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Adolescent Sexual and Reproductive Health in Mbouda, Cameroon: A Study of Four Secondary Schools

Abstract
Background: Sexual and reproductive health (SRH) encompasses diverse areas such as contraception, sexuality education, maternal health, the prevention of sexually transmitted infections, and sexual violence. Adolescence, defined as the age group of 10 to 19 years, represents a critical period in which risky behaviours increase morbidity and mortality. Adolescent girls, in particular, face a much higher risk of maternal complications compared to women aged 20 to 24.
Objective: The study aimed to identify the factors influencing the sexual and reproductive health of adolescents in secondary schools in the city of Mbouda, Cameroon.
Methodology: A descriptive cross-sectional study with an analytical component was conducted among 1,087 adolescents from four secondary schools in the city of Mbouda using a structured questionnaire. The four schools were randomly selected: two public schools, one denominational private school, and one secular private school. The statistical tests applied included the chi-square test, binary logistic regression, and multiple logistic regression. Data were analysed using R software, with statistical significance set at p < 0.05.
Results: A total of 725 adolescents (66.7%) demonstrated insufficient knowledge of SRH, and only 25.9% had ever visited a health centre for sexual health concerns. The primary barrier to accessing SRH services was financial constraints (26.2%). Factors significantly associated with engaging in sexual activity included male gender (OR = 3.72; p < 0.001), living with extended family members (OR = 1.99; p < 0.001) or alone (OR = 4.09; p = 0.006), and discussing sexuality with parents (OR = 1.62; p = 0.003). Factors influencing contraceptive use included male gender (OR = 2.04; p = 0.015) and a history of abortion (OR = 4.79; p = 0.040).
Conclusion: Significant gaps remain in adolescent SRH knowledge and access to services. Strengthening multisectoral and participatory strategies is essential to ensure sustainable improvements in this field.
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 INTRODUCTION
“Sexual and reproductive health (SRH) is a broad field encompassing multiple disciplines that address sexuality education, maternal and child health, abortion, contraception, the prevention of sexually transmitted infections (STIs), and sexual violence, along with their impacts on health” [1]. “Adolescence, defined as the age group of 10 to 19 years, is a critical stage of life during which the adoption of risky behaviours contributes significantly to preventable morbidity and mortality in adulthood” [2]. “Adolescents face particular health risks, which may be detrimental not only for their immediate future but for the rest of their lives. High prevalence of HIV, teenage pregnancy and unsafe abortions are challenges faced by many countries, especially in Sub-Saharan Africa” (Botchwey et al., 2022). “Moreover, due to their developing bodies, adolescent girls face a maternal mortality risk that is five times higher than that of women aged 20 to 24 years” [3,4].
“According to the World Health Organisation (WHO), 40% of all new human immunodeficiency virus (HIV) infections in 2023 were reported among adolescents” [3]. “Sub-Saharan Africa and the Caribbean remain the most affected regions” [5]. “In low- and middle-income countries, the prevalence of HIV infection exceeds 15%, and acquired immunodeficiency syndrome (AIDS) may account for the deaths of about one-third of young people aged 15 years” [6]. “ In 2019 alone, an estimated 21 million girls aged 15 to 19 became pregnant, with approximately 50% of these pregnancies being unintended” (Coulson et al., 2023).
“Cameroon, like many countries in Sub-Saharan Africa, is not spared from this situation. In 2016, the United Nations Children’s Fund (UNICEF) estimated that more than 40,000 adolescents in Cameroon were living with HIV, while 19% of women aged 15 to 19 were infected with an STI” [7]. “In addition, contraceptive prevalence among adolescents and young people was only 15%, and unmet needs for family planning stood at 17% in 2011” [8]. “Similarly, the prevalence of teenage pregnancy was reported at 13% among girls aged 15 to 19 years” [9]. “These high figures, and their consequences for both present and future health, highlight why adolescent SRH remains a major public health priority. Studies have been conducted across Cameroon to reveal trends related to awareness of HIV. In Fako Division, secondary school students showed moderate awareness of HIV, yet harboured misconceptions and displayed mixed attitudes towards people living with HIV/AIDS (PLWHA), with limited condom use and low testing rates” (Ndim et al., 2025). 
Several studies conducted in Africa have examined the determinants of SRH among different groups of women. However, relatively few have explored the dynamics of these factors specifically among adolescents. This study, therefore, seeks to address these gaps by examining a broader range of factors influencing SRH among both male and female adolescents. Identifying these determinants will not only support efforts to safeguard adolescent health but will also contribute to the achievement of broader development goals, particularly the improvement of the status of women.
