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Abstract

Background
Artisanal small scale-mining (ASM) provides work to many adolescent girls and young women (AGYW) in Uganda. AGYW
working in ASM face a unique set of health challenges such as exposure to toxins and increased vulnerability to contract HIV
and sexually transmitted infections. AGYW in ASM are more vulnerable and less likely to access care given their remoteness and
work in the informal sector, however their access to care, including SRH care, is not well understood or documented making it
difficult to address despite Uganda’s commitment to Universal Health Coverage (UHC). This paper aims to explore the current
healthcare access challenges and bottlenecks amongst Ugandan AGYW working in ASM communities.

Methods
This study was conducted in Busia, Mubende, and Namayingo communities through a mixed methods approach. We completed
in depth interviews and a survey with AGYW, focus group discussions with adolescent boys, older women, and AGYW, key
informant interviews with local leaders and policymakers. Data were analyzed using the Tanahashi Model on access to care.

Results
Despite some variation between communities, results show that generally, access to healthcare for AGYW working in ASM
communities is a challenge although some availability and accessibility of health facilities and care exists. All participants
discussed challenges such as lack of personnel at facilities, lack of youth friendly services, limited resources, distance to
facilities, cost of care, and negative provider attitudes especially towards sexual and reproductive health care for unmarried
AGYW. Despite these challenges, participants reiterated the use of most healthcare services available amongst AGYW for family
planning and treatment for sickness.

Conclusions
Findings indicate that despite some availability, accessibility, acceptability, and contact coverage, there is significant opportunity
to strengthen health systems and especially sexual and reproductive health care available to AGYW in ASM communities in
Uganda towards greater UHC and ultimately health equity. Mitigating the inequities in accessing care amongst ASM AGYW
involves processes such as formalization, advocacy and rights-based accountability, and leveraging existing initiatives proposed
in national Ugandan health policies.

BACKGROUND
Adolescents working in the artisanal and small-scale mining (ASM) sector in Uganda face a unique set of inequities which
impact their health, including exposure to biochemical hazards, physical remoteness, limited health infrastructure, lack of
occupational health standards, and unequal cultural norms (1–6). Despite these inequities and challenges, the ASM sector is a
common workplace for many adolescents, including vulnerable adolescent girls and young women (AGYW) in Uganda. ASM is a
form of low-tech, labour-intensive mineral processing commonly operating outside of legal regulations to extract minerals such
as gold (3, 7, 8). These informal practices are usually conducted using hand tools by individuals or small groups (3, 9). In
Uganda it is estimated that ASM revenue generation is 5% of the Gross Domestic Product (GDP) (2, 9). The sector, which is
primarily located in Mubende, Karamoja, Namayingo, Busia, Kassanda and parts of Western Uganda, creates approximately
300,000 jobs, 40,000 of which are specifically in gold mining (3, 9). ASM has been particularly important for women and children
as the sector provides a source of income to these vulnerable groups. In fact, 40–50% of miners working in ASM mines in Africa
are women (5). Furthermore, approximately 2 million children and adolescents aged 5 to 17 years are involved in child labour in
Uganda and about 51% of these children work in exploitative and hazardous work environments such as mines (10).
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The impacts of ASM are somewhat contested in the literature. Some scholars support the sector as they argue that it
contributes to the social and economic development of people living in impoverished conditions (3). On the other hand, scholars
highlight the adverse environmental, health, and safety concerns that arise due to the unlicensed, unregulated, and, in most
cases, illegal operations of these mines (3, 7). For example, a main chemical mine workers are often exposed to is mercury
through the processing of gold which results in various health challenges and disease (1, 5, 9, 11). In addition to direct exposure
to toxins and work hazards, adolescents in particular also experience heightened inequities and thus vulnerability in ASM
communities leading to health challenges such as early sexual debut, early and unintended pregnancy, high HIV transmission,
and sexual transmitted infections (12, 13). Similar to the literature, there are both positive and negative impacts of ASM in
relation to the Sustainable Development Goals (SDGs). For example, ASM impacts both SDG 3 (Good Health and Well-being) and
SDG 8 (Decent Work and Economic Growth) through providing a source of income to access healthcare and contrastingly,
contributing to the threat of disease and limited access to care (1, 2, 6, 14). There are poor occupational health safeguards and
health concerns that are significantly more prevalent in ASM due to informality and lack of regulation in these communities (2,
5). Not addressing people's health in ASM communities, limits achievements towards SDG 3 and perpetuates health inequities
(1, 2). Addressing the health of adolescent populations, especially AGYW, in these communities is of particular concern, as
AGYW are often more vulnerable and susceptible to several different health conditions.

