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INTRODUCTION

Adolescent is individuals between the age group of 
10 and 19 years.[1] This is a period of transition from 
childhood to adulthood characterized by significant 

physiological, psychological, and social changes. About 82% 
of adolescent lives in the developing countries of Africa, Asia, 
and the Pacific.[2] They are exposed to several reproductive 
health challenges such as early/forced marriage, unwanted 
pregnancies, unsafe abortions, sexually transmitted infections 
(STIs including HIV/AIDS), female genital mutilation, 

malnutrition and anemia in pregnancy, infertility, sexual, and 
gender-based violence.[3,4]

Globally an estimated 14 million adolescents give birth 
annually of which >90% of these live births occur in 
developing countries.[5] Conversely, adolescents in the 
Sub-Saharan Africa region have low family planning (FP) 
utilization rates, limited knowledge of reproductive health 
services and one of the highest adolescent pregnancy rates.[6] 
This is not unrelated to the negative attitude of some health-
care providers toward the provision of sexual and reproductive 
health (SRH) services and information to adolescents.[5-8] 
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Such an attitude had been identified as one of the barriers to 
service utilization by adolescents which hampers both access 
and utilization of SRH services, especially among unmarried 
adolescents.

The Nigeria, 2013, NDHS reported that 70.4% of the 
sexually active adolescents were never married and 
14.4% of never-married adolescents had their past sexual 
intercourse within the past 4 weeks of the survey.[9] 
Despite this, studies in developing countries have shown 
the unwillingness of parents, teachers, and health workers 
to provide age-appropriate SRH information and services 
to adolescents who had continued to fuel the poor level 
of SRH information among these group.[6,10,11] The 
unfavorable attitude displayed by healthcare workers 
toward the use of health services and uncertainty on what 
providers will do with the information provided make 
adolescents feel shy to discuss sensitive topics with their 
health-care providers.[10] On the other hand, adolescents 
are also treated disrespectfully and even denied service by 
health-care providers. This is because some health workers 
feel uncomfortable discussing such private issues while 
others belief it may encourage sexual promiscuity among 
adolescents - value clarification by providers.[10]

In Nigeria, only a few studies had actually explored the 
perspective of service providers toward the provision 
of contraceptive service and information to unmarried 
adolescents in the Northern region of the country. This 
information and its application are vital to the achievement 
of target 3.7 of the SDG3 - by 2030, ensure universal access 
to SRH -care services, including for FP, information and 
education, and the integration of reproductive health into 
national strategies and programs.

This study, therefore, aim to explore the attitude, practice of 
various cadres of heath-care providers and sociodemographic 
correlates on the provision of contraceptives to unmarried 
adolescents in Northern Nigeria.

METHODOLOGY

The study protocol was reviewed and approved by the health 
Research Ethics Committee of the Kaduna State Ministry of 
health and human services.

Study Design
This cross-sectional descriptive study was conducted among 
healthcare workers from the 13 States of North West (NW) 
and North East (NE) Nigeria and 98 local government areas 
attending a regional FP stakeholders seminar in Kaduna State. 
The study participants include nurse-midwives, pharmacists, 
community health officers (CHOs), community health 
extension workers (CHEWs), and health educators.

Data Collection
Data were collected using a self-administered, structured, 
and pre-tested questionnaire. The questionnaire consists of 
sociodemographic characteristics of the health workers, 
attitude, belief, and practice on the provision of contraceptives 
to adolescents and recommendations proposed by service 
providers and decision makers. This was developed from a 
review of previous literature relevant to FP. The questionnaire 
was pretested among 10 health workers in a nearby facility, 
and necessary corrections were made following the pre-test. 
These were distributed by the data clerk to all participants 
at the regional FP stakeholders seminar held in November 
2017 in Kaduna. The completion and response to the self-
administered questionnaire by each participant were made 
voluntary.

