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Men and boys have diverse sexual and 
reproduc�ve health and rights (SRHR) needs, that 
o�en remain unfulfilled due to a number of 
barriers, such as male stoicism, reluctance to admit 
ill health, restric�ve access to health facili�es, 
nega�ve stereotypes of male clients among 
providers and services that do not cater to their 
needs, and a lack of agreed-upon standards for 
delivering sexual and reproduc�ve health (SRH) 
clinical and preventa�ve services to men and boys. 

In recent years, key regional commitments on SRHR 
in East and Southern Africa have begun to consider 
the needs of men and boys more inten�onally. At 
the country level, there has been ample a�en�on 
to the need to involve men more substan�ally and 
construc�vely in health issues. In 2019, the 
government launched a male involvement strategy 
and male involvement guidelines for service 
delivery. Before this, a Male Ac�on Group (MAG) 
ini�a�ve had been started in selected districts in 
2012 with a view to improve women’s access to 
maternal health services. An interim evalua�on 
found that this ini�a�ve had acted as a catalyst for 
reproduc�ve health promo�on and was 
subsequently scaled up to other parts of the 
country1. The country’s comprehensive approach to 
male involvement is a departure from the 
conven�onal maternal health programmes in the 
region, which have largely placed the responsibility 
on women of reproduc�ve age to bring their 
partners to programme sites, and with li�le 
acknowledgment of men’s own needs and poten�al 
agency to bring about norma�ve change. 

1  United Na�ons Joint Programme on Popula�on (UNJPP). (2013). Government of Uganda/ United Na�ons Joint Programme on 
Popula�on (JPP) Mid-term Evalua�on (MTE). Kampala, Uganda: UNJPP

Men have a shared responsibility, as partners and 
parents, for decisions around contracep�on, 
preven�ng sexually transmi�ed infec�ons (STIs) 
and HIV and promo�ng SRHR in their communi�es. 
However, li�le is known of the extent to which: 

• Na�onal policies and strategies incorporate male 
engagement or have dedicated male engagement 
strategies.

• Male social and gender norms and behaviours 
determine SRH outcomes of men and boys; and 
men and boys are accessing SRHR services.

Background:

Rationale for the rapid situational assessment: 

Global, continental and regional 
commitments on male engagement

promote gender equality in all spheres of 
life, including family and community life, 
and to encourage and enable men to take 
responsibility for their sexual and 
reproduc�ve behaviour and their social and 
family roles.

African Union Ini�a�ve on Posi�ve 
Masculinity

is a commitment by Heads of State and 
Government; the private sector; religious 
and addi�onal leaders; academia; civil 
socie�es; women and youth to accelerate 
the preven�on and elimina�on of viol all 
levels. It includes a commitment to ensure 
that the necessary policies  measures are 
put in place by Member States to address 
any form of impunity.

The East and Southern Africa Ministerial 
Commitment on the educa�on, health and 
wellbeing of young people

Recognises that boys and young men are 
central to achieving gender equality and 
ul�mately in the preven�on of new HIV 
infec�ons, early and unintended 
pregnancies, gender inequality, and child 
marriage.
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To respond to these ques�ons, the 2gether 4 SRHR Programme, a Joint United Na�ons Regional Programme 
that aims to improve the SRHR of all people in East and Southern Africa, commissioned the Health 
Economics and HIV/AIDS Research Division (HEARD) at the University of KwaZulu-Natal to undertake a rapid 
situa�onal assessment of the SRHR needs of men and boys in five countries in the region, including 
Uganda. 

The purpose of the assessment was to examine the extent to which na�onal laws, policies and strategies 
integrate issues rela�ng to men and boys and to assess the structural, social and behavioural drivers that 
facilitate or impede the uptake of SRHR services by adolescent boys and young men aged 18 to 34 years. 
This was followed by a valida�on mee�ng convened with representa�ves of the countries who reviewed the 
findings. This brief summarises the key findings of the rapid assessment, the policy review and inputs 
received during the valida�on mee�ng. 