In Uganda, healthcare is decentralized whereby districts are in charge of healthcare delivery and are overseen by the Ministry of
Health (15, 16). Private and non-governmental organizations (NGOs), religious groups, community medicine distributors,
traditional healers, and drug shops also provide services (17, 18). Health services range from health prevention, promotion,
education, testing, and reproductive care to complex services such as surgery, and consist of several levels of care – primary
level care consists of Health Centres II (HCII), Health Centres III (HCIII), Health Centres IV (HC IV), and lower units Village Health
Teams (VHT); secondary level consists of a network of district and rural hospitals; tertiary level includes all Referral Hospitals
located in regional capitals; and, quaternary or the highest level care includes four national hospitals in Mulago, Kawempe,
Kiruddu, and Butabiika (18, 19).

Currently, Uganda has made a commitment to Universal Health Coverage (UHC) delivered through the Uganda National
Minimum Health Care Package (UNMHCP) which includes childhood immunization, health promotion and education, treatment,
and control of common infectious diseases like HIV and tuberculosis, as well as control of communicable and non-
communicable diseases (20). Despite this commitment to UHC, most recent data show that the number of individuals within a
five-kilometer distance of a healthcare facility who can access the facility is low resulting in distance and transportation as two
key challenges in access healthcare (20, 21). According to the latest data from the Uganda Demographic Health Survey, 41% of
women aged 15–49 years across the country have problems accessing healthcare due to the long distances to health facilities
(20). In addition, access to care challenges in Uganda include inadequate care, dysfunctional facilities, limited infrastructure and
resources, and lack of staff to provide care (20). Amongst adolescents and AGYW in particular, access to care is generally
discussed in terms of SRH care specifically (22–26). Barriers to accessing care include lack of privacy, limited youth-friendly
services, stigma, and limited resources/testing for SRH (25).

AGYW in ASM are more vulnerable and less likely to access care given their remoteness and work in the informal sector, yet
their access to care, including SRH care, is not well understood or documented making it difficult to address despite Uganda’s
commitment to UHC. Using the Tanahashi Model on access to care (27), this paper aims to explore and outline the current
health access challenges and bottlenecks amongst Ugandan AGYW working in ASM communities.

METHODS
As part of a larger mixed-methods study on health and economic resilience amongst AGYW in ASM communities (28), this
paper used both quantitative and qualitative analysis of survey responses, focus group discussions, and in-depth interviews
from AGYW in Uganda (Busia, Namayingo, Kassanda, Mubende). The paper also includes perspectives from older women,
adolescent boys, and key informants (i.e., community leaders, policymakers, and government officials) in the study communities
to gather a wide perspective of the AGYW experiences in accessing healthcare.

Page 3/14



The study was approved by the research ethics committees in three countries – Uganda (The AIDS Support Organization-2022-
169 and registered by the Uganda National Council for Science and Technology, UNCST – SS149ES); Ghana, (University of
Ghana Ethics Committee for the Humanities (ECH109/22–23)); and, Canada (McMaster University Research Ethics Board,
MREB #6257). All participation was voluntary, and all participants provided informed consent.

Data collection
The quantitative survey included 809 AGYW in Uganda who experience exacerbated vulnerability and challenges in ASM
communities. We used the Yamane’s (29) formula to determine the sample size, taking into consideration the design effect of 2
and anticipated response rate of 98%. We included young women aged 20–24 because most adolescent young women involved
in ASM communities were within that range and had started work as younger adolescents. AGYW were eligible to participate if
they either directly worked in the mines or provided services to ASM workers (i.e., food provision etc.). Data was collected
through the Kobo Collect tool using a pre-tested survey questionnaire that was translated into the relevant local languages.
Questions asked AGYW about their experience accessing healthcare services, where they access these services and for what
health challenges.

