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Abstract

Background: Children under 18 years old constituted more than half (52%) of the refugee population in 2017.
Adolescent Sexual and reproductive health is an essential component of primary health care. Yet, not every refugee
adolescent is able to access sexual and reproductive health services.

Methods: Using quantitative data from 356 refugee adolescents and qualitative data (17 in-depth interviews and
nine key informant interviews), we examine refugee adolescent sexual behaviour in Bidibidi settlement—the largest
refugee settlement in Uganda using a binary logistic regression model.

Results: The results show that 25% of refugee adolescents in Bidibidi refugee settlement had ever had sex. After
controlling for all factors, results show that refugee adolescents aged 16-18 years (OR = 3.47; 95% Cl = 1.09-10.94),
males (OR = 17.59; 95% Cl = 4.48-69.07), not in school (OR = 14.57; 95% Cl = 2.20-96.35) were more likely to
engage in sexual behaviour than their counterparts. Refugee adolescents who do not agree that a girl cannot get
pregnant if she has sex while standing up (knowledge about getting pregnant) were significantly less associated with
sexual behaviour (OR = 0.30; 95% Cl = 0.10-0.85).

Conclusions: Results from this study show that keeping refugee adolescents in school and providing sexual and
reproductive health information are likely to delay refugee adolescents'engagement in sexual behaviour. Therefore,
there is need to promote keeping refugee adolescents in school in order to improve sexual and reproductive health
of adolescent refugees living in low-income countries such as Uganda.

Plain language summary

Sexual and reproductive health is an essential component of primary health care. Limited access to sexual and
reproductive health (SRH) services for adolescent refugees particularly in low income countries can affect their repro-
ductive health. Similarly, limited knowledge of the determinants of sexual behaviour of adolescent refugees in low
income countries puts them at risk of SRH challenges.

This study uses quantitative data from 356 adolescent refugees and qualitative (17 in-depth interviews with adoles-
cent refugees and nine key informant interviews with service providers) to examine the factors that influence the
sexual behaviour of adolescent refugees in Bidibidi refugee settlement.
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as Uganda.

The findings show that older age, male sex, not being in school and having knowledge of getting pregnant were
associated with sexual behaviour among adolescent refugees in Bidibidi refugee settlement in Uganda.

There is need to promote keeping refugee adolescents in school and providing them with relevant SRH information
to contribute to improving sexual and reproductive health of adolescent refugees living in low-income countries such
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Introduction

During 2019, an estimated 11.0 million people were
newly displaced [1]. Globally, adolescents form a sub-
stantial proportion of the most vulnerable population in
refugee situations [2, 3]. In 2017, children under 18 years
old constituted more than half (52%) of the refugee popu-
lation [3]. We define adolescence as the period between
10 and 19 years of age [4] or a period between child-
hood and adulthood [5]. This period involves a process
of growing to maturity and is characterised with physi-
cal, cognitive, behavioural and psychosocial changes [6].
Sometimes adolescents become autonomous which leads
to increased decision making some of which could be
risky [7, 8]. For instance, some adolescents start having
sex and experimenting with substances such as alcohol,
tobacco or drugs [9]. Others start having sex as a result
of exposure to pornographic material [10, 11] or due to
coercion [12]. Adolescents are categorised as a vulnerable
group particularly to sexual violence that result into unin-
tended pregnancy, school dropouts, unsafe abortions and
STIs, including HIV [4, 13-15]. According to the Inter-
Agency Working Group for Reproductive Health in Cri-
ses (IAWG), 1.2 million adolescents die annually because
of complications from pregnancy/ birth—around the
world and two-thirds of these deaths occur in the least
developed countries in Africa and Southeast Asia [3].
This is due to inadequate or lack of sexual and reproduc-
tive health information and services. Under international
law, adolescents have rights through the Convention on
the Rights of the Child (CRC) until they reach 18 years
of age. Examples of rights protected in the CRC include
rights to health, life, education and information, protec-
tion from sexual exploitation, the right to be free from
discrimination, violence and harmful practices.

