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Abstract
Objectives Representation of the key groups in community-level healthcare decisions is a prerequisite for accountable and

responsive primary healthcare systems. However, meaningful representation requires both the presence of individuals who

represent the key community groups and their capacity to influence the key healthcare plans and decisions. Our study

explored how the underrepresentation of the youth in health facility committees, the decentralized community- and facility-

level healthcare decision-making forums affects youth access to sexual and reproductive health services.

Methods A multisite case study involving focus group discussions, interviews, and meeting observation was conducted in

eight primary healthcare facilities in Kasulu, a rural district in Tanzania. Inductive thematic analysis was used to identify

the key emerging themes.

Results Five major themes were identified in connection with youth underrepresentation and limited access to sexual

reproductive health as a ‘taboo’ phenomenon in the communities. These were: numbers do not matter, passive repre-

sentation, sociopolitical gerontocracy, economic vulnerability, and mistrust and suspicion.

Conclusions Gradual emancipatory and transformative efforts are needed to normalize the representation of the youth and

their concerns in formal community-level decision-making institutions.

Keywords Youth representation � Sexual and reproductive health � Health facility committees � Healthcare access �
Tanzania

Introduction

The population of Africa is growing youthful. In 2015, the

United Nations estimated that 75% of the African popu-

lation is below 35 years and nearly 20% of the population

is aged between 15 and 24. Whereas the world’s youth

population is expected to decrease from 16 to 14% by

2050, in Africa it is expected double (United Nations

2014). One of the reasons behind this growth is the higher

fertility rate, which is 5.02 births per woman, declining

maternal mortality rates (MMR), and gains in child sur-

vival. These projections present a message that youth

access to health care will be an important aspect of the

pursuit of Universal Health Coverage (Manyeh et al. 2018).

In other words, the pressure on health systems to meet the

important, but currently unmet youth healthcare needs will

be unescapable (Finlay et al. 2020). Sexual and reproduc-

tive health (SRH) is one of (if not) the most important

healthcare needs of the youth.
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Being a critical mass, effective representation is and the

only feasible tool that would allow the youth to influence

healthcare decisions for improving health services in low-

income communities (Rifkin 2014). However, effective

representation is a two-dimensional concept. It has a

numerical dimension and an issues’ dimension. The

numerical dimension, which is the first, entails the physical

presence of the youth in planning and priority setting for-

ums such as Health Facility Governance Committees

(HFGCs) (Plotke 1997). The issues’ dimension as the

second relates to the extent to which such forums are

receptive and willing to attend to youth health concerns

(Ensor and Cooper 2004). It also relates to the perceived

influence of the represented and their representatives on the

actions and decisions of healthcare decision-making and

implementing authorities (Rubino-Hallman 1998). There-

fore, effective representation empowers the communities to

influence healthcare plans and decisions in favour of the

youth (Sleath et al. 2018) and allows the youth to voice for

inclusive and responsive healthcare plans and decisions

that improve availability and accessibility of priority and

high-demand services such as SRH services (Coyne and

Gallagher 2011). On the other hand, underrepresentation

which entails both the absence of the youth on decision-

making forums and constrained freedom of the youth to

decide how the existing healthcare providers should serve

them affects both the availability and accessibility of

important healthcare services including SRH services

(Liebenberg 1999).

Tanzania like many other low- and middle-income

countries (LMICs) has put in place institutional arrange-

ments for ensuring that the voices of all groups in com-

munities are represented in primary healthcare (PHC)

decision-making. Health Facility Governance Committees

(HFGC) were introduced in all PHC facilities since 1999 as

the community and facility-level accountability forums for

improving the representation of community groups in

decision-making (Borghi et al. 2013; Macha et al. 2011).

Following the adoption of a community-financed PHC

system in 2001, HFGCs have served as key platforms

through which groups in communities can amplify their

voices to demand availability and accessibility of health

services (Sarfati et al. 2018). The representation of groups

such as women and youth is vital for making their health

concerns heard and attended by policy-makers and service

providers.

In Tanzania, SRH is a component of an essential

healthcare package. All PHC facilities are required to make

SRH a part of their priorities, and it is a mandate of HFGCs

to ensure the availability of SRH services in their facilities.

There are some improvements in service availability and

accessibility that appear to correspond with the recent

efforts to ensure effective representation of different

community groups in PHC governance. However, these

improvements are not reflected in terms of youth access to

SRH services. With the assumption that the lack of youth

control over healthcare plans and decisions contributes

significantly to the limited availability and accessibility of

youth-targeted health care, we sought to explore how

underrepresentation in decision-making through HFGCs

affects youth access to SRH services in the context a rural

remote community.