[bookmark: _Toc202261328]II. METHODOLOGY
1) Study Design
This was a descriptive cross-sectional study with an analytical component, conducted among adolescents from four secondary schools in the city of Mbouda, Cameroon. The descriptive component involved collecting data through a structured, face-to-face interviewer-administered questionnaire designed to assess adolescents’ knowledge of sexual and reproductive health (SRH) and to identify barriers to accessing SRH services. The analytical component used the same dataset to examine associations between dependent and independent variables.
2) Study Setting
The study was conducted in the municipality of Mbouda, which has an estimated population of 140,000 inhabitants distributed over an area of 437 km², corresponding to a density of approximately 320 inhabitants per km². The urban area where schools were selected is divided into 12 districts. The four participating institutions were: the Bilingual High School of Mbouda, the Technical High School of Mbouda, the Polyvalent College of Unity, and the Catholic College Aloys.
3) Duration and Study Period
The overall study spanned 10 months, from October 2024 to July 2025. Data collection was carried out over a four-month period, from March to June 2025.
4) Study Population
The target population comprised adolescents enrolled in the four selected secondary schools in Mbouda. For participants aged 18 to 19 years, informed consent was obtained directly. For those under 18 years, both prior parental consent and adolescent assent were required. Individuals older than 19 years and those with incomplete records were excluded from the study.
[bookmark: _Toc202261341]5) Sampling
A combination of stratified and cluster sampling was used.
For the selection of schools, an exhaustive list of all secondary institutions was established and stratified by type (public vs. private). Four schools were randomly selected: two public schools, one denominational private school, and one secular private school. These constituted the study clusters.
For the selection of classes, the number of students per class was set at 60. The total number of classes to be included was calculated as N/60 = 15. This number was then proportionally distributed among the selected schools based on the total student population obtained from each school administration. Within each school, classes were randomly selected. All students in the chosen classes who met the inclusion criteria were invited to participate.
The sample size was estimated using Lorenz’s formula:
n=Zα2⋅P(1−P)
d2
where p = 50% (the value providing the largest minimum sample size). With an anticipated response rate of 85%, the adjusted sample was calculated as:
n   = 384×100 ≈452
85
Considering the cluster effect (k = 2), the final sample size was:
n=452×2=904 adolescents 
6) Study Variables
· Dependent variables:
· Knowledge of SRH
· Sexual intercourse practice
· Contraceptive use
Knowledge of SRH was assessed across three domains:
· Knowledge of reproductive function (15 items)
· Knowledge of HIV and other STIs (10 items)
· Knowledge of contraception (15 items)
Responses were coded as Yes/No or True/False. Each correct answer scored 1 point, with a total possible score of 40. Knowledge levels were categorised as follows (adapted from ESSI and Njoya [10]):
· Poor knowledge: < 25% correct (<10/40)
· Insufficient knowledge: < 50% correct (<20/40)
· Average knowledge: < 70% correct (<28/40)
· Good knowledge: ≥ 70% correct (≥28/40)
Practice of sexual intercourse and contraceptive use were treated as binary variables (Yes/No).
· Independent variables: Sociodemographic characteristics, reproductive history, and variables related to access to family planning services.
[bookmark: _Toc202261343]7) Data Collection Tools and Procedures
Data were collected using a structured questionnaire adapted from the World Health Organisation’s illustrative questionnaire for youth interview surveys developed by John Celant. This tool has been validated in several low- and middle-income countries to assess the sexual and reproductive health needs of adolescents [11]. For this study, the instrument was modified to align with the specific objectives and the study setting.
Data were collected through face-to-face interviews with consenting students. For participants under 18 years of age, both parental consent and adolescent assent were obtained. For those aged 18–19 years, informed consent was obtained directly.
8) Data Analysis
Data were entered into a platform created with CSPro version 7.7, following the questionnaire layout, and subsequently exported to R software for analysis.
· Descriptive analysis: Frequencies, percentages, and measures of central tendency were used to summarise sociodemographic characteristics, SRH knowledge domains, and barriers to accessing SRH services.
· Bivariate analysis: Associations between dependent and independent variables were assessed using the chi-square test (χ²).
· Multivariate analysis: Logistic regression models were fitted to identify factors independently associated with the outcomes. Adjusted odds ratios (AORs) and 95% confidence intervals (CIs) were reported.
III. RESULTS