Sexual and reproductive health is an essential compo-
nent of primary health care. Sexual and Reproductive
Health (SRH) rights include the right to have access to
sexual and reproductive health care and information and
autonomy in sexual and reproductive decision-making
[6]. This involves voluntary, informed, and affordable
family planning services; pre-natal care, safe motherhood
services, assisted childbirth from a trained attendant,
prevention and treatment of sexually transmitted infec-
tions (STIs), including HIV and AIDS and cervical cancer,

prevention and treatment of violence against women and
girls, safe and accessible post-abortion care and sexual
health information, education, and counselling [6]. How-
ever, not every adolescent is able to access these services.
For instance, adolescents in low income settings face
restricted access to SRH information and services, inad-
equate nutrition, and limited access to healthcare which
impacts their welfare [3]. Even when adolescent SRH
services are available, it is not automatic that adolescents
benefit from these [5]. For instance, it is not obvious that
service providers are aware of adolescents’ specific needs.

In humanitarian settings, adolescent sexual and
reproductive health (ASRH) needs are either ignored
or neglected [3]. Uganda hosts the third-largest refu-
gee population in the world, and the largest in Africa
[16-18]. By May 2020 Uganda was host to an estimated
1.4 million refugees and asylum seekers [19]. These are
largely hosted in the West Nile (in Moyo, Adjumani,
Yumbe and Arua districts), Northern (Lamwo district)
and Western (Isingiro, Kikube, Kiryandongo districts)
regions of the country [16]. The majority of refugees
in Uganda are from South Sudan and the Democratic
Republic of Congo [20]. The majority of the refugees (82
percent) are women and children [21]. Humanitarian set-
tings in Uganda are associated with high prevalence of
gender based violence (GBV) which is a risk factor for
poor ASRH outcomes [22]. In Uganda, ASRH services
such as HIV and AIDS, and contraceptive use are often
neglected. Moreover, access and availability to ASRH is
limited due to social and structural factors and over-bur-
dened health systems within humanitarian settlements
[23]. For example in Nakivale refugee settlement, refugee
adolescents are reported to engage in early sexual inter-
course in exchange for money [18, 24, 25].

Refugee adolescent refugees face added challenges due
to displacement, stigma and discrimination [26]. The
SRH needs of adolescent refugees are exacerbated by
disruption of family and social structures, gender imbal-
ances between men and women, violence and poverty
and its effects such as psychological disorders and men-
tal health needs [3]. These result in higher risks of sexual
abuse, exploitation and violence, and cause transmission
of sexually transmitted infections and/or unwanted preg-
nancies, unsafe abortions and early marriage [3, 27-29].
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Research also indicates that adolescent refugee girls are
at increased risk of death from pregnancy and childbirth
complications [3]. On the other hand, adolescent boys
especially the unaccompanied, face vulnerabilities such as
sexual abuse, exploitation, violence, aggressive and risky
behaviours (such as alcohol and drug use) [3]. Despite the
marked difference in SRH by gender, most studies tend to
focus more on girls than boys [30]. This study examined
adolescents’ sexual behaviour in Bidibidi settlement in
Uganda. It is important to understand the SRH situation
of refugee adolescents to develop a plan that responds to
their specific needs especially in countries with limited
resources to tackle all needs at once.

Adolescent sexual and reproductive health (ASRH)