Sample Size
A total of 233 participants were in attendance. The 
questionnaires were provided to 187 health workers that 
agreed to participate of which 144 were completed and 
returned giving a response rate of 77%.

Data Analysis
All the responses were entered by a trained data clerk into 
SPSS20. The data were analyzed using the same software to 
generate frequency statistics, tables, figures, and Spearman’s 
rank correlation coefficient (p).

LITERATURE REVIEW

The Nigeria minimum service delivery package for 
Adolescent and Youth Friendly Health Service (AYFHS) 
allowed the provision of Information, Education and 
Communication on sexual abstinence, effects of early 
marriage, early pregnancy, and safer sex practice to 
adolescent.[3] It also includes counseling and provision of 
appropriate contraceptives methods (barrier methods, oral 
contraceptives, and emergency contraceptives) to sexually 
active young people for the prevention of early and unwanted 
pregnancy.[3] Nevertheless, there is the limited and irregular 
use of contraceptives among adolescents and youths despite 
increasing premarital activities.[4]

The current use of any modern contraceptive method by a 
sexually active unmarried adolescent is 49.7% (male condom 
40.7% and pills 6.4%) with an unmet need of 35.3%.[5] This 
is much lower than was reported from Ghana in which the 
adolescents had 84.0% knowledge of male condom and 
82.0% utilization.[12] This situation can be improved by 
ensuring that service providers are accessible, welcoming, 
and supportive of informed choices and have adequate stock 
of various methods.[6]

Previous data on the distribution of health providers studied 
in South Africa showed that they were mostly nurses with age 
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ranged from 25 to 56 years, either married or living together 
with their partner.[7] However, a similar study conducted in 
Nigeria showed that the respondents were 66.9% Nurse-
midwives, 20.8% CHOs/CHEWs, with age ranged from 18 
to 60 years old, 88.8% females, 81.0% Christians, and 79.0% 
married.[10] Another study on provider imposed restriction on 
contraceptives from Ibadan South-West (SW) Nigeria consist 
of 60.0% Nurse-midwives, 32% CHEWs, 89% females, and 
69% Christians with an average age of 37 years.[11]

The national standard for AYFHS stipulates that service 
providers should be sensitive to the needs of young people 
and should maintain their privacy and confidentiality in 
service provision.[3] It also requires skilled and motivated 
health providers to deliver adolescent/youth-friendly services 
to young people.[3] To the contrary, most service providers are 
often judgmental and may breach confidentiality and rights 
of young people due to their own innate value preposition.[4] 
Some nurses felt that the SRH services for adolescents they 
are expected to provide are sometimes in conflict with their 
own beliefs and values.[7] All these ensure young people have 
limited awareness of sexuality and contraception.[4]

Evidence had shown that the long-acting reversible 
contraceptives (LARC) are the most effective contraceptives 
for teenagers.[13] Unlike the condoms and pills which requires 
consistent and correct use by a highly motivated individual, 
LARC methods are effective for years once correctly 
inserted.[13] Compare to the condoms and pills that have 
failure rates of about 18% and 9%, respectively, only 1% of 
LARC users may become pregnant during the 1st year of its 
use.[13]

Despite these facts, providers still exhibit a bias for 
prescribing appropriate contraceptive methods for certain age 
group and marital status which limit access by adolescents.[11] 
Restrictions based on marital status were lowest for condoms 
(7–10%) and highest for IUDs (67%).[11] Thus, condoms 
are commonly dispensed by most providers without bias,[11] 
while the majority (90%) of a private physician in the USA 
usually prescribe the pills for adolescents.[14] This may be 
related to the limited knowledge and skill of LARC by some 
providers.[7]