1) [bookmark: _Toc202261344]Sociodemographic and sexual characteristics of the population
1. Sociodemographic characteristics
Table 1 presents the distribution of sociodemographic characteristics of the participants.
[bookmark: _Ref202173888][bookmark: _Toc202258920]The most represented age group was 15-19 years, 791 (72.8%). Of the 1087 included in the study, 760 (69.9%) were female with a sex ratio of 0.43; 639 (59.3%) were in the second cycle, and 648 (59.6%) lived with both parents; 966 (88.9%) were of the Christian religion, and almost all participants were single.
Table 1: Sociodemographic characteristics
	Variable
	Number of people (N= 1,087)
	Percentage (%)

	Age
	
	

	15-19 years old
	791
	72.8

	10-14 years old
	296
	27.2

	Sex
	
	

	Female
	760
	69.9

	Male
	327
	30.1

	Level of study
	
	

	Second cycle
	639
	59.3

	First cycle
	438
	40.7

	  Religion
	
	

	Christian
	966
	88.9

	Traditional
	80
	7.4

	Muslim
	25
	2.3

	Atheist
	16
	1.5

	    Marital status
	
	

	Bachelor
	1,057
	97.2

	Bride)
	18
	1.7

	Family situation
	
	

	Lives with both parents
	648
	59.6

	Lives with other family members
	185
	17.0

	Lives alone
	30
	2.8



1. Sexual and reproductive characteristics
Table 2 presents the sexual and reproductive characteristics of the participants. Of the 1087 included, 317 (29.2%) had already had sexual intercourse. The mean age at first sexual intercourse was 15.8 (± 2.5) with extremes ranging from 8 to 19 years. Fifty-three people (4.9%) had already given birth, and the mean age at first pregnancy was 15.4 (± 3.1). Also, 227 adolescents (20.9%) had already used a contraceptive and 364 (33.5%) discussed sexuality, unwanted pregnancy or STD/HIV with their parents. Figure 1 shows the distribution of contraceptives used by adolescents.

[bookmark: _Ref202173930][bookmark: _Ref202173907][bookmark: _Toc202258921]Table 2 : Sexual and reproductive characteristics
	Variable
	Number of people (N = 1,087)
	Percentages (%)

	Has already had sexual intercourse
	
	

	Yes
	317
	29.2

	No
	770
	70.8

	Mean age at first intercourse (standard deviation)
Min-max
	15.8 (± 2.5)
8.0 - 19.0
	

	Yes
	53
	4.9

	No
	1034
	95.1

	Has ever had an abortion or taken a girl to do it
	
	

	Yes
	25
	2.3

	No
	1062
	97.7

	Using a contraceptive
	
	

	Yes
	227
	20.9

	No
	860
	79.1

	Parents discuss sexuality, unwanted pregnancies and STIs
	 
	

	Yes
	364
	33.5

	No
	723
	66.5



Figure 1: The most used contraceptives were the male condom 176 (76.5%)
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C. Adolescents’ Knowledge of Sexual and Reproductive Health
Table 3 shows that 792 adolescents (72.9%) stated that a girl can become pregnant as soon as her menstrual periods begin. A total of 935 (86.0%) and 895 (82.3%) identified unwanted pregnancies and sexually transmitted infections, respectively, as consequences of unprotected sex.
The majority of participants, 828 (76.2%), reported that giving birth before the age of 18 could result in maternal death. In addition, 644 (59.2%) acknowledged that a person with an STI may not always present symptoms. Similarly, 788 (72.5%) knew that sharing needles for drug use increases the risk of HIV infection, while 778 (71.6%) were aware that having multiple sexual partners increases the likelihood of contracting HIV. Furthermore, 751 (69.1%) reported that the risk of HIV infection can be reduced by using a condom.
Almost all adolescents, 1021 (93.9%), had already heard of contraception. The most commonly known method was the condom (941, 86.6%). The main reasons cited for contraceptive use were the prevention of unwanted pregnancies (763, 70.3%) and protection against sexually transmitted infections (568, 52.3%).
Overall, 725 adolescents (66.7%) demonstrated insufficient knowledge of SRH, while 278 (25.6%) had an average level of knowledge.
Table 3: Summary of adolescents' knowledge of sexual and reproductive health
	Categories
	Variables
	Staff
	Percentages (%)
	Details

	Knowledge about reproductive function
	When a girl can get pregnant
	792
	72.9%
	Know that pregnancy can occur as early as menstruation,