The United Nations Commissioner for Refugees
(UNHCR) considers ASRH as a state of complete physi-
cal, mental and social well-being, not merely the absence
of disease and infirmity, in all matters relating to the
reproductive system and to its functions and processes
specifically applied to adolescents [4]. On the other
hand, sexuality comprises of sex, gender identities and
roles, sexual orientation, eroticism, pleasure, intimacy
and reproduction [4]. These are expressed or experi-
enced differently depending on biological, psychological,
social, economic, political, cultural, ethical, legal, histori-
cal, religious and spiritual factors [4]. Adolescents need
comprehensive SRH services to productively transit from
childhood to adulthood. In most situations this is not
realised due to a lack of proper guidance from adult role
models, existing social norms and structures and com-
munity influences which might be restrictive [31]. Gener-
ally, adolescents face challenges in accessing RH services
for instance individual barriers (such as shame, anxiety
about RH, lack of awareness about available services and
poor health seeking behaviours); socio-cultural barriers
(such as prescriptive social norms, stigma surrounding
sexually active adolescents, cultural barriers, illiteracy
and poor attitude of service providers); and structural
barriers (such as long distances to health facilities, lack
of health facilities and medical products, inconvenient
hours of operation, long queues and lack of confidential-
ity). These are worsened for those in refugee situations.
Sometimes, it is common to overly focus on the needs of
girls and neglect boys. However, adolescent boys need
to be empowered and catered to improve the situation
of girls. Moreover, adolescent boys are more likely than
adolescent girls to have had sex [32]. For instance, it is
stated that boys face high rates of STI, HIV and AIDS,
and therefore provision of sexual health information to
them lowers high-risk sexual behaviour [5]. UNFPA and
Save the children recommend the Minimum Initial Ser-
vice Package (MISP) as an effective tool for providing
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acceptable and inclusive RH services in humanitarian
situations [5]. According to MISP, SRH interventions
must prioritise prevention and management of the con-
sequences of sexual violence, avert excess new-born and
maternal morbidity and mortality, reduce HIV transmis-
sion, must be coordinated and comprehensive [33]. Ado-
lescents in humanitarian settings are at a higher risk of
experiencing gender-based violence (GBV), STIs, mental
stress, sexual coercion, rape, forced prostitution, human
trafficking than adolescents in development settings [5].
Such conditions make refugee adolescents more vulner-
able to engage in sexual behaviour in an environment
where they may not have access to ASRH services. While
these conditions are common in humanitarian settings,
the risk factor profile of refugee adolescents and how
these are likely to affect their sexual behaviour is not
adequately researched. Similarly, refugee adolescents are
not a homogenous group and refugee settlements are
dynamic—warranting continuous research and assess-
ment. Therefore, this paper seeks to answer the following
research question: how do socio-economic, demographic
and SRH knowledge factors influence adolescent sex-
ual behaviour in a humanitarian setting? While several
studies on ASRH behaviour have been undertaken in
development settings, few studies have explored ASRH
behaviour in humanitarian settings in low-income coun-
tries such as Uganda [34—36]. We draw on Bidibidi refu-
gee settlement—the second largest refugee settlement in
the world—to fill this gap by examining the socio-eco-
nomic, demographic and SRH knowledge factors that are
associated with sexual behaviour. Findings from the study
can help to identify the risk factor profiles of adolescents
and inform the design of interventions that are sensitive
to peculiar characteristics, needs and context of refugee
adolescents in humanitarian settings. This study contrib-
utes to furthering understanding of the risk factors that
are likely to make adolescents living in humanitarian set-
tings susceptible to engaging in sexual behaviour that
may affect their ASRH outcomes.

Material and methods

Study setting

Bidibidi Refugee Settlement is located in the West Nile
Area of Uganda — part of the greater northern Uganda
region (see Fig. 1). The settlement is home to over
270,000 South Sudanese refugees and it is the second
largest refugee settlement in the world. This settlement
was opened in mid-2016 to cope with a high influx of
South Sudanese refugees fleeing from the violent conflict
in South Sudan. Refugees in Bidibidi settlement largely
depend on subsistence agriculture and support from
UNHCR and World Food Programme for their survival
and livelihood [37].
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Source of data and sample size

The data used in this paper come from a cross-sectional
survey (SRH needs assessment survey 2020) that col-
lected quantitative and qualitative data from Bidibidi
refugee settlement in Yumbe district, Uganda. The study
site was chosen for inclusion in the study because it is
the largest refugee settlement in Uganda. The Quanti-
tative survey collected information from 356 refugee
adolescents.

A qualitative approach was used to conduct in-depth
and semi-structured interviews. In-depth interviews
(IDIs) were used to collect information from adolescent
refugees (boys and girls). Key-informant interviews were
used to collect information from key stakeholders such
as representatives from the Office of the Prime Minis-
ter (OPM), Non-Governmental Organisations (NGOs),
health facilities, local leaders, volunteers and village
health team (VHT) members. In total, the study con-
ducted 17 in-depth interviews (6 boys and 11 girls), and
nine key informant interviews (KIIs).

