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Abstract
Background: Access to reproductive health services by youth has received minimal attention given that Sexual
Reproductive Health (SRH) service provision for many years has been tailored to meet the needs of the adult
population. The youth have therefore been neglected partly due to cultural sensitivity that dictates what, when and how
SRH information and services should be transmitted to them. The current study therefore sought to unveil and explore
sociocultural factors influencing youth utilization of SRH services provided in health facilities.
Methods: A mixed method approach was used to gain a comprehensive view of factors influencing utilization of
adolescent sexual reproductive health (ASRH) services. Data were collected quantitatively by using semi-structured
questionnaires and qualitatively through individual in-depth interviews and Focus Group Discussions (FDGs) among a total
of 927 youth aged 15-24 years (222 out of school youth and 705 in-school youth). The study sample also comprised of 68
gate keepers who included: teachers, religious authorities, parents/guardians, traditional authorities and health professionals.
Results: The study exposed factors underlying utilization of SRH services among Swazi youth. Such factors
included the family, peers, religious and community values and norms. Youth who perceived their families, communities
and peers to be liberating towards uptake of SRH services were more likely to utilize those services compared to youth
who perceived the opposite.
Conclusion: The results persuade optimistic youth programs determined to increase uptake of SRH services
among youth to incorporate parental and community programs instead of exclusively focusing on youth in all
interventions designed to propel protective sexual behaviour among youth at all service delivery levels.
Recommendations: Parental, community, traditional and religious leadership involvement in the development
and execution of youth program interventions should be prioritized.
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Introduction
Adolescents and youth face a multifaceted set of challenges that
are inherent with the developmental stage. Adolescence is a period of
mental, emotional and physical maturation which is often characterized
by behavioural experimentation, identity versus role confusion, risk
taking, formation of romantic relationships, sexual behaviour and drug
abuse [1]. As a consequence, adolescents are vulnerable to sexually
transmitted infections like HIV, teenage pregnancy, experimenting
with sex, alcohol and drugs. Adolescents have inadequately developed
life skills and are at risk of being coerced into sexual relationships and
have limited access to health care services [2]. With regards to sexually
transmitted HIV, adolescents have been labelled as the fulcrum of the
HIV epidemic and the ‘perfect storm’ [3]. Globally, an estimated 21 000
000 adolescents are living with HIV, meaning that the overabundance
of health research and health information does not necessarily benefit
adolescents and therefore is not translated into practice [4].
In developing countries, a majority of sexually active adolescents
experience difficulty in accessing health care services, reason being that,
culturally ’premarital sex is prohibited thus unmarried adolescents who
are sexually active often face societal disapproval and condemnation [5].
Much focus is directed on improving access to reproductive health services
for female adolescents, yet issues of reproductive health affect both male
and female adolescents. Ignoring the SRH needs of male adolescents makes
it even more difficult for male adolescents to access SRH services [6].
Moreover; adolescents have inadequate knowledge about contraception.
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Contraceptive use among unmarried adolescents remains unknown.
Although premarital sex is forbidden in Swazi culture, the fertility rate of
adolescents in Swaziland is very high, reported at 87 per 1000 live births [7].
Adolescent fertility adversely affects the young woman’s health, education,
employment prospects as well as the infant. Adolescents sexual activity,
within or outside the confines of marriage is associated with a high risk
of negative reproductive health outcomes such as unintended pregnancy,
sexually transmitted infections and HIV.
Generally, the policy environment for the provision of SRH services to
young people is favourable in Swaziland. This is evident by the availability
of various policies in support of provision of SRH services to young people.
There are also a plethora of programmatic interventions regarding Sexual
Reproductive Health and Rights (SRHR) in the country. However, teenage
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pregnancy in Swaziland remains a cause for concern. Adolescent fertility
did decline slightly from 89/1000 to 87/1000 between 2010 and 2014, but
this decrease is quite small and does not signify great success in efforts to
substantially reduce early pregnancies [8]. On the hand, HIV prevalence
is much higher in young women than young men across all age groups,
and marked increases in prevalence become apparent throughout the 20s
for both sexes. This implies that in future more effort should be directed
to both young men and women, targeting them by age segmentation in
order to effectively respond to HIV/ AIDS. For young women, an already
high rate of new infections in the 15-19 age group in noted whilst for males
only increases in the early 20s. For young men, incidence does not reach
its climax until the early 30s, though HIV incidence in young men steadily
increases from adolescence onward. This data would suggest that many
new infections in young women are not due to sexual intercourse with
young men in their own age bracket. Rather, young women are likely being
infected by older men.
Sexually active adolescents who are aware and need SRH services,
such as contraceptives often do not go to the clinic for fear of health care
workers’ attitude and the condemnation associated with premarital sex.
A majority of adolescents report attitudinal and institutional factors as
main barriers to accessing SRH services [9]. Institutional barriers include
location of the clinic, privacy within the facility, the age and gender of the
staff complement of the clinic [10]. Health care worker’s attitude has been
linked to the values and beliefs about pre-marital sex [11]. Evidence has
shown that culture, values and beliefs of health care workers play a critical
role in deciding whether or not to provide contraception to adolescents.
Health care workers, as a consequence battle between true and honest to
their cultural and religious background and sensitive and accommodative
of adolescents’ needs [10]. This study analysed the socio-cultural factors
hindering or facilitating the use of sexual and reproductive health services
by young people in Swaziland.