Qualitative data collection was completed through in-depth interviews with AGYW, focus groups discussions with AGYW,
adolescent boys, and older women, and key informant interviews with leaders and policymakers. Relevant questions across
qualitative data collection methods for this analysis focused on AGYW’s experiences accessing healthcare such as what kind of
healthcare was commonly used and where this was provided.

In depth interviews with AGYW

We analyzed 8/10 in depth interviews with AGYW (2 in Busia, 3 in Kassanda, 2 in Mubende, and 1 in Namayingo). Trained
adolescent peer research assistants conducted interviews with AGYW including those that were pregnant, have children, single,
and married. These interviews aimed to gather in-depth sensitive information on AGYW’s experiences and opinions that would
not have been possible to collect in a group context. Interviews at community level were conducted in a private place and in the
relevant local languages.

Key informant interviews

Key informant interviews were conducted at national and subnational levels. We conduced a total of 27 key informant interviews
4 from the national level, 9 in Mubende, 6 in Busia, 8 in Namayingo. Participants were from relevant ministries, national level
NGOs and multilateral organizations. At subnational levels, participants included relevant district officers, NGO representatives,
ASM association leaders, health workers and local leaders. Key informants provided perspectives on adolescents’ health access
experiences.

Focus group discussions

We conducted 8 focus group discussions (FGD) with AGYW (one each in Busia, Namayingo, and Mubende), older women (one
each in Namayingo, Busia, and Mubende), and adolescent boys (one each in Namayingo and Mubende). These discussions were
to gather wider community perspectives on AGYW’s experiences accessing healthcare. Most of the adolescent boys who
participated worked in the mines and made their main sources of income from gold extraction. AGYW participants largely
worked in ore processing and provision of services in mining communities (i.e., food, salons etc.).

Analysis
The analysis was guided by Tanahashi’s Model(27) which is used to identify bottlenecks in health service coverage. Health
service coverage is defined as the proportion of the target population that can receive or have received the service (27). The
model is a well-established and has been used in similar contexts. It also provides a comprehensive framework to understand
complex aspects of coverage at a community level, and an opportunity to consider these aspects in terms of equity. The model
describes five aspects of coverage namely - availability, accessibility, acceptability, contact, and effectiveness (see Table 1).
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Table 1
Overview of Tanahashi model (27, 30)

Aspect of
coverage

Description

Availability Availability of resources (i.e., personnel, facilities, drugs) determines the extent to which a service can
be provided

Accessibility Population(s) who can use or access the service – is the service geographically accessible? Located
within reasonable reach of people? Is financially affordable?

Acceptability People who can access the service, are willing to use it and find it acceptable for example in terms of
costs, waiting time, beliefs

Contact People who have been in contact with the service provider and have utilized the service.

Quantitative surveys responses were synthesized and analyzed descriptively using STATA. Qualitative data were transcribed
verbatim, translated into English when necessary and thematically analyzed first, through line-by-line coding of transcripts and
then clustered based on emerging themes. Both qualitative and quantitative data were then further analyzed and synthesized
based on the identified aspects of coverage identified in the Tanahashi access to care model (see Table 1) (27, 30). Based on
the data collected, we analyzed availability, accessibility, acceptability, and contact coverage but did not analyze effectiveness of
coverage as it was out of the scope of this study.

RESULTS
The results section is organized according to the coverage aspects in Tanahashi’s model.

Availability Coverage
Key informants from Busia described the distribution of health centres in their districts noting that while some health centres do
exist the quality of the health services is limited. Quality is impacted by the low capacity of facilities to meet the needs of the
target population due to challenges such as lack of personnel and resources and as a result, miners often resort to private
clinics.