Data collection and ethical clearance

Data collection was conducted by a team of well-trained
research assistants using the Computer Assisted Personal
Interviewing (CAPI) technology. With the use of CAPI,
information collected was accessed in real time. Train-
ing of research assistants was carried out for three days.
Prior to the main data collection exercise, a pre-test was
also conducted in June 2020 to test the suitability of the
instrument, and comments arising from the pre-test were
incorporated in the revision of the final questionnaire.
The main data collection exercise took place in June—July
2020 immediately after the pre-test.

Participants for the in-depth and semi-structured
interviews were interviewed separately, and responses
were recorded with an audio recorder with permission
from the participant. Given the context of COVID-19,
interviews were conducted in cognisant of the Standard
Operating Procedures (SOPs), and in some instances,
interviewers conducted phone-based interviews con-
sidering the ethical guidelines provided by the World
Health Organisation (WHO) to adhere to while conduct-
ing research during COVID-19, to ensure no harm to the
participants. Ethical clearance to conduct the study was
granted by the Makerere University School of Social Sci-
ences Institutional Review Board and the Research Ethics
Committee at the University of Edinburgh. Respondents
were assured of their safety, privacy and confidentiality.
All participants who were 18 years and above had to con-
sent to participate in the study. We involved parents and
caretakers for permission to involve their adolescents in
the study and upon being granted permission, assent was
obtained from adolescents below the age of 18 years.
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Study sampling

Cluster sampling technique was used to select three
blocks to be included in the study. Three blocks were
selected from each block to give a total of nine blocks.
A list of all households in each block with adolescents in
the age group 13-18 years was developed. Simple ran-
dom sampling was then used to select respondents for
interview from each block.

Purposive sampling—a non-probability sampling tech-
nique was used to select participants to answer quali-
tative questions. This was done in order collect rich
information and knowledge about the subject area [38].
Participants were identified with the help of the Refu-
gee Welfare Council 1 (RWC1). During the recruitment
of adolescents, participants were purposively selected to
include the following categories: young and older ado-
lescents, in school and out of school, married but still in
school, married and out of school, unmarried and out of
school, unmarried but still in school, pregnant female
adolescents and those who have ever given birth, and
adolescent single mothers. This information provided a
diverse sample to allow depth and breadth in analysis.

Measurement of variables

Dependent variable

We used the question on ever had sex to measure sex-
ual activity of adolescents [39-41]. In this paper, sexual
activity means any form of self-reported engagement in
sexual intercourse [42]. Adolescents were asked if they
have ever had sexual intercourse. The dependent variable
is a binary variable because responses to the question
were either Yes or No.

Independent variables

Background characteristics of respondents included age
which was collected in single years with the minimum
being 13 years and maximum 18 years. We created two
age groups 13—-15 and 1618 years. Duration of stay was
categorised into two groups: 1-3 years and 4-9 years. All
respondents in the study originate from South Sudan.
Education attainment is either no education, primary
or secondary. Religion was categorised into five groups:
Muslim, Catholic, Anglican, Pentecostal, and Other reli-
gions. Respondents were either married or unmarried.
Current school status was binary: Yes or No.

Questions about SRH knowledge included: can a per-
son get STIs without having sex, knowledge of modern
contraception. A response to each of the questions was
either “Yes’ or ‘No’ Respondents were also asked to men-
tion a type of contraception they think is the most suit-
able for young people. Adolescents were asked to state
whether they have ever visited a health facility for sexual
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and reproductive health services. Response to this ques-
tion was either “Yes’ or ‘No!

Data analysis

Quantitative data analysis was performed using the Stata
software version 15 [43]. The distribution of adolescents’
characteristics was presented at the univariate level of
analysis. A Pearson-chi-square test was computed to
test the association between selected adolescents’ char-
acteristics and ever had sex. A binary logistic regression
model was fitted (because the outcome variable is binary)
to examine the correlates of ever had sex among adoles-
cents in a refugee setting. Model 1 controlled for only the
socio-economic and demographic factors. Model 2 con-
trolled for only sexual and reproductive health knowl-
edge variables and Model 3 controlled for all variables
considered in the study. Only variables that were signifi-
cant at the bivariate level of analysis were included in the
model.

