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1. Abstract

Introduction- Sexual and reproductive health problems of adolescents in Ethiopia are rising from time to
time. This may be associated with early sexual initiation. Different researches done in different countries
had showed that good family communication regarding sexual risk behavior has been positively associated
with a delay in sexual activity. There are different factors affecting communication between parents and
adolescents regarding SRH issues which are uncovered.

Objective- The study is done in an attempt to identify those factors and the influence of parent-adolescent
communication on sexual and reproductive health of students Methodology- A cross-sectional descriptive
study involving 694 randomly selected students among four high schools in Awassa, Ethiopia. A pre-
tested structured anonymous questionnaire was used to collect quantitative data, which was entered,
cleaned and analyzed using SPSS version 11.0 statistical package. Qualitative information was obtained
from four focus group discussions and sixteen peer-to-peer interviews segregated by gender. A binary
logistic regression analysis was used to asses the impact of determinants.

Results- Two hundred five (30.4%) of the students discussed with either of their parents in at least two
topics of SRH. Nevertheless, most of the respondents preferred to discuss SRH issue with their

peers/friends than their parents.



Mother being literate [OR=1.63; 95%CI=1.17, 2.27], adolescents’ having knowledge on STI,
contraceptive, fertile period during menstrual cycle and emergency contraceptive [OR=2.56; 95%CI=1.51,
4.62, OR=2.17; 95%Cl= 1.32, 3.53, OR=1.57; 95%CI=1.13, 2.18 and OR=2.58 95%CI|=1.84, 3.63
respectively] were associated with communication of parent and adolescents on SRH.

The most reported factor that affects communication between parents and adolescents on SRH issues were
shamefulness, parents’ lack of knowledge and that the issue is culturally unacceptable.

Both males and females were more comfortable to discuss sexual and reproductive health issues with
mother. There is significant difference across gender where more females being comfortable discussion
with mother [OR=2.37; 95%CI= 1.60, 3.49]

Conclusion and recommendation- The overall research finding shows that communication on SRH
issues promotes healthy behaviors of adolescent. Nevertheless, there is low communication between
parent and adolescent on different SRH issues with different reasons for not discussing.

Hence, based on the findings obtained in this study it is recommended that comprehensive family life
education (FLE) should be initiated for the students and parents in school, home, religious institution, and
health facilities for effective communication to occur on SRH. In addition programs working in ASRH
should include parents to address parental influences on adolescents’ reproductive health and work to
alleviate those factors which affect communication between parent and adolescents. Additional research
needs to explore the influence of parent —adolescent communication on SRH issues on adolescent

reproductive health especially using analytical studies.
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1. Introduction

1.1 Background

Adolescence is a transitional period from childhood to adulthood, characterized by significant
physiological, psychological and social changes WHO define adolescents as those in the age
group of 10-19 years. (1,2) Our world currently cares for a historic highest number of
adolescents; about 1.2 billion adolescents need proper education, health and other life skills to
ensure a better future for themselves and their countries. Of these, about 85% live in developing
countries. Moreover, more than half of the world's population is below the age of 25, and four
out of five young people live in developing countries. (1,2) The adolescent population in
Ethiopia has been increasing during the last few decades. Currently, adolescents constitute about

24% while young adults 10-24 years constitute about 30% of the total population (3).

Many adolescents die prematurely every year, an estimated 1.7 million male and female
adolescents between ages of 10 and 19 lose their lives to accidents, violence, pregnancy related
complications and other illnesses that are either preventable or treatable (4). As a result,

adolescent reproductive health (RH) is an increasingly important component of global health.

Adolescents often lack basic RH information, knowledge, and access to affordable confidential
health services for RH. Many do not feel comfortable in discussing RH with parents (5).
Likewise, parents, health care workers, and educators frequently are unwilling or unable to
provide complete, accurate, age-appropriate RH information to adolescents. This is often due to
their own discomfort about the subject or the false belief that providing the information will

encourage sexual activity (6).

More over, when young people feel unconnected to home, family, and school, they may become
involved in activities that put their health at risk. However, when parents affirm the value of their
children, adolescents more often develop positive, healthy attitudes about themselves.



Most adults want adolescents to know about abstinence, contraception, and how to prevent HIV
and other sexually transmitted infections (STIs), parents often have difficulty communicating
about sex. Nevertheless, positive communication between parents and children helps adolescents

to establish individual values and make sexually healthy decisions (7).