Methods

Study design

We analysed qualitative data from a broader mixed-method

study, a Ph.D. project by the first author. The youth were

defined as persons between 15 and 35 years old based on

the National Youth Development Policy. The case-study

design was employed to get in-depth insights (Stake and

Savolainen 1995; Yin 2017) and experiences of the youth

and other key stakeholders who were participating in

HFGCs. We were also interested in how social norms and

beliefs affected collective voicing by the youth.

Study setting and sample

Kasulu district has the highest rurality index (98.2%) in

Tanzania. Eight PHC facilities in 8 villages from 4 sub-

divisions were selected from a total of 32 PHC in 66 vil-

lages. Systematic random sampling was used to select PHC

facilities. The facility was included if it had an operating

facility committee. A total of 137 respondents participated

in the study including 106 (32 youth) and 74 HFGC

members who participated in focus group discussions

(FGDs) and 31 PHC stakeholders from facilities and vil-

lage governments who were interviewed. Table 1 sum-

marizes the respondents by category.

Data collection

We combined FGDs, semi-structured interviews, and

meeting observations between August 2015 and July 2017.

We interviewed one facility manager, female health

worker, and village officials for each facility on how

HFGCs represented youth SRH concerns. Youth FGDs

elicited experiences of male and female youths regarding

their influence on the committee decisions and its effect on

SRH services availability and accessibility. Discussions

with HFGCs focused on how the committees were dealing

with youth SRH service concerns. We also attended and

observed7 HFGC meetings. The first author moderated all
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the FGDs by introducing the discussions, asking probing

questions, and encouraging participation. A trained female

research assistant moderated the female youth FGD and

participated in all the committee FGDs. Each of the dis-

cussions lasted between 60 and 90 min. Apart from getting

shared understanding, FGDs were used to validate the data

from interviews and meeting observations (Denzin and

Lincoln 2011; Morgan 1996).

Each interview took an average of 50 min. We used an

interview guide with 11 open-ended questions that focused

on: how the formulation process ensured inclusion of

youth, representation of youth concerns through the com-

mittees’ activities, and the general perceptions of youth

representation and accessibility of SRH services. All the

interviews were conducted by the first author who met the

interviewees in their offices. The questions were translated

into Kiswahili, which is understood by both the interviewer

and interviewees and audio-recorded after getting verbal

consent. The audio files from FGDs and interviews were

saved on a secured computer and backed up on an external

hard disk before the analysis.

Data analysis

We were guided by a constructivist paradigm, which

attempts to understand meanings in the existing context

(Joniak 2005). Interviews and FGDs were transcribed

verbatim, translated back into English, and coded induc-

tively using NVivo version 10 software. We used a stage-

by-stage procedure to identify emerging themes (Ryan and

Bernard 2003), which were classified and combined to get

more relevant, coherent, and inclusive themes. Attention

was paid to the most recurring ideas and expressions as

constituting our major themes.

Results

Five major themes were identified in connection with youth

underrepresentation in the context of HFGCs and how it

affected youth access to SRH services in the study com-

munities. These were: numbers do not matter, passive

representation, sociopolitical gerontocracy, economic vul-

nerability, and mistrust and suspicion. We elaborate on

them in the next five subsections.

Numbers do not matter

Considering all the two dimensions of representation,

namely numerical and issue representation, it was revealed

that HFGCs were not providing effective representation of

the youth. In addition to a substantively smaller number of

representatives, active participation of the youth in HFGC

decisions was rare. Therefore, there was underrepresenta-

tion than what the numerical representation dimension

revealed. We noted that looking at the numbers of the

youth on the committees could lead to a fallacious con-

clusion about the actual representation status since many of

the representatives in the young age group were appointed

to represent the interests of different social-economic

groups in the communities. For instance, 24 percent of the

representatives were under 35. However, more than half of

them were primarily elected to the committees to represent

the interests of private providers, women, and saving and

credit associations.

‘It came accidentally that I am young, but here I am

standing on behalf of the drug shop operators. Even if

I get older than 35, I will be here’ [Female Youth

Group).