The analysis of qualitative data started during fieldwork
to identify emerging themes [44]. Qualitative data were
first transcribed from the local language, and then trans-
lated into English. Thematic analysis was then used to
analyse the transcripts. Qualitative data were organised
into codes, categories, themes and sub-themes relating to
socio-economic, demographic, SRH knowledge factors,
and context-specific experiences that are perceived to
affect refugee adolescent sexual behaviour in a humani-
tarian setting [45]. Selected quotes from participants
that rhyme with the key themes and sub-themes were
extracted and included in the results.

Results

Socio-economic and demographic characteristics

of refugee adolescents in Bidibidi settlement

The distribution of respondents’ characteristics is shown
in Table 1. The results show that the majority were in the
age group 13-15 years (60%) and 65% of the respond-
ents were female. About 60% of adolescent refugees had
stayed in Uganda for 4-9 years. Most adolescents had
primary or no education (81%), unmarried (95%) and
were currently in school (90%).

Sexual and reproductive health knowledge of refugee
adolescents in Bidibidi settlement

Table 2 provides information about sexual knowledge of
adolescents. Most adolescents agreed that a woman can
get sexually transmitted diseases without sexual inter-
course (61%). Most adolescents (65%) knew of contracep-
tion, for instance one of the adolescents said,

I know the one that is injected for five years, the one
injected for three months—after every three months
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Table 1 Distribution of adolescents by socio-economic and
demographic characteristics, SRH needs assessment survey 2020

Background characteristics Number Percent
Respondent’s age

13-15 214 60.1
16-18 142 399
Sex

Female 230 64.6
Male 126 354
Duration of stay in Uganda

1-3 years 145 40.7
4-9 years 211 59.3
Education attainment

No education or primary 290 815
Secondary 66 18.5
Religion

Other 5 14
Muslim 13 3.6
Catholic 178 500
Anglican 74 20.8
Pentecostal 86 242
Current marital status

Married 17 48
Unmarried 339 952
Currently in school

Yes 319 89.6
No 37 104
Total 356 100

Table 2 Sexual and reproductive health knowledge, SRH needs
assessment survey 2020

Sexual and reproductive health knowledge Number Percent
Can one get an STl without sex

Yes 218 61.2
No 138 388
Know of contraception

Yes 230 64.6
No 126 354
Contraceptive method most suitable for young people

Hormonal (Pill/injectable) 20 88
Barrier (condom) 185 81.5
Traditional (abstinence/withdrawal) 22 9.7

Ever visited a health facility for sexual and reproductive health services

Yes 57 16.0
No 299 84.0
Total 356 100

Three refugee adolescents who knew of contraception did not state the
contraceptive method that is most suitable for young people
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you go to the facility, I also know about condoms
[and]there is one given for 10 years (Ruth, 16-year
old)

However, the condom was mentioned by adolescents to
be the most suitable (81%) method for adolescents dur-
ing sexual intercourse. Finally, most adolescents (84%)
had never visited any health facility for sexual and repro-
ductive services. This was also revealed by some adoles-
cents when asked about availability of community places
for young people to learn about their bodies, sex, sexu-
ally transmitted infections, contraception, abortion and
unplanned pregnancies. They said,

No, it is not there, but I have heard about it that
such services are there at the hospital but I have
never gone there (Hildah, 13-year-old).

For me, I have never gone there (hospital) but one
day my wife went there (Simon 18-year-old)

I have never gone for contraceptives at the health
facility (Ruth, 16-year-old)

Associations between socio-economic and demographic
factors and ever had sex among adolescent refugees

in Bidibidi settlement

Table 3 shows bivariate relationships of selected back-
ground factors of adolescents and ever had sex. The
results show that 25% of refugee adolescents in Bidibidi
refugee settlement had ever had sex. The results show a
significant association between age of the adolescents,
sex, education attainment, marital status and current
school status. The results show that most respondents
(75%) reported not to have ever had sexual intercourse.
Table 3 shows that 38% of adolescents in the age group
16-18 years, 51% of males, 23% of adolescents with pri-
mary or no education, and 54% of those who were not
in school had ever had sex. Results in Table 3 show that
refugee adolescents that were married have never had
sex. This could be due to separation from the spouse in
the process of fleeing from violent conflict. Similarly,
marriage in most African settings is a process where con-
summation of marriage may take a while from the time of
commencing the marriage process [46—48]. In this case,
couples may regard themselves as married even though
they are not engaging in sexual intercourse.