Theoretical Framework
Social ecological model (SEM)
Due to the multiplicity of factors that influence human behavior,
many recent studies have used the SEM as a conceptual framework
to better understand socio-cultural factors that influence youth
behavior. The SEM is a comprehensive health promotion model that
is multifaceted, concerned with environmental change, behavior and
policy that help individuals make healthy choices in their daily lives.
It recognizes that whereas individuals are responsible for instituting

and maintaining lifestyle necessary to reduce risk and improve health;
individual behavior is influenced by factors at different levels. The
defining feature of an SEM model is that it takes into account the physical
environment and its relationship to people at individual, interpersonal,
organizational and community levels. The philosophical underpinning
is the concept that behavior does not occur within a vacuum, therefore
the model addresses the complexities and interdependencies between
socio-economic, cultural, political, environmental, organizational and
biological determinants of behavior.
This approach is consistent with many theories (e.g. Social
Learning Theory, Theory of Reasoned Action, and Cognitive Learning
Theory) that inform adolescent pregnancy prevention evidence based
interventions. The theoretical framework for most evidenced-based
adolescent pregnancy prevention programs recognizes that youth are
influenced by various factors- peers, family, community. The study used
a Modified Social-Ecological Model. The components of the model
include:
Individual: Some of these factors are age, educational level,
substance use or history of abuse. Prevention strategies at this level
are often designed to promote attitudes, beliefs and behaviours that
ultimately promote desired behaviour; in this case utilization of sexual
and reproductive health services.
Interpersonal relationship: A person's closest social circlepeers, partners and family members-influences their behaviour and
contributes to their range of experience. Prevention strategies at this
level may include parenting or family-focused prevention programs,
and mentoring and peer programs designed to reduce conflict, foster
problem solving skills and promote healthy relationships.
Community factors: The third level explores the settings, such as
schools, workplaces, and neighbourhoods, in which social relationships
occur and seeks to identify the characteristics of these settings that
are associated with influence of behaviour in question. Prevention
strategies at this level are typically designed to impact the socio-cultural
and physical environment.
Societal factors: These are organizations or social institutions with
rules and regulate the operations that affect how or how well, for example,
SRH services are provided to an individual or group. It also includes large
societal factors such as health, economic, educational and social policies
that help to maintain economic or social inequalities between groups in
society. Figure 1 show the conceptual framework used in the study.

Societal (youth
experiences of
SRH service
delivery)
Community
(inﬂuence of sociocultural norms and
religious values)
Interpersonal (family
and peer norms and
values)
Individual
(Awareness,
attitudes,
eﬃcacies, sexual
behavior,age,
gender,
educational level)

Major source of information

UTILIZATION OF SRH
SERVICES BY YOUTH

Figure 1: Modified social-ecological model (study’s conceptual framework).
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Methodology
An exploratory descriptive mix method survey with triangulation
was used in this study. The triangulation allowed both quantitative
and qualitative techniques to complement each other thus ensuring
adequate objective and subjective responses from youth regarding their
sexual and reproductive health and rights [12]. Among gate keepers,
the qualitative approach was utilized since exploration of the factors
influencing utilization of SRH services by youth remain a sensitive issue
thus information could only be captured through careful probing using
the qualitative in-depth interviews.