The 2gether 4 SRHR is a regional programme with 
applied learning in countries. Uganda was included 
as one of the countries because of its involvement 
in the 2gether 4 SRHR Programme. The rapid 
situa�onal assessment2 followed a mixed-methods 
approach.  

Study site and Sampling: The Kyankwazi (rural) and 
Wakiso (urban) districts were purposively selected, 
in collabora�on with the 2gether 4 SRHR 
Programme. Rural and urban se�ngs were 
included to ensure that the lived reali�es of 
adolescent boys and young men with regards to 
SRHR in these se�ngs would be captured. 
Adolescent boys and young men were sampled 
from the two districts. For the quan�ta�ve survey, 
50 adolescent boys and young men who were 
involved in SRH programmes and 50 adolescent 
boys and young men who were not involved were 
sampled in each district.

Recruitment: Par�cipants were recruited both 
within programmes and outside programmes. For 
in-programme recruitment, par�cipants were 
recruited by health workers of the district local 
government and implemen�ng partners assisted 
the research team from the clinics un�l the 
required sample size was a�ained. In the Wakiso 
district par�cipants were recruited from Nabweru 
Health Centre III (government-aided) and Nurture 
Africa clinic (implemen�ng partner). In the 
Kyankwanzi district, par�cipants were recruited 
from the Ntwetwe Health Centre IV clinic and 
Butemba Health III clinic. These two clinics are 
government aided. Their implemen�ng partner is 
Mildmay Uganda.

2 Rapid situa�on assessment (RSA) refers to a methodology that uses a combina�on of qualita�ve and quan�ta�ve data 
collec�on methods. RSA draws on a variety of data sources to arrive at an understanding of certain health problems and of 
structures and services to address those problems and then formula�ng responses to deal with them. See United Na�ons 
Office for Drug Control, Crime Preven�on, and United Na�ons Interna�onal Drug Control Programme. Demand Reduc�on 
Sec�on. (1999). Drug abuse rapid situa�on assessments and responses (No. 36-37). United Na�ons.

For out-of-programme recruitment in Kyakwanzi 
and Wakiso districts, research assistants recruited 
par�cipants from football playgrounds, Ludo (board 
game) gatherings, boda-boda (motorbike) taxi 
stages, marketplaces, bar surroundings, and disco 
tech surroundings in the community. In 
Kyankwanzi, the district health inspector and youth 
leaders helped in the mobiliza�on of par�cipants. 
In the Wakiso district, the local youth leaders 
supported the research assistants to mobilise the 
par�cipants.

For the focus group discussion, different adolescent 
boys and young men from those par�cipa�ng in 
the survey in the two districts were recruited. 
Par�cipants were recruited at various places in the 
community, for example at taxi and bus ranks, in 
business centres,  marketplaces or at clinics. 
Researchers were supported by local 
administrators, chiefs, civil society programme 
managers, and health service providers during the 
recruitment process. During par�cipant selec�on, 
there was an a�empt to balance the focus groups 
between younger groups (younger than 26) and 
older groups of men (27 to 34 years).

In the same districts, providers of (adolescent) SRH 
services and SRH programme implementers were 
iden�fied through snowball sampling3. At na�onal 
level, four government officials and policymakers 
were iden�fied via snowball sampling. The 
Ministries of Health and Educa�on were 
represented in the sample, as well as large civil 
society organiza�ons working on SRHR and 
opera�ng on a na�onal scale. 

Ethical clearance was obtained from the University 
of KwaZulu-Natal (BREC/00003894/2022) and from 
the AIDS Support Organisa�on Uganda (TASO-2022-
138).

3  Babbie, E. R. (2020). The prac�ce of social research. Cengage AU

Methodology:
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The assessment used various data collec�on methods including:

A quan�ta�ve face-to-face survey: 

administered 200 adolescent boys and young men. The survey was conducted face-to-face and contained 
ques�ons on par�cipants’ socio-demographic informa�on, most recent sexual experiences, experience of 
in�mate partner violence, experience with HIV and SRH programmes, mental health, masculinity norms, 
and s�gma among others.  