1.2 Statement of the problem and rationale of the study

Adolescents, having survived all childhood health problems, have been enjoying a relatively low
morbidity and mortality period in the past. At present, due to changing the conditions due to
civilization, urbanization and life style, the health of adolescents is increasingly at stake.
Sexually transmitted diseases, HIVV/AIDS and other reproductive health problems are the greatest
threats to their well-being. However, despite the growing needs, there is no adequate health
service or counseling specifically suitable for this specific age group unlike children, mothers or
adults (8).

In addition, adolescents often engage in a wide range of high-risk sexual behaviors that can result
in adverse health, social, and economic consequences for themselves and their families. Early
sexual intercourse is a serious adolescent risk behavior. Early initiation of sexual intercourse is
associated with other behaviors that increase risk, including more frequent intercourse and
greater numbers of sexual partners, and lower probability of contraceptive use during the
adolescent years. Thus, individuals who initiate sexual intercourse relatively early in their
adolescence are at high risk for sexually transmitted disease and pregnancy involvement for a

longer period (9)

Globally, rates of sexually transmitted infections among young people are soaring: one-third of
the 340 million new STIs each year occur in people under 25 years of age. Each year, more than
one in every 20 adolescents contracts a curable STI. More than half of all new human
immunodeficiency virus (HIV) infections occur in people between the ages of 15 and 24 years.
(10) Particularly, adolescents in the Sub-Saharan region have low family planning utilization

rates and limited knowledge about RH and services, and they account for a higher proportion of
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the region’s new HIV infections, maternal mortality ratios, and unmet need for RH information

and services (11).

The vulnerability of adolescent to different reproductive health problem is due to a number of
reasons such as their scant knowledge on how to prevent HIV infection, early onset of sexual
activity and irregular condom use (13). Several strategies have been employed to provide
adolescent with knowledge, positive attitudes and skills to prevent HIV infection. These include
sex-based sex education programs, establishment of counseling service outlets, media campaigns
and family communication about sexuality. Out of these, parent and child communication about
sexuality regarded as an effective way to reduce risky sexual behavior and HIV infection among
adolescents (14). However for many parents all over Africa, one of the challenges in child
upbringing is answering a child’s questions about sexuality (15). Equally, a lot of children find it
uncomfortable having a conversation about sexuality with their parents because the subject is a
taboo topic in most homes. Indeed parents have traditionally not been in the forefront of sexual

socialization of their children.

Adolescents grow up without the guidance of elders, grand parents and other in the extended
family. Consequently, a gap in sexuality information for adolescents is emerging. This gap has
been mainly filled by another source of sexuality information; peers. Peers are able to share their
personal experiences regarding sexuality and provide an ear ready to listen to that of others. A
study among adolescents in Ghana indicated that adolescents interacted about sexuality more
with friends than parents (16). However, the information shared within the peer network could be

false and there can be the persistence of damaging myths through interactions.

Research shows that adolescents who talk with their parents about sexuality are more likely than
other youth to delay the initiation of sex and, when they eventually initiate sex, are more likely to
use condoms and other contraception. (17) One study found that Latinas in junior or senior high
school who felt able to talk with their parents were much less likely to get pregnant than Latinas
with fewer opportunities and less freedom to talk with their parents.(18)

Communication between parents and their children about sexual issue and impact of this
communication on adolescents’ sexual behavior has been one important research area; which
will help in improving the prevention and education program that meet the needs and concerns of

adolescence (19).
11



Sexual and reproductive health problems of adolescents in Ethiopia are rising from time to time,
this is may be associated with early sexual initiation. Adolescents in Ethiopia are also exposed to
various risks such as unprotected sex, early marriage, early pregnancy and STIs/HIV/AIDS.
Studies have shown that in Ethiopia 60% of adolescent pregnancies are unwanted or unintended
(12).

Different researches done in different countries showed that good family communication
regarding sexual risk behavior has been positively associated with a delay in sexual activity.
However, most parents in Ethiopia do not discuss about changes in adolescence, sexuality and
contraception with their children, so adolescents could be vulnerable to different reproductive
health problem (21).

The issue of parent-adolescent communication on SRH is very crucial but little research has been
done in Ethiopia on parent-adolescent communication on SRH. In addition, since communication
between parents and their adolescents has been linked to responsible adolescent sexuality (22), it

is important to identify factors that affect parent-adolescent communication.

Although the findings of this study were based upon high school and preparatory adolescents, are
not generalizable to out-of-school adolescents, in-school adolescents represent a
demographically significant segment of the population of adolescents in Ethiopia and learning
more of the factors that affect parent-adolescent communication and the effect of parent-
adolescent communication on different adolescent sexual reproductive health issues in this
segment of the population is of considerable strategic significance to national efforts to prevent
adolescent pregnancy, and sexually transmitted diseases including HIVV/AIDS.