Data collection
Data was collected by 21 trained data collectors (4 supervisors and
17 trained interviewers). Data was collected cross-sectionally among
multi-level sampling frames (tinkhundla centres, communities, schools
and health centres/clinics). Probability and non-probability sampling
techniques were used in this study. Purposive sampling was used
to pick 4 tinkhundla centres from each region which were equally
distributed geographically. Convenience-purposive sampling was
used to select study participant. With regards to the selection of inschool youth, stratified cluster random sampling was used; first for the
selection of schools at random within each inkhuldla centre and then
cluster sampling was used in the sense that classes were picked before
randomly selecting individuals within the classes.

Sampling methods
Probability and non-probability sampling techniques were used in
the study to assign research respondents into the various study samples
[12]. Stratified sampling was utilised at the following strata: Inkhundla,
school and participant level.
Probability sampling: The study’s sample size was based on rule of
thumb in structural equation modelling that asserts that the sample size
should have at least 10 to 15 cases per measured indicator [13]. In the
current study the structural equation modelling had 7 variables and a
sample of 927 was appropriate to test the model. The size of participants
in this study was also determined through the use of the raosoft sample
calculator by setting a margin of error of 5% and 95% confidence
interval and 50% response distribution. The minimum recommended
sample size was (764); however the study sample of 927 was way
above this level. A total of 927 participants were selected from all the
participating tinkhundla centres, schools and communities. The sample
size was determined based on the total number of youth in Swaziland
which was found to be 140 000 among those aged 15-24 years [14].

Study setting
The study setting was the whole country of Swaziland, however care
was taken to ensure that tinkhudla centres selected were distributed
among urban and rural areas in all the four regions of the country.

Data management and analysis
Both quantitative and qualitative techniques were used to
complement each other in the analysis and to enrich the discussion of
study findings. Quantitative data was entered into the Statistical Package
for Social Sciences (SPSS) statistics 20. The data was cleaned and
analysed by the use of descriptive and inferential statistics. Inferential
statistics was used to draw conclusions and make generalizations based
on the information obtained from the sample. Structural Equation
Modelling (LISREL 8.7) was used to predict the effect of sociocultural factors (endogenous variables: individual, interpersonal and
J AIDS Clin Res, an open access journal
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community norms) on the utilization of SRH services among youth
(exogenous variable).

Ethical consideration
The researchers had a moral obligation to strictly consider the rights
of adolescents, young people and gate keepers who participated in the
study. Data collectors considered it of utmost importance to build some
trust between themselves and the research respondents. Permission to
conduct the study was sought from the Swaziland Ethics and Scientific
Committee and from the relevant authorities, particularly the Ministry
of Education and Tinkhundla Administration. Informed consent was
requested from the research respondents. Confidentiality was strictly
adhered to. That is names of the respondents who participated in the
study were not recorded. Research respondents were assured some
freedom of terminating their participation at any time they would feel
like doing so. A week before data collection, all the selected schools
were visited for recruitment and distribution of informed consent forms
among those willing to take part in the study and yet below the age of 18
years. These participants returned the forms to their class teachers the
next day with signatures from parents either allowing or refusing their
children’s participation in the study. Pupils with consent forms ticked
‘’No” and signed by parents were excused from participating in the
study. All participants were assured of confidentiality and anonymity of
their identities. Refusal to participate in the study even after informed
consent was allowed.