Table 1 Selected respondents by primary healthcare facilities, categories, and gender (Tazania-2017)

Committee FGDs Youth FGDs Respondent for Key Informant Interviews Total

M F Total M F Total FMs FHWs VCPs VEOs Total

Bugaga dispensary 6 4 10 2 2 4 1 1 1 1 4 18

Kaguruka dispensary 7 3 10 2 2 4 1 1 1 1 4 18

Lalambe dispensary 4 5 9 2 2 4 1 1 1 1 4 17

Mugombe dispensary 3 4 7 2 2 4 1 1 1 0 3 14

Nkundutsi dispensary 5 4 9 2 2 4 1 1 1 1 4 17

Nyakitonto Health Centre 9 4 13 2 2 4 1 1 1 1 4 21

Rungwe Mya dispensary 5 3 8 2 2 4 1 1 1 1 4 16

Titye dispensary 5 3 8 2 2 4 1 1 1 1 4 16

Total 44 30 74 16 16 32 8 8 8 7 31 137

HFGC Health Facility Governance Committee, M male, F female, FM facility manager, FHW female health worker, FGD focus group

discussion, VCP village chairperson, VEO village executive officer
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‘We are young by age, but the groups we represent

are diverse in terms of age. The SACCOs have

women, young people, and all those who can save

and borrow’. [Male Youth Group).

Therefore, we logically noted that representation

through numbers constituted a representation fallacy.

Passive representation

We further noted from interviews and FGDs that the

presence of young people on the committees was not a

guarantee that youth contributed to healthcare plans and

decisions. Youth were labelled as passive participants who

brought no issues on the agenda. They were claimed to be

silent on youth concerns including SRH services of which

the decisions were made by socially matured members.

Interviews with facility managers and village officials

revealed that communities considered HFGC meetings not

to be the right places to discuss SRH issues, which was an

attempt to avoid the ‘sex taboo’ which restrains sex-related

talks by young people, especially in front of the elders.

‘When we sit down to identify discuss, some of us are

very young. Some are our daughters and sons. How

can we talk about sex things?’ (Interview with Vil-

lage Chairperson)

‘We know some of the young people use them [SRH

services], but we cannot entertain them because the

committee members respect each other. Some of the

members share the age with our fathers and mothers’

[HFGC FGD].

In connection with the passive representation, the

notions that communities attached to the ‘sex taboo’ affect

not only the voices of the youth in the committees but also

the willingness of service providers to provide SRH edu-

cation and related services such as condoms and female

contraceptives in open public places. This was revealed by

different respondents,

‘The condoms are there, but nobody will come and

ask for them. They think the dispensary is there for

treating patients and not distributing the condoms’

[Interview, Village Chairperson]

‘When you go there and take condoms. The nurse

will look at you and tell the whole village. I can take

them, but I don’t want the nurse to know it’ [Male

youth FGD]

‘I know when I want a pregnancy test I could get it in

the dispensary, but how do I start? How do I tell the

nurse I am pregnant and I need an abortion? The story

will go all the way around the village’ [Female youth

FGD]

Neither the youth nor their representatives on the com-

mittees can actively voice out to demand such services.

This makes the representatives of the youth passive and

less capable of having a substantive impact on decisions

and practical actions that aim at making SRH services

available and accessible. Generally, the commonly shared

conception of youth and SRH services constrain the rep-

resentation of youth voices and influence on health services

access.

Sociopolitical gerontocracy

Social gerontocracy, the rule by the old men, came out as

an important theme that connects youth underrepresenta-

tion and access to SRH services. Age and gender deter-

mined the right to influence decisions at all levels. In all the

study communities, age and gender notions shaped the

perceptions of who is entitled to make decisions for the rest

of the communities. Decision structures are hierarchically

constructed around age and gender with all men at the top

and all women at the bottom. We noted regular use of the

word ‘wakubwa’ (which is a Kiswahili word for a grown-

up, matured, or big person) in all the FGDs referring to

those who make key decisions. This word is mostly asso-

ciated with seniority. In addition to seniority, gender was

found to play a decisive role. The male elders are entrusted

with decision-making powers and are considered the only

source of wise and right decisions.

We observed that men’s decision-making power was a

natural entitlement and is constructed through day-to-day

life practices. For example, women leave chairs to let men

sit. Food is usually served to men first. In all the FGD

meetings, women appeared to be passive recipients of

decisions even on matters that directly affected them such

as maternal health care. These practices start at a family

level, but widely dominate decision-making in governance

platforms including HFGCs and thus placing the youth,

especially young girls as powerless and unable to choose

and demand SRH services in their communities.

‘When you are there [in the meeting] as a young

person, your role is to keep quiet and listen to what

they [old men] say. If you pretend to know you will

be in trouble’ [Male youth FGD].