Clearly, a deeper understanding of some of the factors that affect parent-adolescent
communication and the influence of parent-adolescent communication on different adolescent
sexual reproductive health issues is one of the key pre-requisite information required in

designing relevant, effective and comprehensive adolescent health programs.

So this research is done to fill the research gap on this issue and identification of factors which
will help those who are working on ASRH programs to focus on parent-adolescent

communication on SRH.
12



2. Literature review

Knowledge and attitude on selected sexual and reproductive health issues.

Adolescents’ knowledge and attitude
In a study done in Ghana the scope of knowledge of the typical adolescent about other STIs apart
from HIV/AIDS was particularly limited, and was apparently worse for the female

adolescents.(23)

Television, radio and reading materials (in order of importance) have been the predominant mass
media sources of reproductive health information for most adolescents interviewed. Peers and
teachers have been the most important interpersonal sources of RH information for most

adolescents interviewed (23).

Looking at studies done in Ethiopia, Bullen Woreda three hundred forty seven (84.2%) of the
respondents knew about STI/HIV/AIDS. AIDS was the most commonly known STD 300(88%),
followed by Gonorrhea 267 (78.3%). Most of the respondents 313(76%) knew when first
menstrual period started (menarche), and they reported the mean age of menarche was 13.86t
1.5 SD. Feeling towards first menarche among female respondents includes fear, felt sick, felt
shame ness each accounted 84 (66.1%), 36(28.6%), 30(23.8%) respectively Three hundred thirty
four (81.1%) of the students knew contraceptives methods. Injectables contraceptive and condom
were mentioned by 246(73.7%) and 243(72.8%) the respondents respectively (24).

Another Study done in Nekemt nearly 258(40.0%) out of 646 responded the likely time for a
woman to get pregnant when she has sexual relations that is in the middle of her menstrual cycle.
Adolescents were also asked the possibility of being pregnant with one act of sexual inter course
and 398(53.2%) of them agreed upon while 201 (26.9%) did not and 122 (16.3%) were not sure
of it. In the same line 630(87.4%) of them out of 721 did know how to avoid pregnancy (25).
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A base line survey on ARH among adolescents in government high schools of Addis Ababa
revealed that concerning students’ knowledge of STDs and its symptoms they responded that
STDs include syphilis (80.0%), gonorrhea (78.0%), lympho granuloma inguinale (18.0%),
lympho granuloma venerum (34.0%), chancroid (28.0%), trichomoniasis (7.0%), and HIV/AIDS
(90.0%) (26).

Parents’ knowledge and attitude

On survey conducted on parents in Ziway nearly 94% of the 246 subjects admitted that there are
some physical and psychological changes that take place during puberty. However, only 148
(60%) of them reported the correct age range for puberty in females, and only 105 (42.7%) knew
the corresponding age for males. It is only 65 (26.4%) respondents who correctly told the safe
period in the menstrual cycle. Ninety three percent of the parents had a negative attitude towards
premarital sex, though later on, 151 (61.4%) of them approved use of contraception in cases of

unprecedented sexual acts in adolescents.

Only 66 (26.8%) of the parents said that teenage pregnancy is associated with difficulties in
childbirth. Two hundred and six (83.7%) mentioned two commonest types of STIs (gonorrhea,
and syphilis), and only 70 (28.5%) believed that STIs predispose a person to HIV/AIDS (21).

Sexual behavior of adolescents

At least 80 percent of sub-Saharan African youth are sexually experienced by age 20. Seventy-
three percent of all Liberian women ages 15 to 19 have had intercourse, as have 53 percent of
Nigerian, 49 percent of Ugandan, and 32 percent of Botswana women (27). In many sub-Saharan
countries, first sexual activity takes place before marriage. Among Kenyan women, the median
age at first marriage is 18.8 years, while the median age of first intercourse is 16.8 years. Data
also show that four percent of Kenyan men are married by age 18, although 64 percent report

sexual intercourse before that age (28).
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A cross-sectional study done in Bale showed that 258 (30.8%) of the respondents reported to
have had practiced sexual intercourse. Among those who had practiced sexual intercourse 142
(55%) were below the age of 17 years and the mean age at first sexual intercourse was 15.87 +
1.84 years. Of the sexually active students, 123 (47.7%) reported to have more than one partner
in the past. Among those who had reported sexual relation with more than one partner, 75 (61%)
of them mentioned that the main reason to have sex with them was trusting their partners because
they look healthy. Eighty three (43.7%) of those who had commenced sexual intercourse in the
past one year practiced sexual act during this time with causal partner and 74 (38.9%) of them

practiced with a partner who have multiple sexual partners (29).