Recent concerns regarding the high teenage pregnancy 
rates, school dropout rates, abortions, and STI and HIV 
infections among adolescents in South Africa had positively 
changed the attitude of providers to contraception services 
for adolescents.[7] Furthermore, 70.7% of health workers in 
a study conducted in SW Nigeria believed that adolescents 
should be given contraceptive counseling before they become 
sexually active.[10] Some of these were inspired by their own 
personal experiences as teenagers.[7] Some suggestions by 
health workers to improve contraceptive access to adolescents 
include the provision of a separate room or space for 

adolescents medical services, a youth-friendly environment, 
suitable clinic hours, and school based services.[7]

About 86 percent of private physician in the USA are willing 
to provide contraceptive services to adolescent.[14] This is not 
the same for an unmarried adolescent for which only 59% 
agreed to provide such services without parental consent.[14] 
This decision is somewhat related to state policies.[14]

In Nigeria, only a third (33.4%) of the health providers 
agreed that unmarried adolescents do not require parental 
consent before contraceptives are provided, 14.5% were 
undecided while more than half (52.1%) disagreed.[10] Over 
a third (42.7%) of the them said that unmarried adolescents 
should not be provided with contraceptives because 
the Nigerian culture does not support premarital sex.[10] 
More than half (57.5%) of them were of the opinion that 
providing contraceptives for unmarried adolescents will 
promote sexual promiscuity.[10] Nevertheless, one third 
(41.5%) of the respondents felt that contraceptive services 
should be provided for both married clients and unmarried 
adolescents.[10]

The age-long tradition and gender biased norms which frown 
at female sexuality still exist in our society.[4] The practice 
by its adherent among the service providers, program 
managers, parents, and other gatekeepers constitute an 
obstacle to the availability and provision of contraceptive 
services.[4] Furthermore, health providers often use the fear of 
side effects as a reason to dissuade adolescents from the use 
of certain contraceptive methods.[8] More often, they provide 
young people with condoms, pills, or abstinence.[8] More than 
half (51.7%) of the providers felt it is better to tell sexually 
active unmarried adolescents to abstain from sex than to give 
them contraceptives when it is requested.[10] Times the service 
providers attitude are also influenced by official regulations, 
health system constraints, and misinformation about various 
contraceptive methods.[6]

RESULTS

Table 1 shows that respondents were mostly females (94%, 
n = 123) from both the nurse/midwife (43%) and CHO/
CHEW (39%) professions. 70% of them were >40 years 
old, mostly married (82%), of Islamic faith (73%), from the 
NW (85%), and had practiced their profession for more than 
5 years (83%).

Most of the respondents that agreed to provide contraceptive 
counseling to adolescents were females (92.7%, P + 0.18), 
>40 years (67.7%, P + 0.05), married (82.9%, P + 0.10), 
Muslims (72.4%, P + 0.05), with >5 years of working 
experience (84.4%, P-0.05), and mainly of the nurse/midwife 
(42.4%), and CHO/CHEW (43.2%) professions P-0.10.
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The majority of health workers that agreed to provide 
contraceptives to unmarried adolescents were females 
(91.4%, P-0.01), >40 years of age (69.4%, P-0.06), married 
(84.8%, P + 0.09), and Muslims (70.1%, P-0.15), with 
>5 years working experience (85.6%, P-0.17) and practices 
nursing (45.8%) or community health (41.1%) P + 0.16. More 
than 50% of respondents in each cadre agreed to provide 
contraceptives to unmarried adolescents without parental 
consent, in their places of work, at the colleges/universities 
and senior high schools.

More than 70% of the respondents in each cadre had a 
positive attitude toward the provision of early contraceptive 
counselling and services to both married and unmarried 
adolescents. Furthermore, more than 50% of respondents 
in each profession agreed to provision of contraceptives to 
unmarried adolescents without parental consent, in their 
places of work, at the colleges/universities and at senior high 
schools. About half of the CHO/CHEW and others agreed 
not to provide contraceptives to unmarried adolescents due 
to cultural limitation on premarital sex while more than half 
of the pharmacist will rather preach abstinence to unmarried 
adolescents.

