found them quite harsh and impolite.” 

Girls said they need to be treated with respect and health workers shouldn’t make fun of their 

problems in order to trust them. Regarding making fun one girl of aged 16 years recall an event 

“…once I had a very bad lower stomach pain due to menstruation and went to HPs with some of 

my friends from school during break time. I asked doctor why it always become painful then he 

loudly said get married then everything will be fine. Everyone in that room hear it and laugh. I felt 

so bad and I seeing that health post after that.” 

While talking on programmatic view of Adolescent Friendly- sexual and reproductive health 

services, majority of participants were found unknown about the program and available 

services in public health institution. They said there is lack of awareness program in their school 

and community and expressed dissatisfaction on health workers for not making effort to reach 

them. In such lack of awareness program on ASRH were one of the major barrier for less utilization 

of the services in public health institution. As mentioned above none of the girls were found who 

didn’t have interest on knowing about their sexual and reproductive health. All of them had 

positive attitude towards the importance of awareness on ASRH in order to avoid negative 
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consequences and being prepared for sexually healthy life in future.  One interesting opinion were 

found among the girls. They strongly preferred health workers to come to them first either it would 

be in school or community for awareness rather than them going to health institutions. Majority of 

the girls agreed on their preference regarding group awareness rather than face to face 

conversation. They said girls need to be aware first then after that it will be easier for them to visit 

health post.  

4. Barriers related to school 

Some of the factors like stigmatization of sexual and reproductive health, no availability of gender 

friendly health teacher, gender inequality within class, lack of IEC materials on sexual and 

reproductive health within school are found to be discouraging for girls for their quality sexual and 

reproductive health and have somehow direct or indirect impact on utilization of ASRH services.  

Some of the girls were found feeling shy to share their problems with male teachers and even don’t 

ask their queries related to sexual and reproductive health of their curriculum. In contrast some of 

girls said that even health teacher lack sexual and reproductive health knowledge and don’t provide 

proper solutions of problem. Gender inequality were prevalent in every classroom where boys 

seemed to act superior to girls and make fun of them. One of the girl said “…when we have class 

on reproductive health, our class seems to be very awkward. Teachers usually feel shy to teach, 

boys keeps on laughing and feel energetic to ask questions on reproductive organ of girls and 

menstruation. Whereas all girls feel shy and put their heads down during the whole class.”  

One of the girl shared her experience on menstruation and said that they need to bear double 

burden of pain during menstruation and further said “….The thinking of people on menstruation 

is so different. They look at us very differently. Everyone knows it’s natural but still they don’t 

leave any chance to tease us and pass comments and make fun. As a result, we continue to bear 

pain during our period and need to hide from others, which enhance our pain into higher level.”  

Stigmatization of SRH and pre-judgmental attitude of both teacher and male counterparts in 

class were stated as the reasons to hinder girls for raising questions regarding sexual and 

reproductive health in class. In one Focus Group Discussion, one girl of aged 16 said “….I usually 

don’t ask questions in class. I listen to other people raising questions and listen to the answer of 
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teacher. If I asked questions about physical relation or family planning devices like pills or 

condoms everyone will think that I’m using them and think of me as a bad girl in class.”  

Awareness and availability of IEC materials regarding ASRH appeared to be very poor in 

school. Most of the schools were not found gender sensitive. Firstly as they lack availability of 

sanitary pad in emergencies and secondly they lack proper management of disposal of sanitary pad 

after use. One of the girl during FGDs “… While coming school in morning we use new pad and 

change it in evening after getting back to home from school. Sometimes, during 2nd or 3rd day we 

over bleed and it make the condition so uncomfortable.” 

5. Barrier related to society 

Adolescent girls explained about some of the significant barriers in society which limit them using 

services. Barriers related to society were found as root cause for all the other barriers at different 

level varying from individual, family and school to health facilities level.  

All of the girls were found having negative impression on society and stated that they fear of 

society. They fear about the judgmental attitude of society which have high impact on their health 

seeking behavior in a negative way. One of the girl said …. “In spite of involvement of both boys 

and girls, we are the one whom are taken as doing the mistakes. Boys are free. So we don’t feel 

like sharing problems. Once society know that girls are involved in premarital sex or have child 

before marriage then they won’t accept her. They will be judgmental to the character of girls.” 

Another girl in group discussion further added... “Main barrier is the society. If girls go to health 

institution also and want to talk secretly to health workers. Then they will surly judge you keeping 

in mind that I might have done something wrong without even knowing the reality.”  

Participant girls stated that most of the girls in the society don’t open up with their sensitive 

problems related to pregnancy, infection in private parts, abortion and so one. They said otherwise 

people think of them as being characterless and try to isolated them from others believing that they 

will spoil other friends also. Girl’s visit to health institution for collecting information on 

pregnancy, contraceptives measures, sexually transmitted diseases were found rare and they stated 

there’s always high risk of spreading the things in society if someone listen them having 

conversation with health workers. Fear of society and family in the subject matters of sexual issues 

seemed to be problematic for girls and impede them using the health care services. Some of the 
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girls shared persistent pressure and fear of family ruin the quality of life and one of the girl 

elaborated her fear as “... I always keep on worrying what will happen if my love affair spread 

from my school and reach my home?...” 