Key informant interviews: 

Semi-structured interviews were conducted with six individuals, and focused on the provision of clinical and 
non-clinical services in accordance to the global package for men and boys, challenges and successes of 
serving adolescent boys and young men, the use of evidence-based approaches, guidelines and innova�ons 
to inform programme interven�ons and approaches, and the impact of COVID-19 on services and 
programmes on SRH. Four policymakers were interviewed to understand the current SRHR policy context, 
the use of data to inform policy, budge�ng implica�ons, innova�ons and challenges around scaling up 
approaches for adolescent boys and young men.

Focus group discussion: 

Five focus group discussions were conducted each with 5–10 adolescent boys and young men. They were 
facilitated by two researchers. Ques�ons focused on social norms and expecta�ons of being a man, 
par�cipants’ experiences with sexuality educa�on, and SRH services and programmes, and the contextual 
challenges (including the impact of COVID-19) that supported or hindered par�cipants (or their peers) to 
meet their own needs and the needs of their partner in SRH and to be a ‘change agent’ on SRHR in their 
community. 

Data Collection:
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Sample characteris�cs:

The median age for the sample of adolescent boys and young men in Uganda was 27 years old, less than 
half had completed secondary schooling (46.3 per cent). Approximately half the sample was rural based 
(49.8 per cent). Just over half (52.2 per cent) of the households had sufficient food in the previous 12 
months.

Men as clients:

Most adolescent boys and young men had access to HIV tes�ng and counselling services (99.5 per cent), 
male circumcision services (95.6 per cent) and STI tes�ng services (95.6 per cent) in their community. Very 
few adolescent boys and young men indicated they had access to informa�on and counselling on sexual 
dysfunc�on (7.9 per cent) and sexual myths and cultural barriers to SRH in their community (12.8 per cent). 
Just over one fi�h (21.2 per cent) indicated they have access to vasectomy services in their community and 
just over one third (36.5 per cent) had access to informa�on and counselling and treatment for cancer of 
the male reproduc�ve organs available in their community.  

Men as partners:

Just over one third of adolescent boys and young men indicated they would support their partner to access 
HIV services (39.4 per cent), while more than half (54.2 per cent) of the adolescent boys and young men 
would support their partner to access pregnancy services. Approximately two thirds (66.5 per cent) 
indicated they would support their partner to access safe abor�on services. 

Men as change agents:

A minority (5.9 per cent) of adolescent boys and young men were involved in a health-focused non-
governmental organiza�on (NGO) in their community.

Psychosocial characteris�cs:

A minority (15.9 per cent) of adolescent boys and young men indicated they had perpetrated at least one 
form of in�mate partner violence. The median gender equitable scale score is 32 (range: 25-45), where a 
higher score means more equitable scores. The vast majority (77 per cent) of adolescent boys and young 
men agreed with the statement that most people with HIV are supported by their families when they 
disclose their HIV status. A minority (2 per cent) indicated they felt sad all of the �me (5-7 days per week) 
in the previous month and 1 per cent per cent felt lonely all of the �me in the previous month. A minority 
(11.9 per cent) of adolescent boys and young men also indicated they occasionally felt lonely (3-4 days per 
week) in the previous month. Nearly half (47.8 per cent) indicated they occasionally (3-4 days per week) 
felt hopeful about the future in the previous month.
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Median/ %

Table 1: Indicators from the quantitative survey for adolescent boys and young men 

in Uganda, 2023 (N=200)

Men as clients:

Men as partners:

Men as change agents:

Psychosocial characteristics

23.4

32 (20-42)

60

1.5
1.0

11.9

47.8

Per cent perpetrated in�mate partner violence 

Median score on Gender Equitable Men Scale (Range)

Per cent agree that most people are supported by their families when they disclose their HIV status

Per cent of respondents that felt sad all the �me (5-7 days per week) in the previous month
Per cent of respondents that felt lonely all the �me (5-7 days per week) in the previous month

Per cent indicated they occasionally felt lonely ( 3-4 days per week) in the previous month 

Per cent indicated they occasionally felt hopeful about future (3-4 day per week) in the previous 
month