All the cadres agreed to provide condoms (42.9–58.3%), 
pills (14.3%–37.5%), and injectables (10.4%–14.3%) to 
unmarried adolescents except the nurse/midwives groups. 

Only the nurse/midwives (20.4%) and CHO/CHEW (12.5%) 
agreed to provide implants to unmarried adolescents. No 
respondent wants to provide IUD to unmarried adolescents.

More than 50% of those that will not provide contraceptives to 
unmarried adolescents (nurse/midwives 63%, CHO/CHEW 
59.4%, and others 83.3%) will rather advise them against 
premarital sex if approached. They think the provision of 
contraceptives to unmarried adolescents will promote sexual 
promiscuity (15%), will mislead the unmarried adolescents 
(12%), and will damage their reproductive organs (5.1%). 
More than half of the pharmacist will rather preach abstinence 
to unmarried adolescents.

FINDINGS AND DISCUSSION

The findings of this study contrary to general perception 
showed that 92.8% of health workers were willing to provide 
contraceptive counseling to all adolescent and 83.0% were 
willing to provide contraceptives services to unmarried 
adolescents. This is a great improvement in the attitude and 
practice of health providers to the provision of contraceptives 
to adolescents. The remaining constraints are based on their 
marital status which is not included in the WHO medical 
eligibility criteria for contraceptive[15] and also contrary to the 
Nigeria National Standards and Minimum Service Package 
for Adolescent and Youth-Friendly Health Services.[3]

Table 1: Sociodemographic characteristics of the respondents
Sociodemographic characteristics of health workers (n=187)
Characteristics Physician Pharmacist Nurse/

midwives
CHO/
CHEW

Others Total (%)

Sex

Male 0 2 1 4 1 8 (6.1)

Female 0 7 56 51 9 123 (93.9)

Age

<20 0 1 0 8 0 9 (6.8)

20–39 0 2 13 14 3 32 (24.1)

40–59 0 6 45 34 7 92 (69.2)

Marital status

Married 0 5 48 49 8 110 (82.1)

Not married 0 5 10 6 3 24 (17.9)

Religion

Islam 0 5 34 50 6 95 (72.5)

Christianity 0 3 23 6 4 36 (27.5)

Others 0 0 0 0 0 0 (0.0)

Duration of work experience (years)

<5 0 2 3 13 5 23 (17.0)

>5 0 7 55 44 6 112 (83.0)

CHO: Community health officers, CHEW: Community health extension workers
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The dominance of the respondents in Table 1 by mostly 
females (94%) that were either nurse/midwife (43%) or CHO/
CHEW (39%) reflects the pattern of the health workforce in 
these states. The sociodemography of the respondents depicts 
the local reality of Northern Nigeria. Furthermore, 70% of 
the respondents were >40 years old, 82% were married, 73% 
were of Islamic faith, 85% hailed from the NW, and 83% 
had practiced their profession for >5 years. This was because 
the seminar was attended by senior health officers mostly 
from the Muslim majority NW States in which the provision 
of reproductive health and FP are seen as purely a female 
women affair. This findings aligned with previous studies in 
terms of the cadre, gender, average age, and marital status of 
the respondents.[7,10,11] Nevertheless, there were more nurses 
and mainly of the Christian faith in the previous studies[10,11] 
due to the influence of European Christian missionaries and 
the higher educational attainments in South Africa and SW 
Nigeria. These are important factors in molding beliefs and 
practices related to SRH.