Results
Respondents characteristics
Respondent’s ages ranged from 15 years to 24 years. The mean age
was 18.4 years with a standard deviation of 2.4 years. Table 1 below
indicates that most out of school youth were within the age group 17-24
years with the least falling within the age group 15-16 years 18(8.1%).
An opposite trend was observed among in-school youth where the
least number of respondents were within the older age groups 21-22
Variable

Out of-school

In-school

n (%)

n (%)

15-16

18 (8.1)

205 (29.1)

17-18

52 (23.4)

257 (36.5)

19-20

53 (23.9)

165 (23.7)

21-22

42 (18.9)

56 (7.9)

Age in years

23-24

57 (25.7)

22 (3.1)

222 (100.0)

705 (100.0)

Manzini

59 (26.6)

169 (24.0)

Hhohho

64 (28.8)

172 (24.4)

Shiselweni

42 (18.9)

186 (26.4)

Lubombo

57 (25.7)

178 (25.2)

222 (100.0)

7 05 (100.0)

Male

105 (47.3)

343 (48.7)

Female

117 (52.7)

362 (51.3)

222 (100.0)

705 (100.0)

Rural

113 (50.9)

337 (47.8)

Urban

109 (49.10)

368 (52.2)

Total

222 (100.0)

705 (100.0)

Total
Region

Total
Sex

Total
Area of residence

Table 1: Respondents’ characteristics.
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and 23-24 years at 56 (7.9%) and 22 (3.1%), respectively. The table also
indicates that the sample is almost balanced in terms of sex, regional
and residential status.

Source of SRH Information for Young People
Peers

Young people’s sexual behaviours

Electronic media

Source of SRH Information

Table 2 indicates that young people continue to engage in risky
behaviours. For instance almost (30% and 20% of out of school and
in school youth) reported to be taking alcohol. Moreover, 148 of 222
(66.7%) reported sexual activity whilst 297 of 705 (42.1%) among inschool youth reported to be non-virgins. The findings also show low
level of condom use at first sex among both in-school and out-ofschool. Moreover, among sexually active youth 12.8% and 17.8% for
out-of-school and in-school youth reported to have experienced forced
sex. Commercial sex however seems to be much higher among out-ofschool youth, as 25.6% reported to have engaged in commercial sex
whilst 10.4% had engaged in commercial sex among in-school youth.

Social networks
Print media

Figure 2 shows that major sources of information among youth
vary widely. Peers were the greatest source of SRH information (25%), it
is unfortunate however that peers often offer inaccurate and misleading
information to their counterparts. Mothers on the other hand were the
second most reliable source of SRH information (19.1%), even though
they seem to offer the information differentially to their male and
female children. More females than males reported mothers to be their
reliable and main source of information. Such findings are comforting
considering the wide array of benefits manifested by mother-daughter
connectedness. Teachers, siblings and fathers are also viewed as reliable
Variable

Out of-school

In-school

n (%)

n (%)

Heterosexual

211 (95.0)

684 (97.0)

Homosexual

6 (2.7)

9 (1.3)

Sexual orientation

Bisexual

5 (2.3)

12 (1.7)

222 (100.0)

7 05 (100.0)

Not virgin

148 (66.7)

297 (42.1)

Virgin

74 (33.3)

408 (57.8)

Total

222 (100.0)

7 05 (100.0)

Total

6

Pastors

Teacher

Health professionals

6

Siblings

Relative

Guardian

Father

Young people’s major sources of sexual reproductive health
information

Mother

118
115

16
22

12
15

33
26

15

20

37

27
23
19
27
22

0

45

40

49
50

Female

58

65

100
Percentages

111

150

Male

Figure 2: Sources of SRH information for young people.

Use of SRH by Young People

43%
396
57%
531

Sexual Experience

Alcohol consumption
Everyday

13 (5.9)

7 (1.0)

Once a week

35 (15.8)

90 (12.8)

Once a month

15 (6.8)

27 (3.8)

Never
Total

159 (71.6)

581 (82.4)

222 (100.0)

705 (100.0)

Condom at first sex among non-virgins
Yes
No
Total

53 (35.8)

209 (70.4)

95 (64.2)

88 (29.6)

148 (100.0)

297 (100.0)

Ever forced to have sex among non-virgins
Yes

19 (12.8)

53 (17.8)

No

129 (87.1)

244 (82.2)

Total

148 (100.0)

297 (100.0)

Ever paid to have sex among non-virgins
Yes

38 (25.6)

31 (10.4)

No

110 (74.3)

266 (89.6)

148 (100.0)

297 (100.0)

Total

Table 2: Respondents sexual behaviours.
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Never

Accessed

Figure 3: Utilization of SRH services by young people.

sources of SRH information by a substantial number of young people
(30% collectively).