Adolescents described that to avoid the blame game on them usually most of the girls keep quiet 

and stay back due to lack of supportive environment. It might be in case of physical abuse and 

harassment in school or public transportation or somewhere else. One of the girl said… “They fear 

more about what people will say about me. So rather than taking action they prefer to hide it. For 

physical abuse also people blame girls. They think that all this happens due to girl herself. They 

think that she was characterless that’s why it happens to her. To avoid all these things it’s better 

to hide and girls do the same. They just hide it and take a step back approach.” 

Strict gender role in our society limit the freedom of girls and consequently it affect the seeking 

and utilizing of sexual and reproductive health information and services. Girls expressed that 

society want them to be more sensitive and keep shyness as jewelry. They further added their 

patriarchal and male dominant society doesn’t want them to be outspoken and confident enough 

to make right decisions regarding their sexual and reproductive health. One of the girl stated…. 

“If boys have girlfriend then people take it normally but when it comes to girls it’s always relate 

with character of girl. Small mistake of girl is taken as blunder made by her and people relate with 

prestige of society. If daughter do something wrong then society directly target family and their 

values. So girls are unable to share problems with doctors and hesitate to ask about their curiosity. 

Girls always need to fear of spreading bad rumors about her. There is more restriction for girls 

from houses also. No freedom at all. If they come home late by few seconds also then parents start 

to shout and ask unnecessary questions to their daughters.” 

From this findings, it can be concluded that persistent gender role in our traditional society are not 

open towards the sexual and reproductive health of adolescent girls. In addition, positive attitude 

and interest of girls towards developing good knowledge on sexual and reproductive health was 

not accepted as the standard behavior of girls as expected in the society. So, girl’s poor abilities in 

accessing sexual and reproductive health care were found highly altered by gender role of society 

by limiting access to information and services.   

  



62 
 

D. Observation of Researcher on service receiver’s side 

In the beginning girls were seemed to be nervous and unsure about what to share and what not to 

share. During starting of Focus Group discussion girls were not fully opened to my answers and 

limited their answer with yes or no or very short answer. Then I gave them some of the examples 

based on my experiences on my adolescent period. So after I shared my experiences, the participant 

girls started to open towards the research questions. While Focus Group discussions were carried 

out within close friends then participants were found more comfortable sharing their problems, 

experiences and opinion.  

I was new to their school so I requested them to choose the comfortable place to them for Focus 

Group discussions. Most of the adolescents were curious about what I was going to ask them. Once 

I explained them about my research study and way of collecting data.majority of them asked if 

they could change the sitting place and choose the new one. So new area was chosen keeping the 

privacy on mind. During Focus Group discussions in some of the place teacher or other children 

of school accidently or intentionally was coming towards our group discussion. I found it 

interesting to see that as soon as participants saw the other person they just stop discussing on 

subject topic and try to talk something else.  

There was one Focus Group discussions which we did on nearby playground of school after their 

school time was over at 4 pm. I clearly remember that after introducing each other and explaining 

them about objectives of my research study and we were just supposed to start the focus group 

discussion, one of the participants got the phone call from her mother. Her mother was not at home 

that day and were gone for shopping that day. So her mother asked where she was and did she 

reach home or not? She mention about having Focus Group discussions and will go home after 20-

30 minutes. Her mother was not convinced by her and I also need to talk to her mother at last. It 

made her call three times to get convinced that her daughter is with me and with her friend and it 

was just for research process and she will be home after 30 minutes. I recall it as a funny incident 

but at the same time it was related to the daily life of adolescent girls which directly or indirectly 

limit their opportunity on receiving health services and information. 
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CHAPTER 5: DISCUSSION 
 

What are the challenges and barriers to keeping girls from receiving sexual health services? 

There is a demand for sexual and reproductive health services in Nepal, while there is a low 

utilization of the existing services by adolescents. At the same time the adolescent friendly SRH 

program has stated that there are challenges related to implementation of the program.  

The main purpose of this study is to identify the factors explaining why girls do not use adolescent 

sexual and reproductive health services provided by public health institutions in the community. I 

wanted to look at the issue both from the point of view of the provider and from the adolescent 

girl’s point of view. The findings of this study elaborate the various challenges health worker face 

during the implementation of the ASRH program. Lack of resources within the program, lack of 

prioritization of program and characteristics related to individual health workers were the major 

challenges for the ASRH program. In addition, the barriers girls experience while using ASRH 

services is also well explained by the informants of this study. Girls experience barriers from 

different aspects of society including their own family, school and from the health sector itself.  

For the analysis, I have used a conceptual framework of access to health care developed by 

Levesque, Harris and Russel (2013). Access is here defined as the opportunity to have health care 

needs fulfilled through a process from identifying, seeking, reaching, using and finally meeting 

the needed health care services. It further explains how both supply and demand sides of health 

care affect this process.  This is crucial for recognizing the challenges and barriers for access to 

health care. The discussion will be based on this conceptual framework of access to health care 

(see figure 1). 

The authors state that in order to improve the health status of the people, one should focus on 

increasing utilization of health services. By integrating dimensions and determinants of both 

demand and supply side and explain their effect during entire process of access to care, this 

conceptual framework help to identify and minimize the gap between a health care program and 

the population (Levesque, Harris, and Russell 2013). Using this framework in my study will help 

to identify potential challenges and barriers for access to adolescent sexual and reproductive health 

care that hinder the utilization of services.  
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In this final chapter I will discuss the interaction between findings of the challenges and barriers 

identified in this study and the five dimensions of accessibility (Approachability, Acceptability, 

Availability, Affordability and Appropriateness) and five dimensions of abilities (Ability to 

perceive, Ability to seek, Ability to reach, Ability to pay and Ability to engage).  