Majority (83%) of the health cadres are in support of 
providing appropriate contraceptive counseling access to 
adolescents [Figure 1]. These respondents were mainly 
females (92.7%), >40 years (67.7%), married (82.9%), of 
Muslims faith (72.4%), with more than 5 years of working 
experience (84.4%), mainly of the nurse/midwife (42.4, and 
CHO/CHEW (43.2%) cadre. This is a great improvement 
over the previous study in SW Nigeria in which 70.7% of 
the health workers supported contraceptive counseling for 
adolescent before they become sexually active.[10] This 
positive trend was also observed among private physician in 
the USA in which 86% were willing to provide contraceptive 
services to adolescents.[14] This may be related to their 
personal life experience being females, having gone through 
the adolescent stage and possibly witnessed some affected 
adolescent during their years of medical practice. The 
influence of personal experience on providers disposition had 
been documented in previous studies.[7]

It is worthy of note that more than half of various cadre 
of health workers are willing to provide contraceptives 
to unmarried adolescents even without parental consent 
[Figure 2]. Those willing to provide contraceptives to 
unmarried adolescents were mostly females (91.4%), 
>40 years (69.4%), and married (82.9%) with more than 
5 years of working experience (85.6%).

About 70.1 percent of health worker of Muslim faith  and 
41.1 percent of the CHO/CHEW cadre were willing to 
provide contraceptive service to unmarried adolescents 
than was reported  in previous studies.[10] Although the 
established linear relationship between the professional 
cadre and the provision of services was weak (P = +0.16), 
this finding is surprising especially in a predominantly 
Muslim area where premarital sex is frowned at.[4] This is 

contrary to other report from South Western Nigeria in which 
between 42.7% and 57.5% disagreed with the provision of 
contraceptive to unmarried adolescents for cultural reasons 
or fear of encouraging promiscuity.[10] They would rather 
preach abstinence (51.7%) or request for parental consent 
(66.6%) before the service.[10] The change in opinion could be 
attributed to the implementation of several reinforcing ASRH 
strategy which has improved understanding and acceptability 
of the need to address adolescent sexuality.[3] This is an 
encouraging development for the advancement of the health 
and development of the adolescent.

As shown in Table 2, all cadres of health providers agreed 
to provide condoms (42.9–58.3%) and pills (14.3–37.5%) to 
unmarried adolescent but mostly with preference for condoms. 
This finding is in line with previous reports from within and 
outside Nigeria[8,11,14] which may be due to restrictions based 
on provider bias,[11] fear of side effect,[8] or limited knowledge 
and skill of LARC[7]. The latter reason can be substantiated 
with the fact that only the nurse/midwives (20.4%) and CHO/
CHEW (12.5%) agreed to provide implants to unmarried 
adolescents. These cadres had been largely trained on LARC 
over the years.

In this study, none of the health cadres is willing to provide 
IUD to unmarried adolescents. This being an invasive 
procedure for which the fear of its side effect may deter the 
providers. Nevertheless, evidence had shown that the LARC 
are the most effective contraceptives for teenagers.[13] It 
requires no further effort after the initial insertion and is more 
effective for prevention of pregnancy.[13]

Figure 1: Distribution of health workers willing to provide 
contraceptive counseling to adolescents

Figure 2: Distribution of health workers willing to provide 
contraceptives to unmarried adolescents
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As depicted in Figure 1 and Table 3, >70% of the respondents 
in each profession had a positive attitude toward the provision 
of early contraceptive counseling and services to both married 
and unmarried adolescents. This is much higher than 41.5% 
reported from SW Nigeria 4 years ago.[10] Furthermore, some 
(>50%) health workers further agreed to provide contraceptive 
service to unmarried adolescents without parental consent, in 
their places of work, at the colleges/universities and at senior 
high schools. This again substantiates a total shift in paradigm 
in attitude of health providers to adolescents’ access to ASRH 
services and information.[4,7,11] Of importance is the increase 

in the proportion of providers willing to give services without 
parental consent which in itself is an obstacle to access.[10] In 
general, recent evidences, concerns and policy changes had 
contributed to this positive attitude of service providers to 
adolescents access to contraceptive information and services.[7]

In general, less than a third of the respondents indicated that 
they will not provide contraceptives to unmarried adolescent 
[Table 3]. This value varies by cadre and by reasons. Objections 
to the provision of contraceptives to unmarried adolescents are 
lower among the frontline health providers. This may be related 