‘We are not there to challenge the wisdom of the

elders. If we start thinking we know everything we

will soon be in trouble. What is not good for them

[old men] cannot be good for us’ [HFGC FGD]

In addition to age and gender, sociopolitical gerontoc-

racy is enhanced by other factors such as wealth, fame,

marital status, and attachment to loyal families. Young

persons who enjoyed these socioeconomic statuses

appeared to have a privilege to speak and influence
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decisions. For instance, it is unusual to listen or pay

attention to the advice of a man who is not married

regardless of his age.

The sustenance of gerontocracy in the communities rests

on the point that both the youth and the elders have

accepted the status quo. They largely agree that the elders

have a positive aim, which is protecting the positive norms

of the communities. This affects the influence of the youth

on SRH service plans and decisions on one hand and

publicly availability and accessibility of such services in

the study communities.

Economic vulnerability

We found from both interviews and FGDs that economic

vulnerability among the youth undermined the influence on

decisions and access to SRH services. Economic power

suggestively determined whether someone would be elec-

ted to HFGCs. The youth who owned property such as big

land, modern houses, and businesses or had financial suc-

cess were preferred when formulating the committees.

However, very few of the youth in the study communities

had such endowments. Related to this, election to HFGC is

largely considered to be a blessing that makes a young

person likely to enjoy economic and political privileges

that the communities have including land allocation by a

village authority or a parent as well as appointment by a

political party to contest for a political office. We learned

that the desire to preserve these potentials made the youth

who were on the committees incapacitated in terms of

standing for the health needs of the young people including

SRH services.

‘Many of us expect to get land from either our parents

or the village government. If you talk too much it

becomes difficult’ [Male youth FGD].

‘The whole village knows who is humble and who is

disrespectful. So, if you act stubbornly in the name of

claiming the rights to health, you will die of hunger.

When you look for a farm job everybody will say no’

[HFGC FGD].

In other words, economic vulnerability is connected

with virtues of being passive, voiceless, and sarcastically

humble behind which there is a development of a civic

culture of parochialism and patronage. These virtues were

generally found to make the youth substantially underrep-

resented and incapable of influencing authorities to make

SRH services sufficiently available and thus accessible.

Mistrust and suspicion

The other important theme, which was identified as a

barrier to representation and access to SRH services, was

the widespread mistrust and suspicion. We found that the

youth the trust of the youth all those who are connected to

government authority including village officials and health

workers are very limited. The notion wakubwa’ as it was

introduced in connection with gerontocracy similarly

symbolizes authority. There was a perception in all study

communities that representative institutions such as

HFGCs represent the personal agenda of individuals, which

are mostly political rather than addressing youth health

concerns including SRH services.

‘What you are saying is the opposite. They [those in

authority] talk and agree that sexual education should

not be provided to the youth. They should not fool us.

We areS not small children who do not know. They

are there for their businesses and not for us’ [Male

youth FGD]

‘…We don’t think they [HFGCs] will succeed

because they are being misused. Instead of working

on problems of this hospital (dispensary) they are

used by few people for their own interest’ [Female

youth FGD]

The dominant mistrust and suspicion were found to

undermine the whole idea of representation and constrain

access to services because the voices of the youth are

systemically suppressed both within and outside the

HFGCs.

As a manifestation of mistrust and suspicion, we found

the youth to have developed some coping mechanisms that

helped them to share their concerns while avoiding

authorities. The most common was the use of symbolic

Kiswahili language terms that were used to refer to con-

demned actions and inactions of the authorities. A good

example of these words is ‘tumeliwa’ (translated as we

have been eaten). The hidden meaning that is shared

through this word that they have already been manipulated

by the authorities. Another example is ‘tuwatose’ (trans-

lated as let us sink them). This is used to share a proposal

that they should not cooperate with the authority in a

matter in question). The third and last example is ‘watu

wao’ (translated as their people). The youth use this phrase

to refer to people whom they suspect to be colluding with

authorities. The phrase is commonly used by the youth to

refer to their fellow youth who hold representative posi-

tions but thought to serve the interests of the authorities

rather than the youth.

Mistrust and suspicion affect both representation and

youth access to the services. On the first hand, the whole

idea of representation is undermined because of the divi-

sion that exists between the youth, their representatives,

and the authorities. On the second hand, pressures to make

the authorities and communities realize the pressing need

of SRH services and thus relax the social-cultural norms to
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allow for increased availability and accessibility of the

services in the communities are passively suppressed.