Challenges and barriers relate to each of the five dimensions in the model of access to health care 

give rise to poor adolescent sexual and reproductive health consequences. Below, the intersections 

between the theoretical model and the empirical findings are demonstrated under five main themes; 

1) Perception of needs and desire for ASRH care; 2) ASRH care seeking; 3) ASRH care reaching; 

4) ASRH care utilization and 5) ASRH care consequences. In addition, symbolic interaction will 

be incorporated throughout the process of access to health care. This provides a useful approach 

to see how shared symbolic meaning in society influences the entire interaction between two sides 

of health care by affecting them individually or collectively. 

1. What influences the perception of needs and desire for ASRH care?  

Health institutions were found lacking awareness program on ASRH and available services. Lack 

of financial resources was found to be one of the major reasons for not conducting the awareness 

program. But at the same time health worker’s self-motivation and lack of training were found 

associated with conveyance of very few awareness program in the community. In addition, absence 

of plan of activities were creating dilemma among health workers regarding the future direction of 

the program. Due to these reasons, health institutions fail to make the ASRH program familiar to 

the girl population and increase their knowledge on their sexual and reproductive health. 

On the other side, Girl’s poor knowledge on adolescent sexual and reproductive health were found 

directly affecting their ability to identify their sexual and reproductive health problems. It was 

affected by how girls interpret their health problems. Most of the girls were found sharing their 

problems within the limited circle of their friends, who were more or less on the same level of 

knowledge regarding sexual and reproductive health. Their attitude towards their health problems 

were defined by their group such that if other friends in a group have similar health problems, then 

that problem was taken as normal. The level of curiosity was high among girls but none has reached 

them with information or knowledge so their curiosities remain answered Majority of girls were 

found unknown about the availability of ASRH services in health institution as well as the 

knowledge regarding services covered by ASRH program was also very poor. In such they have 
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limited exposure to resources of information and sharing of poor knowledge and practices from 

generation to generation affect the ability of girls to identify their sexual and reproductive 

problems and needs. Similar findings was found by a study stating lack of adequate education and 

guidance on sexual and reproductive health leads to risky sexual behavior (Adhikari and Tamang 

2009). So eventually, interaction between poor approachability of services and inability of girls in 

identifying their problems leads to poor perception of need and desire for ASRH care. 

2. What influences ASRH care seeking? 

From the perspective of health sector, its programmatic strategy was found as the major challenge. 

Combined with girls not accepting the provided health care, there seems to be a mismatch between 

the programmatic strategies of delivering services and acceptance of those services by girls. In one 

hand, health providers are focused on providing health services to those who visit the health 

institution. On the other hand, girls prefer health workers to reach them through awareness 

programs in their school and community. So there is a gap between the service provision and its 

acceptance. Girl’s acceptability of sexual and reproductive health services were influenced by their 

perception on public health institutions and health workers. Firstly, most of the girls believed that 

public health institutions have poor quality as compare to private hospitals and showed their 

preferences towards private sector for health care visit. Secondly, girls find it difficult to share 

their problems with older health workers. Furthermore, stigmatization of ASRH program on 

community itself was the factor associated with acceptance of available services. The persistent 

traditional practices and cultural belief in our society stigmatize the ASRH services and believed 

that discussion on sexual matters encourage the involvement of adolescents on pre-marital sex 

(Regmi, Simkhada, and van Teijlingen 2010). So the stigmatization of ASRH program in 

community make the providers difficult to implement the program. At the same time, it reduce the 

acceptance of program by girls in fear of isolation from society.  

Girls own ability to seek health care combined with low acceptability of health care define the 

poor health seeking behavior of girls. First of all, girls were too shy to share their problems related 

to sexual and reproductive health, at the same time adolescent were found lacking ability in making 

informed choices about their own health as similar finding to prior study in Nepal (Regmi, 

Simkhada, and van Teijlingen 2010).The lack of decision making capacity in girls resulted from 

the fact that as being patriarchal society most of the decision making authority is within the family 
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and husband for unmarried and married girls respectively (Puri, Tamang, and Shah 2011) Decision 

making capacity is rooted with the gender roles in family and society. Girls stated they has less 

freedom and more household chores to do. At the same time, gender norms differentiate the 

standards of behaviors and expectation for boys and girls and limit the outgoing activities of girls 

(Obare, Agwanda, and Magadi 2013) which limit the health seeking behavior of girls. These 

factors were found directly affecting their health seeking behavior. At the same time judgmental 

attitudes and traditional beliefs were found limiting the ability of girls to seek needed health care. 

Judgmental attitude associated with sexual and reproductive health expect girls to remain unknown 

about the subject matter of sexuality whereas traditional norms incorporate the flow of poor 

information from mother to children and have the attitude of ‘wait and see’ towards the health 

problem. In such society, the overall health seeking behavior of girls remained poor within which 

health seeking regarding sexual and reproductive health were even worse due to the fear of family 

and society (WHO 2012a) So, the inability to seek health services from girl’s side and poor 

programmatic execution along with poor acceptance of health care services have lead to poor 

health care seeking behavior of girls. 