Do parents communicate with their adolescent about sexuality?

Parent-adolescent communication is the parental factor most often linked to adolescent sexual
attitudes and behaviors. While there is evidence that adolescents prefer to receive information

about sexuality from their parents, in reality few have this privilege. (30)

Nonetheless, research has documented that the quantity, frequency and timing of parent-child
communication are important factors in sexual outcomes, including knowledge about sexuality
and reproductive health, sexual attitudes and sexual behaviors and intentions.(31) It is important
to mention that a few studies have documented that parent-child communication is associated
with greater sexual behavior among youth.(32) However, in such studies it is not clear which
comes first, the onset of sexual behavior or the onset of parental attempts to educate adolescents

about sexuality.

Studies have indicated that adolescents most commonly rely on peers for information about
sexual matters. However, parents also tend to be mentioned as being important, sometimes
prominently so. Averaging across a wide range of studies, about 70 percent of parents in the
United States indicate that they have talked with their adolescents about sex, whereas about 50
percent of adolescents report engaging in such conversations with their parents. These rates,

however, vary considerably from one study to the next (33, 34).

15



Study among Ghanaian youth aged 12-24 years found that dialogue about sexuality was
important. It was observed that communication with family members about sex and
contraceptive was associated with a lower probability of initiating early sexual activity (57).
Respondents in the age range of 12-24 years were asked questions on communication with others
about sexuality with specific reference to talk about abstinence and condom use. The response of
adolescent showed that 65% of discussions about abstinence and condom use occurred with
peers. On the other hand, 10% of these discussions were with parents (16).

Study in Bullen Woreda (Ethiopia) high school showed that three hundred sixty two (87.9%)
respondents reported that it is important to discuss sexual and reproductive health issues with
parents. One hundred nineteen (28.9%) of the students discussed with either of their parents in at
least two topics of SRH. And sixty three (15.3%) of the students discussed with either of their
parents in at least three topics of SRH (24).

Topics for discussion between adolescents and parents

Survey done in USA showed fifty-one percent of teens (61 percent of females; 42 percent of
males) had discussed with their parents “how to know when you are ready to have sex”. Forty-
three percent of teens (53 percent of females; 33 percent of males) had discussed with their
parents how to talk to a boyfriend or girlfriend about sexual health issues, such as pregnancy,
birth control, and STIs. Among male teens, 50 percent had discussed condoms, but only 35
percent had discussed other forms of contraception. Among female teens, 54 percent had
discussed condoms and 63 percent had discussed other forms of contraception with parents.
Overall, 52 percent of teens had discussed condoms with their parents; 49 percent had discussed
other forms of contraception. Fifty-six percent of teens (64 percent of females; 48 percent of
males) had discussed HIVV/AIDS with their parents. Fifty percent of teens (56 percent of females;

44 percent of males) had discussed STIs with parents (7).

In respect to the assessment of topics for discussion between adolescent and parents in Bullen
Woreda high school one hundred seventy (41.3%) of the respondents reported that they had

discussed on contraceptive methods.

16



Three hundred twenty four (78.6%) of the students reported that they had discussed on
STI/HIV/AIDS. Out of 412, 174(42.2%) of the students had discussed about sexual intercourse.
(54.1%) had discussed about unwanted pregnancy. (55.1%) had discussed on avoiding premarital
sex. Two hundred forty four (59.2%) of the participants had discussed about condom. Three
hundred nine (75%) of the respondents had discussed on physiological and psychological
changes seen in youth (puberty). Out of 412, 250(60.7%) of the students had discussed about

menstrual period (24).

According to a survey in Ziway on the assessment of parent’s practice regarding communication
on sexual matters with their children, 51 (20.7%) admitted to have discussed about teenage
pregnancy and its complications, 31 (12.6%) on contraceptive use, and 26 (10.6%) on physical

and psychological changes at puberty, some time in the past (21).

Factors affecting communication between parents and teenagers

The Henry J. Kaiser Family Foundation had conducted a nationally representative survey in USA
Teens had indicate various reasons why they may not talk to parents about sexual health issues.
Eighty-three percent of teens worried about their parents’ reaction. Eighty percent of teens had
got worried that parents will think they have had sex or are going to have sex. Seventy-eight
percent of teens named embarrassment as a big reason. Seventy-seven percent of teens (83

percent of females; 71 percent of males) said they didn’t know how to bring the subject up (35).