“… when you look at the population density, the total population it is overwhelming for a Health Centre II and also, we have a few
of the private health facilities in terms of clinics.” (Key informant − 1, Busia)

“…health services are mainly available in the high-level facilities like Health Centre III and Health Centre IV but not in the one we
have here, if you go to that health facility beyond 11:00 am you will not find any health personnel, the health facility will be
locked. I remember when my child was in a terrible condition I rushed to that health facility at 1:30 pm and found it locked with
no health personnel so I had to run back to the clinic where I got medical attention but expensively.” (Adolescent mother − 1,
Busia)

Focus group discussions with AGYW in Busia also noted the lack of services and resources. Participants explained that they
often opt to use Health Centres that are farther away in the town and often provided by NGOs. One adolescent mother explained,

“It depends on the health facility you have gone to for example if it’s like this health facility in Tiira you may not find adequate
services because even getting a medical personnel at the health facility is a challenge, most of the time there are no drugs and
the maternity services are not fully established, there is no labour suite, for maternity services we have to go to Red Cross (Busia
HC IV) or Busitema Health Centre for those services.” (Adolescent mother − 2, Busia)

"…I cannot fall sick and seek care from a clinic nearby, but move to Mubende, Mityana or Kampala where I am sure that they will
give me proper treatment. And again, since these facilities [nearby] are slow, their drugs get expired, and they cannot throw them
away but sell it to the people…. So I made a resolution that if there is any free treatment, I will never engage, and I did not even
get the vaccine.” (Older woman − 1, Mubende)
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In terms of youth-friendly services, key informants noted that these services are non-existent in mining areas. One key informant
explained,

“Actually, in the local governments those services [youth-friendly services] are majorly in the urban health facilities like Health
Centre IV and above but Health Centre III and II these services are not there, [none existing], we have the VHTs who provide
some youth-friendly services but I think they are not interested in the mines because there are no households there and there is
also a possibility that even when they go there those people could be already in the mines.” (Key informant − 2, Busia)

However, 53% of AGYW in the survey indicated that adolescent friendly services are available at health centres. An adolescent
mother in Busia explained that often the resources in Busitema Health Center IV were more readily available in comparison to
the Health Centre II nearby.

“We do not have youth services in this Health Center but in Busitema Health Center there are youth services whereby there is
some health personnel to speak and attend to only the youth and health services of all kinds offered to them, service like general
consultation and treatment, pregnancy and family planning service, hygiene and HIV/ AIDS counseling, testing and treatment.”
(Adolescent mother − 3, Busia)

Contrastingly, young single girls in Mubende and young married girls in Namayingo directly assert that youth-friendly services
are available in their communities stating,

“[Family planning] are available and youth-friendly services are available.” (Adolescent girl − 1, Mubende)

“They [youth-friendly services] are available in clinics since most youths need those services.” (Married girl − 1, Namayingo)

Accessibility Coverage
Both physical and financial access to care was discussed by participants.

Physical Access
Key informants, in Busia especially, discussed the difficulty accessing health services due to the facilities with the requisite
services being distant. Some key informants emphasized the importance of closer health facilities because of the high
exposure to occupational and environmental hazards AGYW experience while working in the mines. While several different
health centers and facilities exist in Busia, only two are within the vicinity of mines. The health facilities are ill equipped to
handle chemical poisoning and accidents associated with mining.

“…the health facilities are not so many I think in that area we have just two which in many cases do not have a focal person to
support such people and they do not even have the drugs or medicine for that…” (Key informant − 2, Busia)

A key informant in Mubende also reported challenges in accessing health facilities due to distance.

“Apart from going to the nearby clinics, we do not have any government health facility nearby. Butologo Health Centre III is very
far it as around 5–7 km from here.” (Key informant − 3, Mubende)

Focus group participants similarly noted challenges in access based on distance – both AGYW from Namayingo and older
women from Kassanda reported on how far these services are.

“Those kinds of services especially health services are very hard…they don’t exist…hospitals here are very far.” (Married girl − 1,
Namayingo)

“[The facilities are] not here, [the facilities are] in Katutubo. It is about 1 mile [away]. It is Health Centre II, but they hope to elevate
it.” (Older woman − 1, Kassanda)
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Transport to health facilities was also reported as a challenge particularly in accessing family planning services during the
COVID-19 pandemic.

“During COVID − 19 so many young women in the ASM could not have access to free family planning services because of the
transport shortages and restricted movements yet the reliable health facility was a distance and there was no money for us to
access family planning products from the private clinics so some of us ended up having unwanted pregnancies” (Adolescent
mother − 4, Busia)

Despite variations in participant location, occupation, demographic profiles, and their roles in ASM communities, physical
challenges such as distance and transport were consistently reported as a barrier to access healthcare.