Associations between sexual and reproductive health
knowledge and ever had sex among adolescent refugees

in Bidibidi settlement

Table 4 shows that all the variables considered were sig-
nificantly associated with ever had sex apart from type of
contraceptive method that is suitable for young people.
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Table 3 Background factors and ever had sex among
adolescent refugees, SRH needs assessment survey 2020

Background characteristics Ever had sex  Chi-square (P-value)

Yes No

Age 20.320 (0.000)
13-15 16.8 83.2

16-18 380 62.0

Sex 67.202 (0.000)
Female 1.3 88.7

Male 50.8 492

Duration of stay in Uganda 0.007 (0.932)
1-3 years 255 745

4-9 years 25.1 74.9

Education attainment 3.926 (0.048)
No education/primary 23.1 769

Secondary 348 65.1

Religion 5.927 (0.205)
Other 60.0 40.0

Muslim 231 76.9

Catholic 23.0 77.0

Anglican 216 784

Pentecostal 314 68.6

Current marital status 24.765 (0.000)
Married 76.5 235

Unmarried 227 773

Currently in school 18.097 (0.000)
Yes 219 78.1

No 54.1 459

Total 253 74.7

Most adolescents who had ever had sex had visited a
health facility for sexual and reproductive health services
(44%). Half of adolescents (50%) who had sex were using
traditional methods as mentioned by one adolescent,

I only use the natural method my husband has told
me. But I have plans of using one of the family plan-
ning methods (Ruth, 16-year-old).

Table 4 shows that a third (33%) of respondents who
had ever had sex knew of a contraceptive method. As
mentioned earlier, the most suitable method for young
people was condoms. This could be because the condoms
were mainly promoted by health providers. This was
uncovered in these statements,

So for our adolescents, we highly encourage them
to use condoms since with condoms there is ninety-
something kind of assurance that you will be safe if it
is used correctly (SRHO, Save the children).

The condoms are only given to adult males, the
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Table 4 Sexual and reproductive health knowledge and ever had sex, SRH needs assessment survey 2020
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Sexual and reproductive health knowledge Ever had sex

Chi-square (p-value)

Yes No

Can one get an STl without sex 6.406 (0.011)
Yes 206 794

No 326 674

Know of contraception 20.730 (0.000)
Yes 33.0 67.0

No 1.1 88.9

Contraceptive method most suitable for young people 4.620 (0.099)
Hormonal (pill/injectable) 200 80.0

Barrier (condom) 313 68.7

Traditional (abstinence/withdrawal) 500 50.0

Ever visited a health facility for sexual and reproductive health services 124017 (0.000)
Yes 439 56.1

No 217 783

Total 253 747

women are not given whether you are an adult or
an adolescent, instead they tell the women to use
family planning (Hellen, 17-year-old)

in Bidibidi settlement

Determinants of ever had sex among refugee adolescent

Table 5 shows three models. The first model (Model

1) controlled for only background factors of refugee

Table 5 Odds ratios from a binary logistic regression model predicting sexual behaviour (ever had sex) among adolescent refugees,

SRH needs assessment survey 2020

Variable Model 1 Model 2

Model 3

Age (RC=13-15)

16-18 3.16%* (1.56-6.41)

Sex (RC=Female)

Male 22.92%**(10.77-48.75)

Education attainment (RC= no education/primary)

Secondary 1.44 (0.58-3.56)

Current marital status (RC = unmarried)

Married 9.59** (2.19-41.89)

Currently in school (RC= Yes)

No 4.90%* (1.63-14.75)

Can one get an STl without sex (RC = Yes)

No 2.24**(1.33-3.75)
Know of contraception (RC= Yes)

No 0.27*%*(0.14-0.52)

Ever visited a health facility for sexual and reproductive health
services (RC=No)

Yes 2.36% (1.26-4.42)