3. What influences the ability to reach ASRH care? 

The availability of ASRH services were found to be poor. One of the main reasons was the poor 

infrastructure of health institution, which raise questions on the quality of counseling and their 

ability to maintain privacy for the adolescent. Another crucial question was if adolescent friendly 

health institutions really are adolescent friendly? Using the official checklist for being adolescent 

friendly while I visited the health institutions and observed their adolescent friendly characteristics, 

I found that out of 17 criteria for being adolescent friendly only one criterion was filled by all 

health institutions. This criteria was cleanliness and presence of drinking water. This is not enough 

to make it adolescent friendly (see table 2) as compared to the criteria mentioned by the ASRH 

program implementation guideline of Nepal (FHD 2011).  

At the same time, one of the major barriers pointed by all the adolescents were related to health 

workers. Health workers were found to be highly influential for access to health care as mentioned 

by WHO “conceptual framework of provider’s influence on client utilization of sexual and 

reproductive health services”(WHO 2010b). Majority of girls showed their dissatisfaction 

regarding unfriendly behavior of health workers and mention that health workers ask too many 
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questions and make fun of them. Girls expressed they need to be treated with respect and 

maintenance of confidentiality will make the services more adolescent friendly to them (WHO 

2012a). The present situation within the health institution in my study is that none of the health 

workers at community level have five days training, which was the basic requirement for providing 

adolescent friendly health services as mentioned by ASRH program implementation guideline 

(FHD 2011). Most of the studies state that training of the health worker is important for 

communication skills and quality services provided. So, lack of training was found affecting the 

availability of health services for girls (WHO 2010b) and health worker unfriendly behavior 

discourage the adolescent to visit health institutions (Baral  Chandra et al. 2013).  

In addition, health institutions lack information education and communication (IEC) material. 

Each health institution have one or two packages of 8 IEC-booklets, while the target population is 

more than 1200 individuals (DPHO 2017). How feasible is it that this one book is available for 

those adolescents who want to read it? These IEC materials were found very useful by adolescents 

(Baral  Chandra et al. 2013).  

Furthermore, the ASRH program has low coverage of adolescent population because they were 

coordinating their services with only one of the nearest school. Similar finding regarding the 

limited coverage of ASRH program was demonstrated by the one mid-term evaluation study in 

2013 in Nepal. Lack of prioritization of program leads to low coverage of population (Baral  

Chandra et al. 2013). One of the reason for low performances of ASRH program was lack of 

monitoring and supervision of health institution. None of the health institution were found 

maintaining disaggregate data on ASRH services utilization which is crucial to know how the 

health program is performing in community (WHO 2009).  

The proportion of adolescents reaching out to health institutions for their sexual and reproductive 

health care is very low. Girl’s ability to reach the health institutions is highly affected by strict 

gender roles, stigmatization of sexual and reproductive health and dominant gender inequality in 

society. None of the social institution such as school, family or society were found adolescent 

friendly in the sense of reaching out with sexual and reproductive health services. Most of the girls 

stated fear of family for not visiting health institution. Similar finding was shown by the study in 

2016 which demonstrated 83% of the adolescents participants of their studies were found to quit 

accessing sexual health services if their parents would know about it (Kuzma and Peters 2016).In 
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addition, lack of freedom of girls from household and school dichotomy have affected their ability 

of reaching health services. Such freedom of girls were found to be affected by gender inequality 

and gender norms in family. All these challenges related to provider side limit the availability of 

services for girls in the community, which ultimately minimizes the number of girls reaching the 

health facilities.  

4. What influences ASRH care utilization? 

All the sexual and reproductive health services that are provided by public health institutions are 

free of cost. So low utilization of services in these health institutions were not due to direct cost or 

affordability to pay. Utilization of services by girls were found more affected by the opportunity 

cost. Here opportunity cost refers to affordability to utilize health services derived from health 

workers behavior or due to quality of health services. Such costs are not direct costs that have to 

be paid to use such services (Levesque, Harris, and Russell 2013). Most of the findings regarding 

challenges and barriers for access to health care were associated with perceiving, seeking and 

reaching care. This illustrated that adolescents are somewhere between these steps of accessing 

care and have not reached at the level of utilizing it. It demonstrated the low utilization of ASRH 

services in community level as mentioned by different studies in Nepal (Regmi et al. 2010, DoHS 

2017) Hence, the adolescents who reached the health services, the affordability of health services 

were found to be derived by quality of health services, behavior of health workers and 

programmatic strategy. As already mentioned above, behavior of health workers were not found 

friendly by the girls who visited health institution.  

In addition, perceived lack of quality of services was defined as lack of privacy, poor infrastructure 

and unsatisfied counseling from health workers. Furthermore, one of the major reasons for low 

utilization of services was the mismatch between the programmatic strategies of ASRH program 

with the expectations of girls regarding implementation of program. At one side, health workers 

said they will provide quality health services to those who will come to health institution. On the 

other side, girls in the community expect health workers to reach them where they are. They said 

at present rather than going to health institutions for curative health services they require more 

awareness and knowledge regarding their sexual and reproductive health. So, there is the gap 

between the utilization of services due to the lack of a connector between these two parties which 

is best illustrated by the figure from the analysis given below: 
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Fig 4: Mismatch in implementation of services between provider and receiver 

From service receiver side, social stigmatization and fear from family were found associated with 

abilities of girls using health services. So, interaction between less affordability of ASRH program 

and poor ability of girl for paying were found leading to low utilization of services.  