Adolescents were found in a South African study to have positive views about interaction with
parents on several issues such as sexuality. At the same time, they reported that they cannot
easily share their feelings with parents partly because they are judgmental and 72% were of the
view that communication with parents about sexuality is inadequate (36). Research on this issue
in Zambia has shown that both adolescents and their parents find the sexuality communication
process an embarrassing one. (37) The main reservation s of mothers for not discussing sex and
birth control were that the discussion would be embarrassing; that children would not take them

seriously; and an apprehension that they cannot answer a child’s question about sex or AIDS.

17



Similarly, adolescents were unwilling to talk to parents because of embarrassment; a concern
with invasion of their privacy; belief that mothers are not interested in listening to them and a

feeling that they already know enough. (38)

Most reasons for not communicating with their parents in Bullen Woreda high school viewed by
those who had not discussed on different sexual and reproductive matters are; shameful to
discuss such issues with parents, parents’ lack of communication skill and knowledge and

culturally unacceptable (24).

Parent-Child Communication about Sexuality Promotes Healthy Behaviors.

In one study done in USA, when mothers discussed condom use before teens initiated sexual
intercourse, youth were three times more likely to use condoms than were teens whose mothers
never discussed condoms or discussed condoms only after teens became sexually active.
Moreover, condom use at first intercourse significantly predicted future condom use—teens who
used condoms at first intercourse were 20 times more likely than other teens to use condoms
regularly and 10 times more likely to use them at the most recent intercourse.(43) A study found
that teens who reported previous discussions of sexuality with parents were seven times more
likely to feel able to communicate with a partner about HIVV/AIDS than those who had not had

such discussions with their parents (38).

In another study, 19.2 percent of students said they would prefer to get information about
contraception from their parents rather than from community health centers, classes, hospitals,
private doctors, television, or friends. Consistent users of contraception were also more likely to
report frequent conversations with parents than were teens who were not using contraception.
Studies show that when parents make consistent efforts to know their teen’s friends and
whereabouts, the young people report fewer sexual partners, fewer coital acts, and more use of

condoms and other forms of contraception (39).

In a study of sexually active African American and Latino youth, when parents held skilled,
open, interactive discussions with their teens about sex, the youth were significantly more likely
than the teens of less skilled communicators to use condoms at most recent intercourse and

across time (7).

18



Gender differences in Parent-Child Communication

Many studies had found that mothers are significantly more likely than fathers to discuss
sexuality with their children. (32) In one study in USA, just over 54 percent of students reported
discussing HIV with a parent. Percentages varied significantly by gender—60 percent of female
teens had discussed HIV with a parent compared to 49 percent of male teens. Another study
found that mother-daughter discussions are more likely to include information on sexual health
issues than are mother-son discussions. Father-daughter discussions about sexuality, while

relatively infrequent, still outnumber father-son discussions regarding sexuality (40).

Studies from western countries report that mothers communicate with children about sexuality
more than fathers do (41). A study from Togo, sheds light on gender difference in sexuality
discussion women were observed to be more likely to have sexuality discussions with their
daughters than fathers (42).Study in Ethiopia, Bullen woreda high school also shows preference

of the same sex parent to discuss on sexual and reproductive health issues (24).
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3. Conceptual frame work

As depicted in figure 1, conceptual frame work was developed for this paper after reviewing the
relevant literatures. In this conceptual framework a simple linear association is considered. As
shown in the figure socio demographic factors, perceived openness of parents and knowledge on
SRH have a link with communication between parents and adolescents on SRH issues which
may further be linked with youth decision making and sexual behavior. It is also seen that
Sociodemographic characteristics and knowledge on SRH directly linked to sexual behavior of
adolescents.

20



Fig 1. Conceptual frame work of communication between parents and adolescents on SRH and

sexual outcome

Communication
between parents and
adolescents on SRH
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4. Objective of the study

4.1General objective

To assess communication between adolescents and parents on sexual and RH issues and the

effect on adolescent SRH conditions in Awassa town high school, SNNPR, Ethiopia.

4.2 Specific objectives

1. To describe the extent of communication between adolescents and parents on sexual and RH
issues.

2. To determine factors affecting communication between adolescents and parents on sexual and
RH issues.

3. To describe gender differentials of communication between parents and their adolescents on
sexual and RH issues.

4. To assess the influence of parent-adolescent communication on different sexual and

reproductive health issues of adolescents.
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5. Methods

5.1 Study design

The study is a cross-sectional analytical study design with a mix of quantitative and
qualitative techniques.

5.2 Study area

This study was conducted in Southern Nation Nationalities People’s Regional State of Awassa
town, an area which is known by diverse cultural constituents. Awassa is the capital town of the
regional state, located 270 km from Addis Ababa. It is administratively divided into 8 sub-cities
and has a population of 218,208. Currently the primary and secondary school coverage of the
town is 88% and 69%, respectively. There are a total of 10 high schools of which four are public
schools and six are non- government high schools. The total number students in high school for
the academic year 2007/2008 was 11,470, 54% are males and 48% are females.