Constant

Number of observations

Likelihood ratio Chi-squared (probability)
Pseudo R-squared value

0.03***(0.01-0.06)
356

134.9 (0.000)
0.335

0.29***(0.19-0.44)
356

37.9 (0.000)

0.094

2.87%%(1.41-5.87)

20.23%%%(9.20-44.48)

1.15(0.44-2.99)

8.72%*(1.95-39.07)

4.66** (1.53-14.19)

1.28 (0.68-2.40)

0.69 (0.33-1.48)

2.10(0.89-4.94)
0.03***(0.01-0.07)
356

139.8 (0.000)
0.347

RC reference category
Confidence intervals in parentheses: *p < 0.05; **p <0.01; ***p <0.001
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adolescents. Model 2 controlled for sexual and repro-
ductive health knowledge variables and the last model
(Model 3) controlled for all variables in the study.

When only background factors are included in
the model, results show that adolescents in the age
group 16-18 years were more likely (OR = 3.16; 95%
CI = 1.56-6.41) to have ever had sex than their counter-
parts in the age group 13—15 years. Males were about 23
times more likely than their female counterparts to have
had sex (OR = 22.92; 95% CI = 10.77-48.75). This was
also observed when asking about questions on condoms.
One of the key informants said that the boys collected
condoms more than girls:

We do give condoms but they are largely consumed
by the male adolescents (Sexual Reproductive
Health Officer (SRHO), Save the children).

Another key informant confirmed that girls do not col-
lect condoms and said,

If they come we give, but I have not seen any single
girl coming, it is only boys, every week they come
(Clinical Officer Lyete Health Centre III)

Married adolescents were 9 times more likely than
unmarried adolescents to have ever had sex (OR=9.59;
95% CI=2.19-41.89). This result may be due to the fact
that sexual intercourse mostly happens freely between
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married couples. However, we are unable to tell from our
data whether marriage came before having sex for the
first time or after. Adolescents who were currently out of
school were more likely (OR=4.90; 95% CI=1.63-14.75)
to have ever had sex.

When sexual and reproductive health knowledge varia-
bles are considered in the model (Model 2), the results in
Table 5 show that refugee adolescents who said that one
cannot get an STI without having sex were more likely
(OR=2.23; 95% CI=1.33-3.75 than their counterparts
to have ever had sex. Refugee adolescents who do not
have knowledge about the use contraception were less
likely (OR=0.27; 95% CI=0.14-0.52) than their coun-
terparts with knowledge to have ever had sex. Adoles-
cents who had ever visited a health facility for sexual and
reproductive health services were more likely (OR =2.36;
95% CI=1.26—4.42) to have ever had sex than adoles-
cents who had never visited a health facility.

The results shown in Table 5 indicate that the effect
did not change much when all factors were included in
the model (Model 3). The likelihood to have ever had
sex is still observed to be higher among 16—18 year olds
(OR=2.87; 95% CI=1.41-5.87), males (OR=20.23; 95%
CI=9.20-44.48), married (OR=8.72; 95% CI=1.95-
39.07) as well as those who were not currently in school
(OR=4.66; 95% CI=1.53-14.19).

Discussion

This main objective of this paper was to examine adoles-
cents’ sexual behaviour in Bidibidi—the largest refugee
setting in Uganda. In this paper, we adopted the widely
used measure of sexual behaviour—ever had sex—to
measure sexual behaviour of adolescents in Bidibidi ref-
ugee setting [39—41]. Our study used mixed methods to
provide context to the sexual behaviour of adolescents
in refugee settings [30]. This inquiry was motivated by
the fact that adolescents form the biggest proportion of
the most vulnerable population in refugee settings, par-
ticularly in low resource settings [2, 3] yet, comprehen-
sive and quality ASRH information services have not
adequately catered for them. Moreover, most studies
tend to focus more on females than male adolescents,
yet males may have different perspectives and experi-
ences [30]. Our study targeted both male and female
adolescents. After controlling for all factors, the results
we report in this study show that older adolescents (16—
18 years), males, married and adolescents that were not
in school were associated with sexual behaviour in Bidi-
bidi settlement.