5. What are the ASRH care consequences? 

The appropriateness refers to the match between the services and the expected need by the recipient 

(Levesque, Harris, and Russell 2013). The findings of my study showed when the available ASRH 
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services does not meet the expectation of girls regarding services, it eventually give rise to poor 

health consequences. Appropriateness of program were defined according to the behavior of health 

workers towards them. Very few of the girls reached the health institutions, and they were 

dissatisfied with the health services they received. These girls expressed a dissatisfaction related 

to the unfriendly behavior of health workers and about matters of confidentiality. Hence, the 

conceptual framework of provider’s by WHO elaborated various factors like local values and 

norms, core beliefs, socialization, incentives, supervision, training, polices and workload affecting 

the attitude and behavior of health workers (WHO 2010b). In contrast, this study incorporated 

effect of health worker’s behavior on girl’s health care utilization rather than factors affecting 

behavior of health workers.  

Lack of appropriateness of program were found leading to dissatisfaction and poor health outcome. 

For instance, lack of knowledge, early marriage, early pregnancy, high unmet need of family 

planning were some of the poor health consequences presented by annual report of Department of 

Health services (DoHS 2017). The dissatisfaction experience by girls during visit to health 

facilities affects how girls perceive health care in the community. Girls come back to their 

community and share their experiences with other girls and it influences their perception on health 

facilities which eventually give rise to vicious cycle of poor access to health care. 



71 
 

CHAPTER 6: CONCLUSION 
 

This study was carried out to explore the barriers and challenges related to low utilization of 

adolescence friendly SRH services provided by public health institutions in the community. The 

analysis of low utilization of services by using the conceptual framework of access to health care 

not only include accessibility of health services. It include the abilities of girls also in accessing 

health care. It showed that high accessibility of the health services alone does not guarantee the 

increase of utilization of services. The abilities of the target population along with determinants 

enhancing or diminishing those abilities should be taken into consideration. This study showed 

that girl’s access to SRH care is importantly related with both accessibility of SRH services from 

health sector and the determinants of society where she belong. Both of these have effects on the 

abilities of girls to access SRH care.  

From the perspective of provider side, major challenge that affected the access of SRH care of 

girls is due to the poor adolescent friendly SRH services in real sense. Health workers and 

programmatic strategy of delivering services were found as the most influential determinants to 

poor adolescent friendly SRH service.  On the other hand, from the perspective of service receiver, 

persistent gender role and stigmatization of SRH were found as the most significant determinants 

in defining the abilities of girls. So in such, findings of my study concluded that poor accessibility 

of adolescent friendly SRH services and adolescent unfriendly family, school and society leads to 

low utilization of SRH services in community.
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CHAPTER 7: RECOMMENDATION 
 

For the success of ASRH program through increasing the utilization of services by girls, priority 

should be given to both perspective of health services which include health service receivers and 

the providers.   

On one hand efforts should be made to train the health workers profoundly for the better attitudes 

and actions. In addition, emphasis should be given to implementation of such programmatic 

strategy which will reach out the girls at their premises. 

On the other hand, community, school and family involvement in the ASRH program should be 

prioritized and the programs focusing on changing the attitudes towards girl’s role and adolescent 

sexual and reproductive health are keys.
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APPENDICES 
 

Appendix 1: Semi-structure interview Guide 

 
Interview Guide for Health Workers (English) 

1. How frequently do girls visit? 

2. Are they comfortable visiting health services 

3. What are the barriers to implement the ASRH program? ( for e.g.: human resources, 

infrastructure, context) 

4. What could be the barriers for girls? 

5. How is the involvement of community and family in this program? 

6. In your opinion, are there any hindrance for girls? 

7. What kind of challenges you face during provision of services? 

8. What are the challenges are there for implementation of program? 

9. Based on your experiences do you think this program is effective for addressing the 

issues of adolescent girls? 

10. What other things could we do to reach the girls with this kind of information and 

services?
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Interview Guide for Health Workers (Nepali) 

cGt{jftf{ ufO{8  

!= lszf]/Lx? :jf:Yo rf}+sL sltsf] cfpg] ub{5g\ < 

@= s] pgLx? :jf:Yo rf}+sL cfpg ;xh dx;'; u5{g < 

#= of] ASRH sfo{qmd cl3 a9fpg cj/f]wx? s] s] 5g\ < -h:t} M dfgj ;fwg, ef}lts ;+/rgf, 

jftfj/0f_ 

$= of] ;]jf ;Dd cfO{k'Ugsf] nflu lszf]/Lx?nfO{ s] ca/f]w x'g ;S5 < tkfO{sf] ljrf/df, 

%= of] sfo{qmddf ;d'bfo / kl/jf/sf] ;+nUgtf s:tf] 5 < 

^= tkfO{sf] ljrf/df s] s'/fn] lszf]/Lx?nfO{ of] sfo{qmd ;Dd cfO{k'Ugsf nflu ;d:of pTkGg u/fPsf] 

5 < 

&= of] ASRH ;]jfx? pknAw u/fpFbf s:tf] vfnsf] r'gf}+tLx? ;fdgf ug'{ k/]sf] 5 < JoflQmut 

tj/df . 

*= ASRH ;]jfx? pknAw u/fpFbf s:tf] vfnsf] r'gf}+tLx? ;fdgf ug'{ k/]sf] 5 < sfo{qmd tj/df .  