Financial Access
Participants also shared that affordability is another barrier to accessing healthcare. Despite a commitment to UHC, results
show that public healthcare facilities, although free, they do not always have the drugs forcing AGYW and those living in mining
communities to opt for private for-profit clinics and drug shops where drugs can be bought at a cost. The concerns surrounding
the financial burden of private clinics was consistent across study districts. One key informant in Mubende outlined this
financial burden for AGYW.

“[For] those who go to drug shops, poverty sometimes hinders them from obtaining the services.” (Key informant − 4, Mubende)

Similarly, AGYW who participated in in-depth interviews expressed concerns about accessing resources in government hospitals
and the importance of finances to access care.

“During [COVID-19], the major issue was money; the government hospitals were too complicated, so if one had money, all they
had to do was go to the clinic and get help. Mostly those who had money found it easier to access medication.” (Adolescent girl
− 1, Busia)

“No, I get [vaccination and medicine], but these government hospitals sometimes don't have medicine, then if you have money,
you just go and buy medicine for your child to take.” (Adolescent girl − 1, Namayingo)

Focus group participants also noted the financial challenges to accessing healthcare. They discussed both the physical
challenges such as long distances to facilities result in AGYW accessing private clinics at a financial cost. Some AGYW also
explained that some youth-friendly services are available through private clinics despite its cost.

“Since most of [the youth-friendly services] are private, most services are paid for since government [facilities are] distant, if
there is a chance for a medical drive [outreach], that is when women get a chance to go, but because its distant you must use
money to go there, so some end up failing and sometimes you are there for a full day because you need government services
and people are so many- remember it is one facility and at times you come back [without receiving] the services.” (Married girl − 
2, Namayingo)

“When we don’t find better health services at the government health facility the only option is a private clinic which is in most
cases expensive.” (Adolescent mother − 5, Busia)

Despite noted challenges in accessing healthcare both physically and financially, some focus group participants from Mubende,
Namayingo and Kassanda indicated that both government health centers and private clinics were accessible as distances to
facilities vary.

“The health center is not very far, it is a walkable distance, boda bodas can charge 1,000/= to the facility.” (Adolescent girl − 2,
Mubende)

“We have health facilities like Health Centre II a government facility which is near the mining area and also the private clinics
that offer health services to us.” (Adolescent mother − 6, Busia)
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“Private clinics are very many, though we also have a government facility…not far from here.” (Married girl − 3, Namayingo)

“There are also community health services offered by [the] VHTs.” (Older woman − 2, Kassanda)

Other participants shared that youth-friendly services are also accessible in Mubende particularly.

“Youth-friendly services are provided in the clinics and at the health center though are mostly used by older women.”
(Adolescent girl − 3, Mubende)

“Youth-friendly services are very accessible and very easy to get and it is no shame because you get used to it.” (Adolescent girl
− 4, Mubende)

Acceptability Coverage
Respondents indicated reservations with healthcare services such as youth-friendly services in Uganda due to previous negative
experiences with providers holding religious reservations to services and fear of side effects. Many participants discussed lack
of acceptable youth-friendly, SRH care, negative provider attitudes, limited SRH care counselling and information, and mistrust
of services such as vaccine provision.

“…the health facilities are there, but the youth-friendly services are not… they continue explaining that…There is a girl who said
she went to a health facility, and when she started explaining, the nurse started casting the demons away from her, and the girl
was confused, so such a girl, when she starts feeling issues, she will not go back so such things need to be improved.” (Key
informant − 5, Busia)

“The reason I didn’t seek some of these services especially family planning services was because of fear of its side effects like
over bleeding, the last time I tried using injectable I almost died.” (Adolescent mother – 7, Busia)

Evidently participants indicate a lack of acceptable healthcare due to staff attitudes, stigma, mistrust, and lack of reliable
information.

However, some AGYW noted that they embrace SRH care in particular including HIV/AIDS counselling, STI testing, and family
planning/contraceptives indicating some acceptability coverage. Injectables and oral contraceptives were commonly referred to
in interviews with AGYW.

“Some young women especially use short term methods like injectables… which last for three months, [they also use] oral
contraceptives” (Adolescent mother – 8, Busia).