Older adolescents may have sex because of increased
autonomy or peer pressure [7, 8]. Male adolescents were
more likely than girls to have had sex. Previous research
shows that boys believe or they are told while growing
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up that they must have sex with girls [32]. This percep-
tion may force or make boys to feel that they must have
sex at all costs. Adolescents who were not in school were
more likely than their counterparts who were in school
to have had sex. While this study cannot verify tempo-
rality in understanding the relationship between ever had
sex and being out school, since we may not know which
came first, previous research has shown that having ever
had sex with its adverse effects leads to poor grades or
even school drop outs during adolescence [13, 14]. On
the other hand, adolescents are likely to engage in sexual
relations as a result of being out of school [15]. This is
more so in the sub-Saharan African (SSA) context where
early and child marriage are relatively high, making being
out of school among adolescents a risk factor for mar-
riage and therefore early initiation of sex [27, 28].
Understanding the nuances and risk factors of adoles-
cent sexual behaviour in refugee settings in low-income
countries is crucial to inform design of effective SRH
programmes that respond to humanitarian contexts.
Voices and experiences of adolescents therefore need to
be considered in research and SRH programming. It is
therefore important to design and implement adolescent
friendly services that are accessible and acceptable [49—
51]. Besides, the community and parents involvement
in ASRH programmes is considered as a sustainable
approach in supporting adolescents [5]. Some of the ado-
lescent friendly ASRH measures may encompass re-inte-
gration of adolescents into families or their communities,
creating safe spaces and education activities, awareness
raising and sensitization, strong protection measures,
social norm change interventions [31] and strengthening
community-based approaches to livelihoods [5].

Conclusion and implications

The results we report in this study show that 25% of refu-
gee adolescents in Bidibidi refugee settlement had ever
had sex. However, refugee adolescents aged 16—18 years,
males, married or those out of school were more likely
to have ever had sex than their counterparts. The find-
ings suggest that being in school is a protective factor
against early sexual debut among refugee adolescents.
These findings provide context especially for adolescents
living in refugee settings. The results in this study call for
the need to promote keeping adolescents in school. This
study highlights the need to consider risk factors, expe-
riences and the unique context of adolescent refugees in
low-income countries in designing adolescent friendly
and relevant SRH services.

The findings reported in this study imply that utilisa-
tion SRH by refugee adolescents is low in Bidibidi settle-
ment. This could be due to limited availability, awareness
and low perception of risk and vulnerability to SRH
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related poor outcomes such as unwanted or mistimed
pregnancy, STIs, HIV and other associated challenges
(school drop-outs, early marriage and parenthood).

Limitations

This study has some limitations worth mention. Infor-
mation on ever had sex was self-reported. Therefore, the
results we report in this study are likely to suffer from
desirability bias and over- or under-reporting. For exam-
ple, some married refugee adolescents could have been
shy to report that they have engaged in sexual intercourse
because of taboos and social norms related to revealing
information about sexual intercourse in some African
settings (52, 53). We were unable to ascertain whether
marriage came before or after having sex for married
adolescents who reported to have ever had sex. Having
such information can help to know whether having sex
early pushes adolescents into early marriages or whether
early marriages inevitably makes adolescents have early
sexual relations.

Given the nature of the data we used in this study—that
is cross-sectional—we were unable to measure causality.
Moreover, we cannot generalise to other refugee settle-
ments since the findings we report in this study are for
one refugee settlement (Bidibidi). Finally, the analyses did
not benefit from information on sexual pleasure, com-
munication, high risk sexual behaviour such as coerced
sex, rape, having sex without using condoms, experience
of HIV or STIs—which could limit our understanding of
ASRH for refugee adolescents in humanitarian settings.

Recommendations

Voices and experiences of adolescents should be given
priority in designing SRH programmes for humanitar-
ian settings. There is need for service providers and
policy makers to be aware of the drivers and risk factors
of sexual behaviour among refugee adolescents. Mixed
methods studies are helpful in identifying the peculiar
experiences and sexual behaviour of adolescents in refu-
gee settings. Future studies should consider involving
both female and male adolescents for their programmes
to respond to the unique needs and challenges experi-
enced by both gender.
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