Per cent indica�ng HIV tes�ng and counselling available in community 99.5

95.6

95.6

7.9

12.8

36.5
21.2

39.4

54.2

66.5

5.9

Per cent indica�ng they would support partner to access HIV services

Per cent indica�ng they were involved in health-focused NGO

Per cent indica�ng they would support partner to access pregnancy services

Per cent indica�ng they would support partner to access a medically safe abor�on

Per cent indica�ng STI tes�ng is available in community

Per cent indica�ng voluntary medical male circumcision is available in community

Per cent indica�ng informa�on and counselling on sexual dysfunc�on available in community

Per cent indica�ng informa�on and counselling on sexual myths and cultural barriers available

Per cent indica�ng informa�on, counselling and treatment for male cancers of the reproduc�ve 
organs available

Per cent indica�ng vasectomy services are available
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• The male involvement strategy and male involvement guidelines for service delivery (2019) outline the 
roles and responsibili�es of men and boys in SRHR, including HIV/TB preven�on, care and support. This 
includes responsible decision-making to realize their own full poten�al in SRHR, and an ac�ve par�cipa�on 
in the health and well-being, as well as respect for the rights of their partners and children. An important 
component of the strategy is the establishment of MAGs in each community who are expected to 
spearhead the development of a local workplan for engaging and equipping men to become SRHR change 
agents in their family and community. 

• The SRHR Policy (2022 – s�ll to be approved). The policy, underpinned by a rights-based approach, 
covers almost all elements from the global SRH service package for men and adolescent boys, including 
the o�en-neglected services for sexual dysfunc�on and infer�lity, but excluding the male support role in 
abor�on care. In the previous policy (2006), there was men�on of the provision of advice and services for 
termina�ng a pregnancy or managing complica�ons arising from an abor�on to couples in need of such 
services (p. 45). 

• The revised guidelines for preven�on and management of pregnancy in school se�ngs (2020) have a 
dedicated sec�on on the expectant father, whereby the boy is expected to take part in childcare a�er his 
child is born and is provided with psychosocial support. 

• The Policy on Adolescent Health (2021) which acknowledges that adolescents are a heterogenous group 
with different needs for health informa�on, educa�on and services but provides no further guidance on this 
aspect. This implies that the actual assessment and responsiveness to adolescent health needs across 
gender, age and other determinants, exclusively relies on the quality of client-provider interac�on.

Other gaps noted include the limited evidence base on male-related SRH problems to underpin policy 
priori�es, including an absence of programme evalua�on data informing the male involvement strategy.It 
was also observed that there is limited alignment between male priori�es set in different health-related 
policies, for example, to address violence perpetrated against boys and young men in juvenile deten�on 
centres/prisons and the provision of voluntary medical male circumcision, which may compromise policy 
ac�on in specific areas of male SRH. Most of the reviewed policies, including the comprehensive sexuality 
educa�on curriculum, are silent on the SRH needs of men who have sex with men and men with trans or 
non-binary iden��es. Only HIV and AIDS strategies and guidelines make reference to them.  

The health policy environment in Uganda is a�en�ve to the SRH needs of men across the life span and 
contains a number of key documents that can be marked as exemplary in East and Southern Africa.

Highlights of key policies where men and boys are addressed:

Key Findings from the policy review
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Addressing male health-seeking barriers and service gaps:

Mul�ple barriers impede the uptake of SRH services by men and boys in Uganda. Focus groups revealed a 
lack of informa�on about which services are available and where, par�cularly among adolescent boys, and 
community programmes directly targe�ng them. According to informants, STIs were one of their most 
pressing SRH needs. Yet there was an understanding that health facili�es were unable to largely bring this 
group into care and prevent further transmission. Furthermore, there was li�le room within the current 
HIV/STI programma�c focus to meet the needs of boys for informa�on on sexual matura�on, and one 
recurrent topic in both the focus groups and interviews was the apparent prac�ce of older women 
grooming boys with hardly any experience in a sexual rela�onship. 