Contact Coverage
When exploring contact coverage in this study we examined responses that discussed any contact with or use of healthcare
services. Focus group participants in Namayingo noted that young people do seek and use healthcare services.

“Yes they [young people] go [to seek health services] even the government health facility is in Nsango.” (Older woman − 1,
Namayingo)

“Young people/youth make the effort to seek health care services.” (Older woman − 2, Namayingo)

Similarly in Busia, adolescent mothers noted use of health facilities including private clinics and different levels of health
centres.

“[AGYW] use the services [at] a private health facility because the services are available and adequate as compared to the
government health facility, but if the women are in need of maternity services they go to Red Cross or Busitema health Centre
which are government health facilities.” (Adolescent mother − 8, Busia)
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“When a girl or older woman becomes pregnant she goes to the health facility and is given health counseling, antenatal care,
and safe child birth and family planning services.” (Adolescent mother – 9, Busia)

When we asked married AGYW the extent to which workers in mines in Namayingo use public healthcare services, one
participant estimated that approximately 10% use services. This estimate, however, provides a glimpse into the extent to which
the healthcare system could potentially be underutilized.

Respondents also discussed using health services to treat suspected symptoms of COVID-19 sickness including cough and
fever. Of the 33% of participants that indicated they had experienced cough or fever during the pandemic, majority of
participants (40%) said that they sought care at a health facility and 17% said they obtained medications from a drug shop or
pharmacy. The rest of participants reported used herbal or other treatment methods outside of facilities. This indicates that
when sick, majority of AGYW access care at health facilities or drug shops.

DISCUSSION
Exploring the experiences shared by AGYW living and working in ASM communities enabled us to highlight the inequitable
challenges they experience while accessing healthcare and report on what is currently available to the community. Results
indicate that despite some availability, accessibility, acceptability, and contact coverage, there is significant opportunity to
strengthen health systems and especially SRH care available to AGYW in ASM communities in Uganda.

In regard to availability of coverage, results show that health centers, drugs, and staffing are only somewhat available depending
on the ASM community and type of facility (i.e., public or private). In Busoga and Bukedi regions which include Namayingo and
Busia, 2016 DHS data shows that only 27–32% of reproductive age women (15–49 years) have their family planning needs
satisfied with modern contraceptives (31). However, in 2024, amongst women of reproductive age in Uganda overall, about 64%
had their family planning needs satisfied with modern contraceptives, indicating regional inequities in availability and access to
care (32). Existing literature further discusses the challenges with availability of care amongst last mile populations including
adolescent refugees and migrants in Uganda including limited facilities and resources, distance to facilities, and lack of youth-
friendly services showing that the inequities in accessing care are similar to those amongst last-mile AGYW (33, 34). For ASM
AGYW, these availability and accessibility challenges could be addressed within the framework of formalization that is a
significant discussion in the sector. Formalization pushes for structures of accountability amongst governments and companies
while enforcing labour, health, and safety regulations (5, 35–37). Formalizing the ASM sector could lead to better availability and
accessibility of care due to potential mandates for mining companies to ensure healthcare facilities are available in ASM
communities that include quality of care standards and adequate, context-specific training for healthcare providers. Thus,
formalization provides an opportunity for development towards SDG 3 and SDG 8 by improving working conditions,
environmental regulations, and health and safety standards which is aligned with goals towards UHC and ultimately contributes
to equitable access to health services amongst last mile populations.

Interestingly, there were contradictions between responses from key informants and AGYW specifically in terms of availability of
youth friendly services. For example, in Busia, key informants explained that youth friendly services are non-existent whereas
AGYW in Busia and Mubende described youth friendly services as available at certain facilities. Similar to the results on
availability coverage, accessibility coverage was discussed in contradictory ways. Respondents discussed both the physical and
financial barriers to services and in contrast, the accessibility of facilities such as private clinics. These contradictions could be
the result of a lack of information on what youth friendly services technically entail including access to counselling, quality and
stigma-free treatment, and family planning commodities (38). AGYW who indicated youth friendly services are available could
be referring to Village Health Teams or services from private (for profit) sources that distribute or provide family planning
commodities, but do not provide the full scope of counselling and stigma-free treatment. There also could be variations in
services provided due to funding variations for youth friendly services in different communities.