	
	As soon as pubic hair grows
	105
	9.7%
	Less than a small proportion know this information,

	
	Consequences of unprotected sex
	
	
	- Unwanted pregnancy: 86.0% 
- STI: 82.3% - Unsafe abortion: 59.3%

	
	Impact of pregnancy before 18
	828
	76.2%
	Know that this can lead to the death of the mother,

	
	Can a girl get pregnant from the first intercourse?
	593
	54.6%
	Less than half are aware of it,

	
	Impact on maternal education and health
	841
	77.4%
	Many are informed of the impacts on the mother's life,

	Knowledge about STIs

	Risks of catching an STI without symptoms
	644
	59.2%
	Nearly 60% know that an STI may not present symptoms,

	
	Using condoms to prevent HIV
	751
	69.1%
	More than 2/3 of adolescents know about prevention through condoms,

	
	Sharing drug needles increases HIV risk
	788
	72.5%
	High level of knowledge about the risks associated with drug use,

	
	Do condoms provide 100% protection against HIV?
	339
	31.2%
	Many overestimate the absolute effectiveness of condoms,

	family planning

	Knowledge of contraception
	1021
	93.9%
	High awareness of contraception,

	
	Most popular contraceptive methods
	
	
	- Condom : 86.6% 
- Abstinence: 72.6% - Pill: 53.5%

	
	Reasons for using contraceptives
	
	
	- Prevent unwanted pregnancies: 70.3% 
- Prevent STIs: 52.3%

	
	Places where contraceptives are purchased
	
	
	- Hospital : 80.5% 
- Pharmacy : 73.3% 
- School: 11.0%

	Global knowledge
	Level of knowledge global
	
	
	Insufficient knowledge : 66.7% 
- Average : 25.6% 
- Good: 0.5%




2) Obstacles to Accessing Sexual and Reproductive Health Services
Table 4 presents the barriers to accessing sexual and reproductive health services. Among the 1,087 adolescents surveyed, 282 (25.9%) reported having visited a health centre for sexual health issues. The main barriers identified were financial constraints (284, 26.2%), lack of information (246, 22.6%), and distance from health facilities (206, 19.0%).
Table 4: Barriers to accessing sexual and reproductive health services
	Variable
	Number (N = 1,087)
	Percentage (%)

	Have already visited a sexual health centre
	
	

	Yes
	282
	25.9

	No
	805
	74.1

	obstacles encountered in accessing SSR
	
	

	finance
	284
	26.2

	distance
	206
	19.0

	cultural
	78
	7.2

	Lack of information
	246
	22.6

	staff attitude
	202
	18.6

	unsuitable hours
	105
	9.7


2) Factors Associated with Sexual and Reproductive Health
a) Factors Associated with Knowledge of Sexual and Reproductive Health
As shown in Table 5, living alone emerged as a protective factor associated with adolescents’ knowledge of SRH (OR = 0.46; p = 0.043). Belonging to the 10–14 age group was identified as a potential risk factor for poor knowledge; however, this association was not statistically significant (OR = 1.16; p = 0.347). Similarly, gender (OR = 0.80; p = 0.137) and level of education (OR = 0.82; p = 0.152) were not significantly associated with adolescents’ knowledge of sexuality.
Table 5: Distribution of adolescents according to their socio-demographic characteristics and their knowledge of sexual and reproductive health
	 
	Knowledge
	

	Variable
	bad  
N = 804
	good  
N = 283
	GOLD 2
	95% CI 2
	p -value

	Age
	
	
	
	
	

	15-19 years old
	579 (73.2)
	212 (26.8)
	Ref
	Ref
	

	10-14 years old
	225 (76.0)
	71 (24.0)
	1.16
	0.85, 1.59
	0.347

	Sex
	
	
	
	
	

	Female
	572 (75.3)
	188 (24.7)
	Ref
	Ref
	

	Male
	232 (70.9)
	95 (29.1)
	0.80
	0.60, 1.08
	0.137

	Level of study
	
	
	
	
	

	Second cycle
	483 (75.6)
	156 (24.4)
	Ref
	Ref
	

	First cycle
	314 (71.7)
	124 (28.3)
	0.82
	0.62, 1.08
	0.152

	Family situation
	
	
	
	
	