Use of SRH services by young people
Access to SRH services was defined as demonstration of health
seeking behaviour coupled by access or utilization of any of the fourteen
types of SRH services that encompass a comprehensive package of SRH
services. The graph below shows that less than half (43%) of 927 youth
reported to have ever accessed or utilized SRH services. It is worth
noting that this fraction is less than the percentage of sexually active
individuals in the study sample, such findings confirm that indeed SRH
services are underutilized by young people in Swaziland (Figure 3).

Association between source of information and access to SRH
services by young people
Table 3 show respondents’ major source of information cross
tabulated by whether they have ever accessed SRH services or not. It
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Accessed SRH services
Never accessed

Accessed

Mother

137 (25.8%)

39 (9.8%)

Father

40 (7.5%)

31 (7.8%)

Guardian

25 (4.7%)

21 (5.3%)

Relative

28 (5.3%)

22 (5.6%)

Siblings

48 (9.0%)

50 (12.6%)

Health professionals

10 (2.0%)

16 (4.0%)

Teacher

59 (11.1%)

23 (5.8%)

Pastors

12 (2.3%)

9 (2.3%)

Print media

16 (3.0%)

11 (2.8%)

Social networks

32 (6.0%)

27 (6.8%)

Electronic media

22 (4.1%)

16 (4.0%)

Peers

110 (20.7%)

123 (31.1%)

Total

531 (100.0%)

396 (100.0%)

Table 3: Association between source of SRH information and use of SRH services
among young people.
Major Source of Information

Sexual intercourse experience
Yes

No

Mother

40 (9.0%)

136 (28.2%)

Father

28 (6.3%)

43 (8.2%)

Guardian

14 (3.1)

32 (6.6%)

Relative

26 (5.8%)

24 (5.0%)

Siblings

61 (13.7%)

37 (7.7%)

Health professionals

13 (2.9%)

13 (2.7%)

Teacher

26 (5.8%)

56 (11.6%)

Pastors

5 (1.1%)

16 (3.3%)

Print media

17 (3.8%)

10 (2.1%)

Social networks

30 (6.7%)

29 (6.0%)

Electronic media

25 (5.6%)

13 (2.7%)

Peers

160 (36.0%)

73 (15.1%)

Total

445 (100.0%)

482 (100%)

Table 4: Association between source of information and sexual intercourse
experience among respondents.

was interesting to note that among young people who relied on mothers
for SRH information only (9.8% of 396) reported to have accessed such
services. On the other hand; youth who depended on peers for SRH
information reported to have accessed SRH services the most (31.1%
of 396) followed by those who relied on siblings for such information
(12.6% of 396).

the findings show that most females as opposed to males were likely
to access SRH services from hospitals 45 (11.4%) females vs. 31 (7.8%)
males, clinics 20 (5.1%) females’ vs. 9(2.3%) males and health centres 25
(6.3%) females vs. 18 (4.5%) males. Most males accessed such services
from shops 44 (11.1%) males’ vs. 28 (7.1%) females (Figure 4).

Types of SRH services utilized by respondents from their
SRH service providers
Figure 5 show that most respondents, about a quarter (25%)
accessed condoms from shops and pharmacies. Findings also show
that pharmacies are also mostly used by youth to access emergency
contraception tablets however, youth mostly rely on hospitals for
management of STI’s and on youth centers for SRH information, sports
and recreation services.

Socio-cultural factors determining uptake of SRH services
among young people
When youth were asked which sociocultural factors are more
influential towards their uptake of SRH services; they pointed out
family values to be the most powerful followed by peer influence then
teachers and health workers especially among females, as shown in
Figure 6 below.
The Structural Equation Modelling (LISREL 8, 7) was used to predict
the effect or weight of socio-cultural factors influencing access and use of
SRH services by young people. Interpersonal norms were the strongest
predictors of the uptake of SRH services among youth in Swaziland: effect
coefficient 0.43, p<0.01 of which the most influential among these were

SRH Service Providers for Young people
Female

Providers of sexual reproductive health services for young
people
It was quite alarming to discover that even though almost half of the
respondents had accessed different kinds of SRH services, most of them
accessed them from pharmacies 120 (30.3%), followed by hospitals and
shops at 76 (19.2%) and 72 (18.2%), respectively. The least preferred
SRH service providers were health centres and clinics. Furthermore,
J AIDS Clin Res, an open access journal
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28(7.1%)

Shops

44(11.1%)

Pharmacy

58(14.6%)

Hospital

31(7.8%)

Clinic

9(2.3%)

62(15.7%)

45(11.4%)

20(5.1%)

25(6.3%
18(4.5%)

Health Centre

Percentage

Association between source of SRH information and sexual
intercourse among respondents

Figure 4: SRH Service providers for young people.