(= tkfO{sf] cg'ej cg';f/ lszf]/, lszf]/Lsf] ;d:ofnfO{ ;Daf]wg ug{ s] of] sfo{qmd ;kmn ePsf] 5 

< 

!)= o; sfo{qmdsf] ;]jf / ;'ljwfx?jf6 a+l~rt ePsf lszf]/Lx? ;dIf k'Ug / ;j}nfO{ ;d]6\g cem}+ 

xfdL s] ug{ ;S5f}+ < 
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Appendix 2: Focus Group Discussion Guide 

 

Focus Group Discussion Guide (English) 

Introduction: I will talk about fact and scenarios regarding adolescence sexual and 

reproductive health services in Nepal. 

1. If you have any concerns or problems regarding your sexuality or your sexual health 

status – who would you go to? 

2. Have you heard about ASRH services provided in your community? 

-What kind of services we can get there? 

-Have you/do you know someone who used these services? 

-Had the services been useful to you? 

-Did the service address the problem that you have? 

-Were you satisfied with their services? 

3. Do you go to public health facilities in your community to take the services? If not then 

what are the reason behind that? 

4. Have any one of you receive any counselling from AFI regarding ASRH?  

5. What kind of role your friend, family and community play regarding ASRH issues? 

6. Did you know that boys use the services more than girls? 

-Why do you think that is so? 

7. In your opinion, what can be done to increase the use of these services by adolescent girls 

like you? 

8. Do you want to talk in any topic that I did not cover? Do you have anything to add?
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Focus Group Discussion Guide (Nepali) 

kmf]s; ;d"x 5nkmn (FGD) 

!= tkfO{x?nfO{ of}g tyf k|hgg\ :jf:Yo ;DalGw s]lx ;d:of jf v'Nb'ln ePdf sxfF hfg'x'G5 < 

@= s] tkfO{x?n] tkfO{sf] ;d'bfodf ePsf] lszf]/lszf]/L d}qL k|hhg\ :jf:Yo ;]jf sfo{qmdsf] af/]df ;'Gg' ePsf] 

5 < 

 – s:tf] vfnsf] ;]jfx? xfdL ToxfF kfpF5f} <  

 – tkfO{x?n] of] ;]jf lng'ePsf] 5 jf sf]lxnfO{ lrGg' ePsf] 5 h:n] of] ;]jf lng'x'G5 < 

 – s] of] ;]jfx? tkfO{sf] nflu pkof]uL 5g\ < 

 – s] of] ;]jfx?n] tkfO{x?sf] ;d:of ;Daf]wg jf ;dfwfg u/]sf] 5 < 

 – s] oL ;]jfx?jf6 tkfO{x? ;Gt'i6 x'g'x'G5 < 

#= s] tkfO{x? oL ;]jfx? lng oxfF ePsf] ;fd'bflos :jf:Yo rf}+sL hfg'x'G5 < olb hfg'x'b}g eg] lsg < 

$= s] tkfO{x? dWo] s;}n] ASRH ;DalGw lszf]/lszf]/L d}qL ;+:yfjf6 k/fdz{ kfpg' ePsf] 5 < 

%= tkfO{x?sf] ASRH ;d:ofx? k|lt tkfO{x?sf] ;fly, kl/jf/ / ;d'bfosf] e'ldsf s:tf] 5 < 

^= tkfO{x?nfO{ yfxfF 5 <, ASRH sf ;]jfx? lszf]/Lx? eGbf al9 lszf]/x? k|of]u u5{g\ . tkfO{sf] ljrf/df 

sf/0f s] x'g ;S5 < 

&= tkfO{x?sf] ljrf/df ASRH sfo{qmdsf] ;]jfx?sf] k|of]u tkfO{x?n] em}+ lszf]/Lx? lar nf]slk|o agfpgsf 

nflu s] ug'{ knf{ < 

*= d}n] ;Daf]wg gu/]sf] s'g} ljifodf tkfO{x?nfO{ af]Ng dg 5 < jf s]lx s'/f tkfO{x?nfO{ yk ug'{ 5 <  
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Randi Wærdahl 

Institutt for internasjonale studier og tolkeutdanning Høgskolen i Oslo og 

Akershus Postboks 4, St. Olavs plass 

0130 OSLO 

  
Vår dato: 17.10.2016                         Vår ref: 50034 / 3 / AGH                         Deres dato:                          Deres ref:  
  
  

TILBAKEMELDING PÅ MELDING OM BEHANDLING AV PERSONOPPLYSNINGER 

  

Vi viser til melding om behandling av personopplysninger, mottatt 16.09.2016. Meldingen 

gjelder prosjektet: 

50034 Adolescent Friendly Sexual and Reproductive Health Services for 
Girls in Nepal: Challenges and Barriers 

Behandlingsansvarlig Høgskolen i Oslo og Akershus, ved institusjonens øverste leder 

Daglig ansvarlig Randi Wærdahl 

Student Sunita Shrestha 

Personvernombudet har vurdert prosjektet, og finner at behandlingen av 

personopplysninger vil være regulert av § 7-27 i personopplysningsforskriften. 

Personvernombudet tilrår at prosjektet gjennomføres. 

  

Personvernombudets tilråding forutsetter at prosjektet gjennomføres i tråd med 

opplysningene gitt i meldeskjemaet, korrespondanse med ombudet, ombudets 

kommentarer samt personopplysningsloven og helseregisterloven med forskrifter. 

Behandlingen av personopplysninger kan settes i gang. 

  

Det gjøres oppmerksom på at det skal gis ny melding dersom behandlingen endres i forhold 

til de opplysninger som ligger til grunn for personvernombudets vurdering. 