Gender role expecta�ons formed an important barrier in �mely health-care seeking among men. Many 
informants referred to a combina�on of the male breadwinner role, and strong masculine role whereby 
health-seeking is regarded as �me consuming and a sign of weakness. The lack of a male health worker 
and/or proper space for men to raise their issues or accept a physical exam in (mostly public) health 
facili�es were raised as disabling factors of male service u�liza�on. 

There were also mul�ple experiences with under-the-table payments, where health workers took 
advantage of the young men’s urgency to obtain medical a�en�on. Some par�cipants also drew into 
ques�on the reliability of test results and the efficacy of drugs provided in the public sector. Moreover, 
persistent drug shortages generally dissuaded male clients to consider these facili�es as their first port of 
call and instead put their reliance on alterna�ve providers, such as tradi�onal healers, private pharmacists 
or trusted rela�ves with knowledge of herbal medicine.

Li�le pa�ence with the health system, coupled with a persistent belief that pregnancies are women’s 
business, was found to keep men from ac�vely engaging as partners in pregnancy care. Interviewed clinical 
staff labelled it as ignorance (“men do not know their role in reproduc�ve health ma�ers”) but in a focus 
group with boda-boda drivers, men admi�ed being aware of their responsibili�es. However, the urgency to 
earn money and percep�on that health facili�es would keenly let you wait served as arguments to easily 
discharge oneself from the male partner role.

Me, I don’t have to go, even if I know it’s my 
responsibility. The main thing is to give her money 
and go to the hospital [to drop her off]. You know 
us men, you have to rush for work, but they will 
keep you wai�ng at the government health faciliy if 
you happen to escort her. 

-Uganda, Focus group5, participant 6.
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• The strategic documents on male involvement, and the prac�ce of MAGs are of wider interest to the 
region. Efforts to roll out the strategy include capacity strengthening of health workers at project-supported 
health-care facili�es, health worker supervision to ensure services are male-friendly and non-discriminatory, 
health educa�on talks at facili�es to increase male involvement, and improvements in data collec�on using 
a register for male involvement.           

• There is an incen�ve for a health check for men who escort their spouse to antenatal care.
Unfortunately, a funding shor�all has affected the implementa�on of the strategy and thus best prac�ces 
need to be solicited from specific places where donor-level support was made available, such as in 
Namayingo, Gulu, Amudat and Kampala. This was not within the scope of this assessment but 
recommended as a next step.  

It will be par�cularly interes�ng to see if the presence of MAGs has successfully influenced men to expand 
their involvement in SRHR. Tradi�onally, men's par�cipa�on has focused on suppor�ng their spouse and 
child. However, the goal is to see if MAGs have encouraged men to also recognize the benefits of engaging 
in SRHR for their own educa�on and service needs. A recent publica�on on the MAGs provided a series of 
recommenda�ons to improve the func�onality of the MAGs, including linking them to the Women Ac�on 
Groups, which seem to be more firmly embedded in Ugandan communi�es4.   

4  Mwije, S. (2018). Men and maternal health: The dilemma of short-lived male involvement strategies in Uganda. Health Care for Women Interna�onal, 39(11), 1221-1233.

Promising practices

Key recommendations:

Sensi�vi�es on issues emerged on the subject of homosexuality and around the long-awaited SRHR 
policy. Focus groups were largely dismissive of boys or men with same-sex sexual a�rac�on, however, 
controversies seemed to be more extensive than this. Interviewed facility staff indicated that their work had 
become more challenging with all the nega�ve a�en�on around SRH services in the country. 

The assessment found the following as promising prac�ces for engaging men and boys in Uganda:

The following recommenda�ons are informed by the rapid assessment, the policy review as well as the 
valida�on mee�ng: 

• Support the Ministry of Health to develop a costed implementa�on plan for the na�onal strategy for male 
involvement.

• Develop an essen�al benefits package, seamlessly integrated into the male engagement plan.

• Support the revision of the monitoring and evalua�on frameworks to effec�vely measure the pillar of men 
as clients was deemed pivotal.

• Develop a scoping report to map programmes addressing gender and social norms for boys and men, 
conduct a baseline survey to iden�fy and measure harmful gender and social norms, and scale up change 
agents in more districts to address gender and social norms effec�vely.  
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