In terms of acceptability coverage, study results show that SRH care including family planning services are not always
acceptable amongst AGYW due to stigma, lack of resources and availability of quality information. Various participants
including key informants, adolescents, and older women in Busia and Mubende in particular, shared a lack of trust in public
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healthcare services especially in regard to SRH. This aligns with current literature about SRH care in Uganda that discusses a
lack of capacity and training of service providers to provide youth friendly care, and ongoing judgement and discriminatory
attitudes from care providers (24, 39, 40). However, Uganda has two national policies that emphasize the importance of youth
friendly SRH care under the UHC umbrella (38, 41). These policies emphasize the need for greater access to SRH care,
minimizing stigma and providing SRH information and counselling especially for adolescents (38, 41). These national policies
create a strong basis for strengthening youth friendly SRH services through a coordinated, multi-faceted approach which is
needed to improve access to SRH services as part of UHC for last-mile populations (39).

However, the contradictions with care availability and limited acceptability of care, also indicate a lack of quality of care where
despite some services being available, the quality of those services is limited. Quality of healthcare has been discussed in terms
of various aspects including timeliness, effectiveness, safety, patient-centred goals, resource availability, and training of
personnel (42). In Busoga and Bukedi regions which include Busia and Namayingo, 53% of women indicated that when in
contact with health personnel or at a health facility, they have not discussed family planning options (31), indicating some
limitations to quality of SRH information and subsequent care (which could be a result of high patient to provider ratios and
limited time to provide adequate family planning services and counselling). Previous reports on quality of care in the Karamoja
region outline a lack of integrated SRH services (43) which is aligned with findings that the quality of SRH care in ASM
communities is limited due to lack of resources, personnel, and stigma from health personnel. To increase the quality of care
available to AGYW and thus ultimately health equity, staff training, capacity building and resource development needs to be
prioritized. Furthermore, to enable acceptability of SRH care especially amongst adolescents it is critical for healthcare
providers, leaders, and community members including AGYW to build trust within ASM communities, creating safe spaces to
access SRH information and care (44). Some NGOs in Uganda prioritize advocacy and work through a rights-based
accountability approach which emphasizes the importance of community-led SRH discussions and including AGYW into
decision making through committees and community-based accountability structures (45–47). By promoting inclusion of
adolescents in SRH care decision making there is opportunity to build more acceptable care in ASM communities.

Despite the challenges in availability, accessibility, and acceptability of care, results show that various health services are
utilized. This is promising because it indicates that AGYW in ASM communities are seeking healthcare services despite existing
barriers. Removing barriers associated with availability, accessibility, and acceptability can increase the contact and support of
AGYW working in hazardous and unsafe ASM work environments, ultimately improving UHC and health equity. Considering the
health issues associated with working in ASM, removing these barriers is critical.

Limitations
This study is limited in that it does not include perspectives from healthcare providers. However, it does include a wide range of
perspectives including AGYW, older women, adolescent boys and multi-sectoral stakeholders to provide a robust understanding
of access to healthcare and the subsequent inequities experienced by AGYW. Another study limitation is the idea that we only
focused on access amongst AGYW and did not contrast this experience with other populations in ASM communities. As such,
there is opportunity in future research to examine how the experiences of AGYW contrast with other populations including
adolescent boys and older women.

CONCLUSION
With the ASM sector continuing to grow and engage various adolescents in work, it becomes increasingly important to critically
examine the health and access to healthcare that AGYW in the sector experience. Study results show that equitable access to
healthcare for AGYW working in ASM communities is limited due to challenges such as lack of personnel, resource challenges,
limited facilities and distance to facilities, lack of youth-friendly services, and negative staff attitudes towards SRH care
especially. Findings indicate that despite barriers to care, AGYW in ASM are keen to use both public and private care where
available, accessible, and acceptable. As such, continuing to strengthen the equitable access ASM AGYW have to care is critical
through processes such as formalization, advocacy and rights-based accountability, and leveraging existing initiatives proposed
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in national Ugandan health policies and UHC. Future initiatives should prioritize the inclusion of adolescents in decision-making
about care approaches and interventions.
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