Discussion

Revealed in this respect is that having sufficient numbers of

young people in decision-making may not necessarily

mean representation of the youth. Unlike other community

groups, which have special windows for representation on

the committees, the youth access the committees as rep-

resentatives of other community groups in their commu-

nities. This increases the chances of underrepresentation

right from the formulation of HFGCs. The findings also

reveal that the numerical dimension of representation bears

a fallacy in it since the committees do not have internal

mechanisms to make sure that the voices of the youth are

tapped into the discussions and decisions of the commit-

tees. The findings, like previous studies (Tylee et al. 2007;

Sleath et al. 2018), reinforce the need to focus on the extent

and existing mechanisms that allow the youth to influence

the decisions and actions related to making SRH services

acceptable in the communities and thus available and

accessible (Skinner et al. 2003).

Our study was an attempt to explore how the under-

representation of the youth in decision-making through

HFGCs affects youth access to SRH services in rural PHC

in Tanzania. We contributed to the conceptual under-

standing of representation by revealing that a mere pres-

ence of representative participatory organs and having

individuals participating in the activities of these organs

should be taken as a means rather than an end within itself.

The findings challenge the assumption that the existence of

decentralized community- and facility-level decision-

making arrangements such as HFGCs would automatically

improve youth representation and subsequently the acces-

sibility of SRH services (Frumence et al. 2014; Kilewo and

Frumence (2015); URT 2001). It is worth learning that

each community has a system of cultural norms through

which policies are assigned meanings. The attempt by

communities to preserve their norms and traditions may

obstruct the implementation of legally approved healthcare

interventions that seek to address critical health problems

of the communities.

As some of the previous studies have already revealed

(Campero et al. 2011; Frumence et al. 2014; Damian

2018), effective representation of community voices and

health concerns needs to entail at least three major

dimensions. The first dimension is the physical presence of

representatives of interested community groups in deci-

sion-making organs. The second dimension is the process

whereby the interests and concerns are articulated and

accommodated as part of the collective concerns of the

communities. The third is the sociopolitical environments

that sanction representation of the most pressing concerns

and the concerns themselves as socially acceptable and

legitimate. Therefore, the effect of youth representation on

the access to the SRH services would depend on how many

youths are elected to the committees to represent the youth

themselves, the extent to which the representatives can

influence the decisions of the committees, and the social

interpretation and receptivity of the raised health concerns

not only by the decision-makers but also the communities.

Sociopolitical gerontocracy and related socioeconomic

relations such as patronage and patriarchy contribute to

vulnerability and deprivation of opportunities for the youth

and women (Campero et al. 2011; Gilmour et al. 2000).

These systems continue to shape the relations in many

communities despite the struggle to match with the inter-

national agenda that gives priority to the empowerment of

all social groups, equitable access to services, and

accountable decision-making health services delivery. The

coexistence between the ongoing global health promotion

initiatives and these sociopolitical values makes the real-

ization of universal coverage a well desired but challenging

endeavour (Damian 2018). Related to SRH, the coexis-

tence of these beliefs and the formal SRH care interven-

tions limits the pace of implementing youth-friendly SRH

programs in community settings (Tylee et al. 2007). This

means that the measures to meet the unmet demand for

youth SRH services need to be culturally sensitive. The

reason is that the communities see the importance of both

preservation of the social-cultural norms and adopting the

modern modes of governance that entails empowering the

traditionally powerless populations such as the youth and

women to participate in decision-making and improved

access to health services.

In connection with previous studies (Dunne et al. 2017;

Henderson et al. 2017), our findings insist on three

important messages regarding youth representation in PHC

decisions and access to SRH services. First, effective rep-

resentation is more than physical access to decision-mak-

ing institutions. It entails developing capabilities of both

the represented groups and their representatives to chal-

lenge the social norms and beliefs that constrain their

individual and collective voices. Second, the youth as a

group need special attention since their identity and rights

can be confined to other social, economic, and political

groupings, which hardly represent their concerns. With

this, even numerical representation would always remain

superficial if there is no well-defined quota for the youth.

Taking this view, the designers of community-level

participatory healthcare priority-setting, planning, and

decision-making institutions such as HFGCs need to con-

sider the possible constraining forces of the dominant

existing social and cultural belief systems. These systems
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may pose potential restrictions despite the formal mecha-

nisms for representation of the youth in key healthcare

decision-making institutions. Accordingly, learning from

previous studies on youth empowerment (Herbst et al.