Table 2: Types of contraceptives agreed to be provided to unmarried adolescents by the health workers
Contraceptives agreed 
for use for unmarried 
adolescents

Percentage of positive respondents Spearman 
correlation 

coefficient P
Pharmacist Nurse/

midwives
CHO/
CHEW

Others

Pills 37.5 34.7 16.7 14.3 +0.01

Condoms 50.0 42.9 58.3 42.9 +0.01

Injectables 12.5 0.0 10.4 14.3 +0.01

Implants 0.0 20.4 12.5 14.3 +0.01

Emergency contraception 0.0 2.0 0.0 14.3 +0.01

Natural methods 0.0 0.0 2.1 0.0 +0.01

CHO: Community health officers, CHEW: Community health extension workers

Table 3: Health workers attitude to the provision of contraceptives to adolescents
Questions Percentages of positive respondents

Pharmacist Nurse/
midwife

CHEW/
CHO

Others Spearman Correlation 
Coefficient P

Should adolescents be given contraceptive 
counseling before they become sexually active?

90.0 89.8 96.4 88.9 −0.10

Will you provide contraceptives to unmarried 
adolescents?

75.0 87.5 81.5 72.7 +0.16

Unmarried adolescents do not require parental 
consent before contraceptives are provided

77.8 70.9 59.3 63.6 +0.15

Unmarried adolescents should not be provided 
with contraceptives because the Nigerian culture 
does not support premarital sex

30.0 26.8 55.6 54.5 −0.23

It is better to tell sexually active unmarried 
adolescents to abstain from sex when they 
ask for contraceptives rather than give them 
contraceptives when they request for it

60.0 32.1 40.7 50.0 −0.11

Health‑care providers should provide 
contraceptive services for both married and 
unmarried clients in the health‑care facilities

80.0 86.2 89.3 81.8 +10

Contraceptive services should be provided to 
adolescents at their workplaces

50.0 49.2 50.0 54.5 −1.0

Contraceptive services should be provided at 
colleges/universities

70.0 59.3 58.9 72.7 −0.10

Contraceptive services should be provided at 
senior high schools

70.0 63.6 63.6 72.7 −0.10

CHO: Community health officers, CHEW: Community health extension workers
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to their daily experience with adolescents and knowledge of 
contraceptives. About half of the CHO/CHEW and others 
agreed not to provide contraceptives to unmarried adolescents 
due to cultural restriction on premarital sex. As indicated in 
Table 4, much more of each cadre (nurse/midwives 63%, CHO/
CHEW 59.4%, and others 83.3%) will rather advice against 
premarital sex if approached. They are of the opinion that 
the provision of contraceptives to unmarried adolescents will 
promote sexual promiscuity (15%), will mislead the unmarried 
adolescents (12%), and will damage their reproductive organs 
(5.1%). More than half of the pharmacist will rather preach 
abstinence to unmarried adolescents. These indicate that most 
of these decisions are rather based on value preposition and 
beliefs rather than scientific facts.[7] Nevertheless, these were 
not significantly different from previous studies conducted 
4 years ago in SW Nigeria.[10]

The need for health workers to be more professional rather 
than being judgmental base on their own socio-cultural belief 
cannot be overemphasized.

CONCLUSIONS

Majority of healthcare workers in this study were willing to 
counsel and provide contraceptives to unmarried adolescent. 
However, the unwillingness of all respondents in this study to 
provide IUD may limit the available method mix and choices. 
This calls for continuous orientation of service providers on 
the WHO eligibility criteria. The findings from this study 
debunk some of these previous positions and will further 
guide adolescents about the types of contraceptives available 
and the profile of service providers that are willing to provide 
the services.

The information generated from this study and its application 
is vital to the achievement of target 3.7 of the SDG3 - by 2030, 

ensure universal access to SRH -care services, including 
for FP, information and education, and the integration of 
reproductive health into national strategies and programs.
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