60

54(13.6%)
46(11.6%)

50
Percentage

Table 4 shows association between major source of SRH information
and sexual activity among young people. About 30% of the 482 (virgin
youths) were youth who depended on their mothers for SRH of
information yet 15% of 482 (virgin youths) considered peers as their
major source of SRH information. It is evident that youth who relied
on peers and siblings for SRH information are less likely to be virgins
as opposed to those who relied on their mothers for such information.

Male

25(6.3%)
31(7.8%)

Youth centre
SRH Service Provider

Major Source of Information

40(10.1%)
35(8.8%)

40

33(8.3%)

30

25 (6.3%)
15

20
10
0

55

000

000

3

0

4 6
0

7 9
3 3

1210
00

20(5.1%)
14
9
8
6
5
4
4
33
00 2
0 2 000
00

SRH Service

Health Centre

Clinic

Hospital

Pharmacy

Shops

Youth centre

Figure 5: SRH services accessed by respondents from SRH service providers.
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the family norms (r=0.90) followed by peer norms (r=0.71). The second
strongest predictors of the utilization of SRH services among youth were
community norms and values: effect coefficient 0.19, p<0.05 amongst
which communal norms (r=0.80) were more persuasive than religious
norms (r=0.44). Individual norms were poor predictors of SRH service
utilization among youth: effect coefficient 0.01, p>0.05; condom attitudes
were more forceful than the efficacy of using condoms (r=61 and r=24,
respectively) within the individual level factors (Figure 7).

Socio-cultural facotrs

Socio-cultural Factors In�luencing SRH Acces by Youth

Health wokers
Influence from parents
Influence from teachers
Religion
Peer influence
Community expectation

Female

Male

53(5.7%)
15(1.6%)
24(2.6%)
17(1.8%)
47(5.1%)
56(6.0%)
16(1.7%)
11(1.2%)
24(2.6%)
33(3.6%)

111(12.0%)
156(16.8%)
204(22.0%)
160(17.3%)

Family values
Percentage

Figure 6: Socio-cultural factors influencing access to SRH services by
respondents.

Discussion
This study attempted to empirically fill the knowledge gap in
literature regarding determinants of SRH service uptake among the
youth in Swaziland. A clear understanding of these determinants is
crucial in developing and implementing appropriate interventions that
will promote and sustain effective uptake of SRH services among the
youth. Findings confirmed the continuance of risky sexual practices;
premarital sex and low condom use among Swazi youth. Such findings
are comparable to previous findings from nationwide behavioural
surveys in Swaziland, pointing out that a substantial number of the inschool youth are sexually active and yet barely use condoms, particularly
at first sex. This poses a serious concern, considering that these young
people are more vulnerable to STI’s and HIV due to possible abrasion
and tearing of their immature reproductive tracts, particularly on their
first sexual encounters.
The study observed that the effect of individual factors such as
personal characteristics, attitudes towards condom use, condom selfefficacy and SRHR awareness on uptake of SRH services by youth
were poor predictors of the utilization of SRH services among youth.
Previous literature has established that individual behaviour is mostly
influenced by societal norms in most African societies. Moreover,
according to adolescents and youth in Swaziland do not have adequate
information and accessibility to services which will enable them to