2017; Skinner et al. 2003), an approach that integrates

promoting collective voices to allow the youth to influence

the key primary healthcare decisions, and understanding

and eliminating the social and cultural barriers that limit

effective representation and unconstrained access to SRH

services is required. Sensitizing the communities to

understand the pressing need of youth SRH services and

the best ways of providing such services without under-

mining the positive cultural norms of the communities is a

potential challenge of community-level and primary

healthcare systems’ designers.

Despite the depth of our analysis, two limitations need

to be acknowledged. First, both interviews and FGDs were

based on the participants’ experiences and perceptions.

With this, the correctness, validity, and reliability of all the

responses could not be guaranteed. Second, given the

limited geographical coverage of our study area, the gen-

eralizability of our study findings may be limited to the

context of the study communities. However, the lessons

from this study may useful for understanding how social-

cultural norms shape representation in community-level

decision-making institutions and the subsequent effect of

the conflict between social-cultural and healthcare pro-

motion interventions on service delivery and access to

sensitive healthcare services such as SRH.

Conclusion

Youth access to sexual and reproductive health services

appears to be an important, but challenging task. The

ongoing efforts to empower different social-economic

groups to participate in and influence healthcare decisions

appear to be one of the most feasible ways of increasing

access to group-specific healthcare needs as it is in the case

of youth sexual and reproductive health care. Unlike other

community groups such as women, both representation and

access to sensitive healthcare services such as SRH are

challenged by the fact that the existing community-level

representative decision-making arrangements do not facil-

itate the effective representation of youth SRH concerns

because of the limited social acceptability of SRH services.

Our overall conclusion is that meaningful and effective

representation of the youth in PHC decision-making that

may have a positive implication on the accessibility of

SRH services needs to go beyond having the young people

elected on the committees. It needs the arrangements in

place to ensure that the youth have a special window and

are empowered to articulate pertinent health concerns and

the concerns are legitimately channelled into healthcare

plans and decisions. Overall, effective representation of the

youth and improved access to SRH services requires an

ongoing commitment to social emancipation interventions

to increase community awareness of the inevitable need for

youth SRH services in modern communities. This is a

prerequisite for resolving the contradiction that exists

between SRH services and the social-cultural notions

regarding the position, right, and responsibility of a young

person.

Funding The Consortium for Advanced Research Training in Africa

and the University of Dar es Salaam supported this research. The

Consortium for Advanced Research Training in Africa is jointly led

by the African Population and Health Research Center and the

University of the Witwatersrand and funded by the Wellcome Trust

(UK) (Grant No.: 087547/Z/08/Z), the Department for International

Development under the Development Partnerships in Higher Educa-

tion (DelPHE), the Carnegie Corporation of New York (Grant No.: B

8606), the Ford Foundation (Grant No.: 1100-0399), Google.org

(Grant No.: 191994), Sida (Grant No.: 54100029), and MacArthur

Foundation (Grant No.: 10-95915-000-INP). The funding organiza-

tions did not influence the findings in any way.

Compliance with ethical standards

Conflict of interest The authors declare that they have no conflicts of

interest at this time.

Ethical approval Our study was part of a broad PhD research project

by the first author. The approval was granted by the University of Dar

es Salaam on behalf of the Commission for Science and Technology.

Informed consent Informed consent was obtained from all individual

participants included in the study.

Open Access This article is licensed under a Creative Commons

Attribution 4.0 International License, which permits use, sharing,

adaptation, distribution and reproduction in any medium or format, as

long as you give appropriate credit to the original author(s) and the

source, provide a link to the Creative Commons licence, and indicate

if changes were made. The images or other third party material in this

article are included in the article’s Creative Commons licence, unless

indicated otherwise in a credit line to the material. If material is not

included in the article’s Creative Commons licence and your intended

use is not permitted by statutory regulation or exceeds the permitted

use, you will need to obtain permission directly from the copyright

holder. To view a copy of this licence, visit http://creativecommons.

org/licenses/by/4.0/.

References

Borghi J, Maluka S, Kuwawenaruwa A et al (2013) Promoting

universal financial protection: a case study of the new manage-

ment of community health insurance in Tanzania. Health Res

Policy Syst 11(1):21. https://doi.org/10.1186/1478-4505-11-21

Campero L, Walker D, Atienzo E et al (2011) A quasi-experimental

evaluation of parents as sexual health educators resulting in

delayed sexual initiation and increased access to condoms.

Youth underrepresentation as a barrier to sexual and reproductive healthcare access in Kasulu… 397

123

http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://doi.org/10.1186/1478-4505-11-21


J Adolesc. 34:215–223. https://doi.org/10.1016/j.adolescence.