5.3 Study population
Source population

All adolescents attending class in high schools of Awassa and parents of those adolescents

learning in high school.

Study subjects
High school students in Awassa of age 13-19 years enrolled in grade 9-12 for the academic year
2007/2008 selected from the source population using multistage sampling.
Parents of those selected adolescents and who are volunteers.

5.4 Sample size

The survey has used the formula single population proportion sample size determination.
Calculation is done using the assumption, the proportion of parent adolescent communicating in
at least two topics of SRH in a previous study of the p=28.9% (24), 95% CI, 5% marginal error,

and 10% non response rate.
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n= Zy P(1-P) = (1.96)** 0.289* .711
d? (0.05)?
= 315.6, 10% non response rat making a total of 347.

Because the study had used multistage sampling technique, by considering

the design effect of 2 the number had been multiplied by 2 and the total number of
students taken for the study was 694.

Inclusion criteria: Adolescents should be teenager (13-19).

5.5 Sampling procedures

There are ten high schools in Awassa town four are public and six are private schools. From
these high schools, 2 public and 2 private high schools were selected using simple random
method but excluding religious based high schools. From the four high schools, students were
recruited using proportionate sampling. Then with in the schools a multi-stage sampling, initially
students were stratified by grade, which are from grade 9-12 and from each grade section
students were selected by lottery method. To select the study unit student’s roster was used as
frame. And to determine the number of students from each grade simple random method was
used.

The sampling procedure is depicted in figure 1, in every step simple random technique was used

to select schools, sections from each school and grade and students from each section.
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5.6 Data collection technique

Quantitative data

Data collection process

Ten data collectors who had completed 10™ or 12" grade, having previous experience in data
collection were recruited. Training was given on the questionnaire and on the data collection and
interviewing techniques. Data collection took place from 29" February 2008 to 14™ March 2008.
Data collectors had distributed the questionnaire to the students, remained in the class room
during administration and transported the completed questionnaire from the school. The principal
investigator supervised the research assistants through out the data collection.

The data collection instrument was anonymously, structured closed ended and self-administered
question to be filled by the students. A number of questions that can address the objective of the

study were gathered and adapted from previous similar studies and other relevant sources.

The questionnaires
A pre-tested questionnaire that explored the objectives of the study was designed according to
the local culture and norm, was prepared in English and got translated to Amharic language then
back translated into English. The questionnaire comprises 90 questions, out of these 12 items
were socio demographic characteristics, 9 items on sexual and reproductive health knowledge,
13 items on sexual behaviours, 7 items on parental monitoring and 49 items on communication
about sexuality. Self administered anonymous questionnaires were preferred for this kind of
survey to minimize social desirability bias and interviewer distortion that often limits the use of

face to face interviews.

Pre-testing
The questionnaire, interview guideline and discussion guide were pre-tested among public,
private school students and parents which were not included in the study after which important

modifications were made.
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Qualitative data

Focus group discussion
Four focus group discussions were carried out among 32 selected parents who had adolescents
age 13-19 years. The criteria for selecting participants of the focus group discussion were
purposively of parents of those adolescents not participating in the study and who are volunteer.
More over, the characteristics of the discussants were similar in socio-demographic
characteristics like (age, sex etc). The principal investigator moderated all the focus group

discussion and two trained persons took notes.

The focus group discussion for mothers and fathers were conducted separately to increase the
quality of information that can be generated and to be able to ensure the confidence of the
respective parents. Tape recorder was used in order to capture their opinion fully after they have
been told about the objective of the study and upon recipient of verbal consent. There were eight

participants in each group. A semi structured questions guide was used to lead the discussion.

In-depth interview

An in depth interview was conducted with 20 selected students. Equal numbers of interviews
were conducted among male and female students. A pre-tested guideline was used to lead the
interview. Four trained interviewers (2 male and 2 female) conducted the interview.

5.7 Variables

Independent variables
- Sociodemographic characteristics like
Age
Sex
Educational status of the parents
Family income
Family size
- Knowledge of adolescent’s reproductive health matters
- Perceived parental monitoring

- Parent-adolescent communication on SRH
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Dependent variables

- Communication between parents and adolescents on reproductive/ sexual issues.

- Sexual behavior of adolescents

Operational definitions

Communication between parents and adolescents on SRH issues in this study context is a
simple discussion or talking which is interactive.