Endringsmeldinger gis via et eget skjema, 

http://www.nsd.uib.no/personvern/meldeplikt/skjema.html. Det skal også gis melding etter 

tre år dersom prosjektet fortsatt pågår. Meldinger skal skje skriftlig til ombudet. 

  

Personvernombudet har lagt ut opplysninger om prosjektet i en offentlig database, 

http://pvo.nsd.no/prosjekt.  
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Personvernombudet vil ved prosjektets avslutning, 31.05.2017, rette en henvendelse 

angående status for behandlingen av personopplysninger. 

  

Vennlig hilsen 

Katrine Utaaker Segadal 

Agnete Hessevik 

Kontaktperson: Agnete Hessevik tlf: 55 58 27 97 
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Personvernombudet for forskning  

  

Prosjektvurdering - Kommentar                                                                                           

 

Prosjektnr: 50034 

  

The Data Protection Official presupposes that research is conducted in line with laws, regulations 

and guidelines in Nepal. 

  

PURPOSE 

The purpose of the study is to focus on finding the reasons behind low use of ASRH services by the girls 

from perspective of both provider and receiver. 

  

SAMPLE AND INFORMED CONSENT 

It is notified that the sample will consist of adelescent girls aged 15-19 years old and adult health 

care personnel. 

  

If persons under age will participate, without their parents'/guardians' consent, we presuppose that 

this is in line with laws/regulations/guidelines in Nepal. Please note that in Norway, youth under 16 

years old cannot consent themselves to participate in research project when sensitive information is 

collected. We advise to not include girls under the age of 16, and only include girls under the age of 

18 if this is allowed by Nepalese law. 

  

The Data Protection Official presupposes that the recruitment process is done in a way that fulfils 

the requirement of voluntarily participation and confidentiality. We assume that Adolescent Sexual 

and 

Reproductive Health cannot give you the contact information of possible participants, and the 

recuritment must be carried out in a way that does not infringe health personnels duty of 

confidentiality. 

  

The sample will receive written and oral information about the project, and give their consent to 

participate. The letter of information and consent form are somewhat incomplete, and we ask that 

the following is changed/added: 

- name and contact information (including e-mail) for the student and the supervisor 
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- give the date for the end of the project and what will happen to the personal data (you have 

notified that theend date is 31st May 2017), and that the data will be made anonymous) 

  

We ask that the revised letter of information is sent to personvernombudet@nsd.no before contact 

with the sample is established. 

  

SENSITIVE DATA 

There will be registered sensitive information relating to health. 

  

THIRD PERSONS 

You have not notified that you will collect personal data about third persons. However, the interview 

guide asks about friends' problems and use of the service. We advise against collecting sensitive 

personal information about identifiable third persons. Such information should be collected from 

persons first-hand based on and an informed consent. We advise that you ask your sample to talk about 

other persons in a way that as far as possible avoids identifying individuals. 

  

DATA PROTECTION 

The Data Protection Official presupposes that the researcher follows internal routines of Høgskolen i 

Oslo og Akershus regarding data security. If personal data is to be stored on portable storage devices, 

the information should be adequately encrypted. 

  

END OF PROJECT 

Estimated end date of the project is 31.05.2017. According to the notification form all collected data 

will be made anonymous by this date. 

Making the data anonymous entails processing it in such a way that no individuals can be recognised. 

This is done by: 

- deleting all direct personal data (such as names/lists of reference numbers) 

- deleting/rewriting indirectly identifiable data (i.e. an identifying combination of background variables, 

such asresidence/work place, age and gender) 

- deleting digital audio files 
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Appendix 4: Nepal Health Research Council (NHRC) 
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Appendix 5: Consent form for Focal Group Discussions 

Consent form for interviews and focus group discussion (English) 

Request for participation in the project "Adolescent friendly sexual and reproductive health 

services for girls in Nepal: Challenges and barriers" 

Purpose 

Issues like early age at marriage, low utilization of the modern methods of FP, increasing unmet 

need of family planning in adolescents, early pregnancy and poor knowledge on HIV/AIDS are 

the prevalent health issues of adolescents regardless of implementation of ASRH program in the 

community. Different studies show the low utilization of adolescent health services. My study will 

focus on finding the reasons behind low use of ASRH services by the girls from perspective of 

both provider and receiver. This study is the part of master degree in International Social Welfare 

and Health Policy at Oslo and Akershus University College. 

What happens in the study? 

I will carry out personal interviews and focus group discussion to explore the challenges and 

barriers in providing and using adolescent friendly sexual and reproductive health services for 

girls. I would like to hear from you the current situation of services, the challenges faced by you 

to provide services and barriers faced by girls to use available services. The interviews and focus 

group discussion will be audio recorded on your consent and they will be deleted after use. 

What will I do with the information you give? 

All the information and data will be analyzed and presented in the form of master thesis. All 

personal information will be kept safe and private. They will not be used in the thesis as identifiable 

data. This project will be finished on May 2017 and all the data will be made anonymous by this 

date. There are not direct advantages and disadvantages of participating in the study but in the 

longer term this study could help in improving the adolescent services available for girls. 

Participation in the study 

All participation will be voluntary. No one will be forced to participate. All potential participant 

will be properly informed about the study and process that is to follow. If the participant feel 

uncomfortable and do not want to continue, s/he can withdraw from the study at any time. Even 

after the consent, if participant has any question they can contact me as well as my supervisor. 