2010.05.010

Coyne I, Gallagher P (2011) Participation in communication and

decision-making: children and young people’s experiences in a

hospital setting. J Clin Nurs 20:2334–2343

Damian RS (2018) Community empowerment and accountability in

rural primary health care: the case of Kasulu district in Tanzania.

Thesis, University of Dar es Salaam). https://41.86.178.5:8080/

xmlui/handle/123456789/6677. Accessed 11 January 2019

Denzin NK, Lincoln YS (2011) The Sage handbook of qualitative

research. Sage Publications, London

Dunne T, BishopL Avery S et al (2017) A review of effective youth

engagement strategies for mental health and substance use

interventions. J Adolesc Health. https://doi.org/10.1016/j.jado

health.2016.11.019

Ensor T, Cooper S (2004) Overcoming barriers to health service

access: influencing the demand side. Health Policy Plan

19(2):69–79. https://doi.org/10.1093/heapol/czh009

Finlay JE, Assefa N, Mwanyika-Sando M et al (2020) Sexual and

reproductive health knowledge among adolescents in eight sites

across sub-Saharan Africa. Trop Med Int Health 25(1):44–53.

https://doi.org/10.1111/tmi.13332

Frumence G, Nyamhanga T, Mwangu M et al (2014) Participation in

health planning in a decentralised health system: experiences

from facility governing committees in the Kongwa district of

Tanzania. Glob Public Health 9:1125–1138

Gilmour E, Karim SSA, Fourie HJ (2000) Availability of condoms in

urban and rural areas of KwaZulu-Natal, South Africa. Sexually

transmitted diseases, vol 27, pp 353–357. https://journals.lww.

com/stdjournal/Fulltext/2000/07000. Accessed 28 February 19

Henderson JL, Cheung A, Cleverley K et al (2017) Integrated

collaborative care teams to enhance service delivery to youth

with mental health and substance use challenges: protocol for a

pragmatic randomised controlled trial. BMJ Open. 7:e014080.

https://doi.org/10.1136/bmjopen-2016-014080

Herbst N, Glencors B, Gilberds H (2017) Innovations to engage youth

in accountability work in Liberia: the role of arts and culture in

creating pro-accountability environments making all voices

count practice paper. Brighton Institute of Development Studies.

https://opendocs.ids.ac.uk. Accessed 16 January 2019

Joniak L (2005) The qualitative paradigm: an overview of some basic

concepts, assumptions, and theories of qualitative research.

https://www.researchgate.net/publication/239563792. Accessed

1 May 2012

Kilewo EG, Frumence G (2015) Factors that hinder community

participation in developing and implementing comprehensive

council health plans in Manyoni District, Tanzania. Glob Health

Act 8:26461. https://doi.org/10.3402/gha.v8.26461

Liebenberg S (1999) Social citizenship—a precondition for mean-

ingful democracy. Agenda. 15:59–65. https://doi.org/10.1080/

10130950.1999.9675738

Macha J, Mushi H, Borghi J (2011) Examining the links between

accountability, trust, and performance in health service delivery

in Tanzania. Consortium for Research on Equitable Health

Systems, London. https://crehs.lshtm.ac.uk/tan_accountability12

jul.pdf. Accessed 7 March 2016

Manyeh AK, Nathan R, Nelson G (2018) Maternal mortality in

Ifakara health and demographic surveillance system: spatial

patterns, trends and risk factors, 2006–2010. PLoS ONE

13:e0205370. https://doi.org/10.1371/journal.pone.0205370

Morgan DL (1996) Focus groups. Annu Rev Sociol. 22:129–152.

https://doi.org/10.1146/annurev.soc.22.1.129

Plotke D (1997) Representation is democracy. Constellations.

4:19–34. https://doi.org/10.1111/1467-8675.00033

Rifkin SB (2014) Examining the links between community partici-

pation and health outcomes: a review of the literature. Health

Policy Plan 29:ii98–ii106. https://doi.org/10.1093/heapol/czu076

Rubino-Hallman S (1998) When gender goes to combat: the impact of

representations in collective decision making. In problem

representation in political decision making. Cambridge Univer-

sity Press, Cambridge, pp 261–278

Ryan GW, Bernard HR (2003) Techniques to identify themes. Field

Methods, vol 15, pp 85–109. https://academia.uat.edu.mx/

pariente/Lecturas/Techniques%20to%20Identify%20Themes%

20in%20Qualitative%20Data.pdf. Accessed 11 June 2019

Sarfati D, Robson B, Garvey G et al (2018) Improving the health of

Indigenous people globally. Lancet Oncol. 19:e276. https://doi.

org/10.1016/S1470-2045(18)30375-9

Skinner H, Biscope S, Poland B et al (2003) How adolescents use

technology for health information: implications for health

professionals from focus group studies. J Med Internet Res

5:e32. https://doi.org/10.2196/jmir.5.4.e32

Sleath B, Carpenter DM, Coyne I et al (2018) Provider use of a

participatory decision-making style with youth and caregivers

and satisfaction with pediatric asthma visits. Patient Relat

Outcome Meas. 9:147–154. https://doi.org/10.2147/PROM.