Risky sexual behavior = Sexual act with more than one partner, casual partner, CSW and
inconsistent use of condom.

Early sexual practice= Sexual act which is performed fifteen and below 15 years of age.
Parental monitoring

The students were asked whether their parents really know where they spend their time outside
home and with whom they spend their time outside home and school.

Parents= parents in this study mean biological parents, step parents or foster parents but it does

not include elder siblings.

5.8 Data quality control

Two supervisors performed the supervision of data collection procedure daily. Then they have
checked each and every completed form. Additionally the researcher had given on site technical
assistant and guidance. If there is any ambiguity the researcher explains for the data collectors
and also double data entry were done. When inconsistence and incompleteness of answer were

encountered, the questionnaire was excluded from entry.

5.9 Data analysis procedure

SPSS version 11.0 was used to enter, clean, and analyze data. Answer sheets were excluded from
entry if students failed to answer questions about living arrangement, parental monitoring, sexual
behavior, and communication on SRH concerns or if they gave inconsistent/invalid answers to
all questions (n=20, 2.9%). Univariate and multivariate analyses were carried out to examine the
relationship between the outcome variables and selected determinant factors. Chi-square was
used as appropriate. All focus group discussion were taped and transcribed. Analysis of the
qualitative data was accomplished based on the predetermined themes and adding the context of
additional information provided by the respondents. The data was then organized and each issue

was discussed independently.
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5.10 Ethical consideration

Ethical clearance was obtained from the Faculty of Medicine Research and Publication
Institution and Review Board Committee for the study. A formal letter was written from School
of Public Health, Addis Ababa University Medical Faculty to the SNNPR educational burea.
Respectively permission from the Awassa town education and capacity building department was
secured.

Verbal and written consents were obtained from the study subjects after explaining the study
objectives and procedures and their right to refuse to participate in the study any time they want
to. For this very purpose, a one-page consent letter was attached to the cover-page of each
questionnaire stating about the general purpose of the study and issues of confidentiality which

were discussed by data collectors before proceeding with the interview.

5.11 Dissemination of the result

The finding report after being defended at Addis Ababa University will be submitted to the
School of Public Health and CORHA, the funding agent. As deemed necessary, it will also be
communicated in scientific conferences and will be sent for publication to a relevant scientific

journal.
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6. Result

6.1Socio demographic characteristics

A total of 694 students were included in the study, of which 20 students were excluded for
incompleteness. Therefore the analysis was based on 674 students, the response rate was 97.1.
Out of 674 students who responded the questionnaire 329(48.8%) were males and 345(51.2%) were
females. The mean age of the respondents was 16.82 + 1.92SD years ; they were with in the range of
13-19 years. All the respondents were single. There is similar distribution across high school and
preparatory students. Three hundred fifty of the students were in public school and the rest were
learning in private school. The majority of the respondents were ethnically Sidama 291(43.2%),
followed by 146(21.6%) Amhara and 70(10.4%) Oromo. And most of the respondents 324(48%)
were Orthodox Christian followed by Protestant 291(43.2%). Four hundred eighty respondents
(71.2%) were living with both parents followed by 118(17.6%) who live with only one parent.
(Tablel)

Five hundred eighteen (76.8%) students reported those their family size is 5 and above. The majority
340(50.4%) of the participants had illiterate mothers and two hundred seventy five (40.8%) of
participants’ fathers were at tertiary level. Four hundred ten (60.8%) of the respondents’ mother were
house wife and two hundred ninety one (43.2%) of the respondents’ fathers were governmental

workers by occupation. (Table2).
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Table 1: Socio-demographic characteristics of school students in Awassa, SNNPR, Ethiopia, 2009

Variable Number Percent
Sex (n=674)

Male 329 48.8%
Female 345 51.2%
Age(n=674)

13-16 264 39.2%
17-19 410 60.8%
Grade(n=674)

Grade 9 183 27.2%
Grade 10 173 25.6%
Grade 11 167 24.8%
Grade 12 151 22.4%
Type of school(n=674)

Private school 324 48.0%
Public school 350 52.0%
Religion(n=674)

Orthodox Christian 324 48.0%
Protestant 291 43.2%
Muslim 49 7.2%
Others 11 1.6%
Ethnicity(n=674)

Sidama 291 43.2%
Ambhara 146 21.6%
Oromo 70 10.4%
Wolaita 54 8.0%
Guraghe 59 8.8%
Others 54 8.0%
Living arrangements of adolescent(n=674)

With both parents 480 71.2%
With mother only 102 15.2%
With father only 16 2.4%
Others** 76 11.2%