	Lives with both parents
	496 (76.5)
	152 (23.5)
	Ref
	Ref
	

	Lives with one parent
	160 (71.4)
	64 (28.6)
	0.77
	0.55, 1.08
	0.127

	Lives with other family members
	130 (70.3)
	55 (29.7)
	0.72
	0.51, 1.05
	0.082

	Lives alone
	18 (60.0)
	12 (40.0)
	0.46
	0.22, 1.00
	0.043


Ref: reference value

a) Factors associated with sexual intercourse practices
Factors favouring the practice of sexual relations were male sex (OR = 3.72; p < 0.001), living with another family member (OR = 1.99; p < 0.001) or alone (OR = 4.09; p = 0.006) and discussion with parents about sexuality (OR = 1.62; p = 0.003). Thus, boys and those living alone had respectively 3 and 4 times more risk of being sexually active than others.
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Table 6: Multivariate analysis of sexual relations practice
	Variable
	GOLD 1
	95% CI
	p -value

	 age 
	
	
	

	15-19 years old
	Ref
	Ref
	

	10-14 years old
	0.52
	0.31, 0.84
	0.009

	Sex
	
	
	

	Female
	Ref
	Ref
	

	Male
	3.72
	2.66, 5.23
	<0.001

	Level of study
	
	
	

	Second cycle
	Ref
	Ref
	

	First cycle
	0.39
	0.26, 0.59
	<0.001

	Family situation
	
	
	

	Lives with both parents
	Ref
	Ref
	

	Lives with one parent
	1.16
	0.78, 1.71
	0.458

	Lives with other family members
	1.99
	1.34, 2.96
	<0.001

	Lives alone
	4.09
	1.52, 11.7
	0.006

	Discussions with one of your parents about sexuality, unwanted pregnancies , STIs
	

	No
	Ref
	Ref
	

	Yes
	1.62
	1.17, 2.24
	0.003



b) Factors associated with contraceptive use
Factors favouring the use of contraceptives were male sex (OR = 2.04; p = 0.015) and history of abortion (OR = 4.79; p = 0.040). Thus, boys and girls who had experienced abortion were 2 and 4 times more likely to use contraceptives than others.
[bookmark: _Toc202258931]





Table 7: Multivariate analysis of contraceptive use
	Variable
	GOLD 1
	95% CI 1
	p -value

	Age
	
	
	

	15-19 years old
	Ref
	Ref
	

	10-14 years old
	0.32
	0.14, 0.71
	0.005

	Sex
	
	
	

	Female
	Ref
	Ref
	

	Male
	2.04
	1.16, 3.68
	0.015

	Have already had an abortion
	
	
	