Researcher: Sunita Shrestha (Sunita.shrestha55555@gmail.com) or (00977 9846032493) 

Supervisor: Randi Wardahl (Randi.Wardahl@hioa.no) 

If you agree to participate then please sign in the declaration of consent. 

Consent for participating in study 

I am willing to participate 

.......................................... Date/place:  

 

I give all the information related to the study 

............................................. Date/place 

mailto:Sunita.shrestha55555@gmail.com
mailto:Randi.Wardahl@hioa.no
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Consent Form for FGDs (Nepali) 

;xdlt kmf/d 

cGtjf{tf÷kmf]s; ;d"x 5nkmn 

cg';Gwfg sfo{qmddf ;xeflu x'g cg'/f]w M æg]kfndf lszf]/Lx?sf] nflu lszf]/lszf]/L d}qL of}g tyf k|hgg 

:jf:Yo ;]jf M r'gf}+tL / cj/f]wÆ 

p2]Zo  

:jf:Yo ;d:ofx? h:t} jfnljjfx, kl/jf/ lgof]hgsf cfw'lgs tl/sfx?sf] sd k|of]u, lszf]/lszf]/Ldf kl/jf/ 

lgof]hgsf] a9\bf]  unmet  cfjZostf, sd pd]/df uj{ejtL x'g' / Pr=cfO{=eL= P8\; h:tf /f]ux? jf/] sd 

hfgsf/L x'g'  ASRH sfo{qmd ;+rfng eO{ ;s] kl5 klg ;d'bfodf Jolyt ;d:ofx? x'g .  w]/} cg';Gwfgx?n] 

lszf]/lszf]/Lsf] k|hgg\ :jf:Yo ;]jfsf] kx'Frdf sdL ePsf] b]vfp5 . d]/f] o; cWoogn] b'j} ;]jf k|bfos / 

pkef]Qmfsf] tkm{jf6 lszf]/Lx?n] o;  ASRH ;]jfx? sd k|of]u ug'{sf] sf/0fx? kQf nufpg' nIo /x]sf] 5 

. o; cWoog  Oslo and Akershus University College of Applied Sciences, Norway  sf]  International 

Social Welfare & Health Policy  sf] :gfsf]Q/ txsf] cleGg c+usf] ?kdf /xg] 5 .  

o; cWoogdf s] x'G5 < 

lszf]/Lx?n]÷nfO{  ASRH ;]jfx? k|of]u ubf{ / pknAw u/fpFbf pTkGg x'g] cj/f]w / r'gf}+tLx?nfO{ JoflQmut 

cGt{jftf{ / kmf]s; ;d"x 5nkmnsf] dfWodaf6 cuf8L Nofpg] sf]l;; ug]{ 5' . d tkfO{x?jf6 o; ;]jfsf] jt{dfg 

cj:yf, ;]jf pkof]u ug{ / ubf{ ef]Ug' ePsf] r'gf}+tLx? / ;fdgf ug'{ ePsf] ;d:ofx?sf] jf/]df cjut x'g 

rfxG5' . tkfO{x?sf] ;xdtLdf cGt{jftf{ / kmf]s; ;d"x 5nkmn clen]vLs[t ul/g] 5 o;sf] k|of]hg k|:rft 

pQm clen]vx? gi6 ul/g]5 .  

tkfO{x?n] lbPsf] ;'rgf s] ul/g]5 < 

;j} ;'rgf / tYofÍx? lj:n]if0f ul/g] 5 / :gfsf]Q/ y]l;;  (thesis) sf] ?kdf k|:t't ul/g]5 . ;a} JoflQmut 

;'rgfx? uf]Ko / ;'/lIft /flvg] 5 . o; cWoogjf6 tkfO{x?nfO{ s'g} k|ToIf jf ck|ToIf nfe gePtf klg 

lb3{sflng ?kdf lszf]/lszf]/LnfO{ pknAw ;]jfx?sf] u'0f:t/ a[l4df ;xof]u k'¥ofpg] 5 . 

cWoogdf ;xeflutf  

 o; cWoogdf ;j} ;xeflutfx? :jlR5s x'g]5 / s'g} klg ;xeflux?nfO{ ;xeflutfsf] nflu s'g} k|sf/sf] 

bafj lbO{g] 5}g .  ;j} ;xeflux?nfO{ cWoogsf] laifo / k|s[ofjf/] k'0f{ hfgsf/L u/fO{g] 5 . tkfO{n] rfx]sf] 

v08df s'g} klg ;dodf cWoogjf6 cfkm\gf] ;xeflutf x6fpg ;Sg' x'g]5 . olb ;xeflutf kl5 klg tkfO{nfO{ 

s'g} ;f]wk'5 jf hfgsf/Lsf] nflu dnfO{ jf d]/f] ;'k/efO{h/nfO{ ;Dks{ ug{ ;Sg'x'g]5 .  

 

cg';Gwfgstf{ M ;'lgtf >]i7, (sunita.shrestha55555@gmail.com ) or, df]jfO{n g+= (*@&!%^&!! 

;'k/efO{h/ M Randi Wardahl (Randi.wardhl@hioa.no) 
;xeflu x'gsf nflu ;xdtL kmf/d  

d ;xeflu x'g O{R5's 5'  

============================== 

;lx ug]{  

ldlt M  

 

d olsg ub{5' ls d}n] o; cWoogjf/] k"0f{ hfgsf/L lbPsf] 5' .  

============================== 

;lx ug]{  

ldlt M 
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Appendix 6: Obserbation Checklist for Supervision 

 