S152068

Stake RE, Savolainen R (1995) The art of case study research. Sage

Publications, Thousand Oaks

Tylee A, Haller DM, Graham T et al (2007) Youth-friendly primary-

care services: how are we doing and what more needs to be

done? The Lancet 369:1565–1573. https://doi.org/10.1016/

S0140-6736(07)60371-7

United Nations (2014) Realizing the future they want: United Nations

Economic and Social Council Youth Council 2014. https://www.

un.org/ecosoc/en/2014youthforum. Accessed 11 January 2017

URT (2001) Guidelines for the establishment and operations of

council health service boards and health facility committees.

Presidents’ Office: Regional Administration and Local Govern-

ment. Ministry of Health and Social Welfare, Dar es Salaam.

https://www.tzdpg.or.tz. Accessed 11 March 2016

Yin RK (2017) Case study research and applications: design and

methods. Sage Publications, London

Publisher’s Note Springer Nature remains neutral with regard to

jurisdictional claims in published maps and institutional affiliations.

398 R. S. Damian et al.

123

https://doi.org/10.1016/j.adolescence.2010.05.010
https://doi.org/10.1016/j.adolescence.2010.05.010
http://41.86.178.5:8080/xmlui/handle/123456789/6677
http://41.86.178.5:8080/xmlui/handle/123456789/6677
https://doi.org/10.1016/j.jadohealth.2016.11.019
https://doi.org/10.1016/j.jadohealth.2016.11.019
https://doi.org/10.1093/heapol/czh009
https://doi.org/10.1111/tmi.13332
https://journals.lww.com/stdjournal/Fulltext/2000/07000
https://journals.lww.com/stdjournal/Fulltext/2000/07000
https://doi.org/10.1136/bmjopen-2016-014080
https://opendocs.ids.ac.uk
https://www.researchgate.net/publication/239563792
https://doi.org/10.3402/gha.v8.26461
https://doi.org/10.1080/10130950.1999.9675738
https://doi.org/10.1080/10130950.1999.9675738
http://crehs.lshtm.ac.uk/tan_accountability12jul.pdf
http://crehs.lshtm.ac.uk/tan_accountability12jul.pdf
https://doi.org/10.1371/journal.pone.0205370
https://doi.org/10.1146/annurev.soc.22.1.129
https://doi.org/10.1111/1467-8675.00033
https://doi.org/10.1093/heapol/czu076
http://academia.uat.edu.mx/pariente/Lecturas/Techniques%20to%20Identify%20Themes%20in%20Qualitative%20Data.pdf
http://academia.uat.edu.mx/pariente/Lecturas/Techniques%20to%20Identify%20Themes%20in%20Qualitative%20Data.pdf
http://academia.uat.edu.mx/pariente/Lecturas/Techniques%20to%20Identify%20Themes%20in%20Qualitative%20Data.pdf
https://doi.org/10.1016/S1470-2045(18)30375-9
https://doi.org/10.1016/S1470-2045(18)30375-9
https://doi.org/10.2196/jmir.5.4.e32
https://doi.org/10.2147/PROM.S152068
https://doi.org/10.2147/PROM.S152068
https://doi.org/10.1016/S0140-6736(07)60371-7
https://doi.org/10.1016/S0140-6736(07)60371-7
https://www.un.org/ecosoc/en/2014youthforum
https://www.un.org/ecosoc/en/2014youthforum
http://www.tzdpg.or.tz

	Youth underrepresentation as a barrier to sexual and reproductive healthcare access in Kasulu district, Tanzania: A qualitative thematic analysis
	Abstract
	Objectives
	Methods
	Results
	Conclusions

	Introduction
	Methods
	Study design
	Study setting and sample

	Data collection
	Data analysis

	Results
	Numbers do not matter
	Passive representation
	Sociopolitical gerontocracy
	Economic vulnerability
	Mistrust and suspicion

	Discussion
	Conclusion

	Open Access
	References