	No
	Ref
	Ref
	

	Yes
	4.79
	1.32, 30.9
	0.040

	Discussions with one of your parents about sexuality, unwanted pregnancies, STDs

	No
	Ref
	Ref
	

	Yes
	1.02
	0.75, 1.38
	0.917


Ref: reference value















· [bookmark: _Toc202261354]IV. DISCUSSION
This study aimed to determine the factors influencing the sexual and reproductive health (SRH) of adolescents in the city of Mbouda. Out of a total of 1,200 students enrolled across all classes in four secondary schools, 37 were not included, and 76 were excluded. Thus, 1,087 students from different classes met the study criteria.
Socio-demographic, Sexual, and Reproductive Characteristics
Among the 1,087 participants, 317 (29.2%) had previously engaged in sexual intercourse, and 227 (20.9%) had used a contraceptive method, with the condom being the most commonly used. These rates are lower than those reported in Guinea by Dramé et al. (2023), who found that 66.7% were sexually active and 24% used contraceptives [12]. This difference may be explained by the inclusion of older students aged 20–24 in their study, who are typically more sexually active, whereas our study focused on adolescents aged up to 19 years. The mean age at first sexual intercourse in our study was 15.8 ± 2.5 years, ranging from 8 to 19 years, similar to findings in Vietnam by Nguyen et al. (2024), who reported a mean age of 15.6 years for boys and 15.8 years for girls [13]. The similarity may reflect the increasing prevalence of early sexual activity among adolescents due to globalisation, social media, and changing cultural norms.
Adolescents’ Knowledge of Sexual and Reproductive Health
Regarding knowledge of reproductive function, 58.5% of participants demonstrated good knowledge, while 41.5% had poor knowledge. In comparison, Fubama et al. (2022) reported that 63.1% of participants in Cameroon had poor knowledge of reproductive functions [14]. The higher knowledge in our study may be attributed to the increased access to digital technology and the Internet, which facilitates the dissemination of information.
Regarding knowledge of sexually transmitted infections, 53.5% of participants demonstrated good knowledge of HIV/AIDS, compared to 46.5% with poor knowledge. These results are higher than previous studies in Cameroon and Nigeria, which reported 44.7% and 48.55% of participants with good knowledge, respectively [14,15]. This improvement may be due to intensified governmental and non-governmental awareness campaigns in recent years.
Almost all adolescents (1,021; 93.9%) had heard of contraception, with the male condom being the most well-known method (941; 86.6%). These findings align with studies in Mali by Diarra et al. (2021) and in Cameroon by Meka et al. (2024), which reported that 97.4% and 99.1% of female students were aware of contraception and identified the male condom as the most recognised method [16,17]. The widespread awareness of condoms is likely due to extensive HIV/AIDS prevention campaigns. The main reasons for contraceptive use were the prevention of unwanted pregnancies (763; 70.3%) and protection against sexually transmitted infections (568; 52.3%). Similar findings were reported in Guinea by Dramé et al. (2023) and in Congo by Matungulu et al. (2015), where condoms were the most used contraceptive and health facilities were the primary source of supply [12,18].
Barriers to Accessing Sexual and Reproductive Health Services
Among the 1,087 adolescents, only 282 (25.9%) had visited a health centre for sexual health issues, a lower proportion compared to 51% reported by Meka et al. and 32.6% by Abiodun et al. (2016) [15,17]. The low uptake may be due to limited clinic hours coinciding with school schedules and persistent stigma surrounding adolescent sexuality. The main barriers identified were financial constraints (284; 26.2%), lack of information (246; 22.6%), and distance from health facilities (206; 19.0%). These findings are consistent with Meka et al. (2024) in Cameroon and Abiodun et al. (2016) in Nigeria, who reported similar barriers, including economic constraints, geographic accessibility, lack of confidentiality, and low awareness [15,17]. Addressing these barriers through targeted awareness campaigns is essential to improving access to SRH services.
Factors Associated with Sexual and Reproductive Health
a) Knowledge of Sexual and Reproductive Health
Among the variables studied (Table 6), living alone emerged as a protective factor (OR = 0.46; p = 0.043). Adolescents aged 10–14 years were at higher risk of poor knowledge, though this association was not statistically significant (OR = 1.16; p = 0.347). Gender was not significantly associated with knowledge (OR = 0.80; p = 0.137). However, studies in Vietnam and Nigeria have shown that girls tend to have higher knowledge levels regarding SRH and contraceptive methods compared to boys [13,19], possibly because girls are more likely to actively seek information [20].
b) Sexual Intercourse Practices
Boys were 3.72 times more likely than girls to be sexually active (OR = 3.72; p < 0.001), consistent with findings in Burkina Faso by Guiella et al. (2006) [21]. This difference may reflect distinct peer pressures, where boys are socially rewarded for sexual conquests while girls may fear social judgment.
Living with other family members (OR = 1.99; p < 0.001) or alone (OR = 4.09; p = 0.006) increased the likelihood of sexual activity compared to living with biological parents. Similarly, Todem et al. in Cameroon reported that adolescents living with their parents had a lower probability (25%) of engaging in premarital sex compared to those living elsewhere (36%) [22]. This may be explained by greater parental supervision and reduced emotional vulnerability.
Interestingly, discussion of sexuality with parents was associated with increased sexual activity (OR = 1.89; p < 0.001), echoing findings by Todem Djijou et al. (OR = 1.71; 95% CI = 1.03–2.99) [22]. This contrasts with conventional literature advocating parent-child discussions to reduce risky behaviour. It may reflect a scenario where adolescents behave responsibly at home but engage in risky practices outside, as reported by Ahuie et al. (2016) in the Ivory Coast [24].
c) Contraceptive Use
Boys were twice as likely to use contraceptives as girls (OR = 2.04; p = 0.015). Adolescents who had experienced abortion were four times more likely to use contraceptives than those who had not (OR = 4.79; p = 0.040), consistent with studies in Benin and Cameroon [17,25]. These findings suggest that prior exposure to reproductive health risks increases contraceptive uptake. Similarly, in Nigeria, being male was associated with higher contraceptive use, likely due to heightened awareness of unwanted pregnancy risks [15].
Conclusion
Despite progress, gaps remain in adolescents’ SRH knowledge and access. Addressing these gaps requires multi-sectoral and participatory strategies involving health, education, civil society, youth organisations, and media to achieve sustainable improvements. Some questions addressed sensitive topics related to students’ private lives and may have been subject to response bias.
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