Figure 7: Structural equation modelling of socio-cultural factors influencing access of SRH services by young people.
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make informed decisions on their sexuality and reproductive health,
particularly HIV [15]. Young people engage in sexual activity at early
ages, and with limited knowledge of sexual and reproductive health
and rights, lack skills to negotiate safer sex, access appropriate health
commodities and exhibit poor health-seeking behaviour.
The influence of interpersonal factors were also studied in
relation to the utilization of ASRH services was also investigated and
what transpired from findings was that both family and peer norms
significantly increased the SRH service utilization likelihood among
youth. The positive impact of parents on adolescent sexual behaviour
is continuously being brought to the fore by numerous studies [16].
These findings highlight the need for parental programs designed to
empower parents, especially fathers on how to effectively monitor and
communicate to their children on sensitive issues such as condom
use. A recent systematic review of behavioural intervention studies
designed to improve parent’s ability to communicate with their children
found that compared to control groups, parents who participated in
interventions experienced significant improvements in the frequency,
quality, intentions, comfort and efficacy for communicating to their
adolescent children about sexual and reproductive health issues [3].
Community norms were found to significantly predict the
utilization of SRH services among youth in Swaziland; however
religious norms were not significant predictors of such behaviour. This
may be due to the close relationship between family and community
norms. Youth who perceived their parents as supportive towards
utilization of SRH services were likely to perceive the community as less
judgmental towards uptake of such services. Religion on the other hand
seemed not to be accommodative of SRH service utilization despite the
rate of teenage pregnancy in churches and communities at large. These
finding highlights the need to strengthen community based education
programs in-order ensure that harmful socio-cultural factors do not
hinder efforts designed to promote SRH service uptake among youth.

Conclusion and Recommendations
Given that, to date, there is limited empirical data supporting the
applicability of theory based models in Swaziland, this study provides
proof of the applicability of the Socio-Ecological Model (SEM) among
in-school youth and out of school youth within the age group 15 to
24 years. The study also advances theoretical research by presenting a
different approach of modeling the Socio-Ecological Model. The study
also provides support of the applicability of the SEM in predicting
factors determining utilization of SRH services among youth in a
Swazi context. Furthermore the findings revealed that family; peer and
community norms play a vital role in promoting utilization of SRH
services among youth.
Major findings were yielded by the study. First of all, the efficacy of
the Socio-Ecological Model among youth was supported by findings,
which shows that the model has utility for guiding interventions aimed
at promoting utilization of ASRH services. Secondly factors underlying
utilization of SRH services among Swazi youth were unveiled in this
study which means that, the fundamental goal of promoting utilization
of SRH services among youth lies in positively shaping family values,
Peer influence, community influence, attitudes towards condom use and
promoting SRHR awareness to favour uptake of SRH services among
youth aged 15 to 24 years. Therefore, this could be a guide in designing
effective, culturally sensitive youth programs which are specific to the
Swazi content. Current results persuade optimistic youth programs
determined to conquer HIV among the youth to integrate parental,
cultural and youth programs and not to exclusively focus on any of
J AIDS Clin Res, an open access journal
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them. The SEM model may ultimately contribute to the establishment
of policies to guide sexual behaviour intervention strategies among
Swazi youth.
Key recommendations for effective adolescents and youth Sexual
and Reproductive Health and Rights programming are below.

1. Parental involvement: this should involve the development of

a standardized training manual for parental education on SRH
issues. Parental involvement in the planning and execution of
youth program interventions and formation of parental support
programs is paramount if youth programs are to yield results.

2. Community involvement: Community mobile clinics are a
necessity in all communities to offer SRH services and coverage
of youth programs should be extended. Sustainability should
be ensured through availability and consistency. Formation
of youth SRH clubs in all communities which will go beyond
education but invent innovative activities that will groom
young people holistically.

3. Involvement of religious leaders and traditional authorities:

SRH education in churches based on agreed upon curriculum
with religious leaders as well as traditional authorities is
important, as well as the involvement of traditional authorities
in all community based adolescent and youth SRH interventions
should be done.

Limitations of the study
Regardless of the afore mentioned contributions, the study portrays
the following limitations; the causal direction between sociocultural
factors and the actual behaviour as lived by participants required more
stronger methodologies such as longitudinal study designs therefore it
could not be examined in this cross-sectional study. The sensate nature of
the topic may have led to the underreporting of youth sexual behaviour,
however given that, the questionnaire was anonymous, completed
independently in an interview, without prior consulting or discussing
questions respondents limited the likelihood to record inaccurate
information. Current findings may not be applicable to other groups of
young people such as the college and university students however; the
high response rate and sampling approach (stratified random sampling)
enhance generalizability of findings to a wider population range, given
that Swaziland is a homogenous country.
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