** Others indicate those who live alone, with friends, relative or other than either of their parents.
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Table2 Sociodemographic characteristics of parents’ of the enrolled students, Awassa, SNNPR,
Ethiopia 2009

Variable Number Percent
Mother’s ed.status(n=674)

Iliterate 340 50.4%
Primary school 124 18.4%
Secondary school 8 12.0%
Tertiary school 129 19.2%
Father’s ed.status(n=674)

Iliterate 194 28.8%
Primary school 70 10.4%
Secondary school 135 20.0%
Tertiary school 275 40.8%
Mother’s occupation(n=674)

House wife 410 60.8%
Employee 216 32.0%
Merchant 21 3.2%
Farmer 11 1.6%
Not alive 16 2.4%
Others 0 0%
Father’s occupation(n=674)

Employee 504 60.0%
Merchant 70 10.4%
Farmer 146 21.6%
Not alive 22 3.2%
Others 32 4.8%
Family size(n=674)

<5 156 23.2%
5 and above 518 76.8%
Estimated family income(n=674)

<1000 49 7.2%
1000-2000 49 7.2%
>2000 54 8.0%

Don’t know 522 76.8%




6.2. Communications between parents and adolescents on different sexual and

reproductive health issues

Five hundred thirty four (79.2%) respondents reported that it is important to discuss sexual and
reproductive health issues with parents (Table 4). And most 477(70.7%) of these students had
preferred to discuss with mothers. Out of those who preferred their mother to discuss on SRH
266(55.7%) are females 211(44.3%) are males. There is significant difference across gender being
comfortable to discuss with mother more females than males [OR=2.37; 95%CI=1.60, 3.49] with
X2=19.16 and p-value <0.001.

Two hundred five (30.4%) of the students had discussed with either of their parents in at least two
topics of SRH. Respondents also reported that they had discussed on contraceptives, STI/HIV,
sexual intercourse, avoiding premarital sex, condom and pubertal changes; each accounted
141(20.9%), 227 (33.6%), 83(12.0%), 129 (19.2%), 65 (9.6%) and 140 (20.8%)
respectively(Table 3).
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Table 3. SRH topics discussed between parents and adolescents by gender in Awassa, SNNPR,

Ethiopia, 20009.

SRH topics discussed b/n parents Male Female Total

and adolescents freq. (%) freq.( %) freq.( %)
Importance of discussion on SRH(n=674)

Agree 269(81.9) 265(76.5) 534(79.2)
Disagree 60(18.1) 80(23.4) 140(20.8)
Discussion on at least two topics of SRH(n=674)

Yes 108(32.8) 97(28.1) 205(30.4)
No 221(67.2) 248(71.9) 469(69.6)
Discussion on(n=674)

- Contraceptive

Yes 76(23.1) 65(18.8) 141(20.9)
No 259(76.9) 285(81.2) 533(79.1)

- STI/HIV

Yes 108(32.8) 119(34.4) 227(33.7)
No 221(67.2) 226(65.6) 447(66.3)
- Sexual intercourse

Yes 43(13.1) 38(11.0) 81(12.0)
No 286(86.9) 307(89.0) 593(88.0)
- Unwanted pregnancy

Yes 49(14.9) 59(17.1) 108(16.0)
No 280(85.1) 286(82.9) 566(84.0)
-Avoiding premarital sex

Yes 59(17.9) 70(20.3) 129(19.1)
No 270(82.1) 275(79.7) 545(80.9)
- Condom

Yes 43(13.1) 22(6.3) 65(9.6)
No 286(86.9) 323(93.7) 609(90.4)
- Puberty

Yes 54(16.4) 86(24.9) 140(20.8)
No 275(83.6) 239(75.1) 534(79.2)
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6.2.1. Reasons for no communication between parents and adolescents on
SRH issues

Out of those 534 who had not discussed on contraception 151(28.2%) reported their reason as it is
culturally unacceptable to discuss such issues with parents. The students who had not discussed on
STI/HIV was because 119(26.5%) said they are shameful to discuss and another 92(20.5%)
mentioned that parents lack knowledge required. Again for not discussing on sexual intercourse with
their parents were because of shamefulness and parents lack of knowledge; each accounted
216(36.3%) and 76(12%), respectively (Table 4).

The most commonly mentioned reasons for which they didn’t discuss with their parents about
unwanted pregnancy were 146 (25.7%) shame to discuss followed by 119(20.9%) parents lack
knowledge. The most frequently reported reason for which they didn’t discuss with their parents
about avoiding premarital sex were shameful to discuss 159(28.7%) followed by parents’ lack of
knowledge 59(10.9%) and parents’ lack of communication skill 59(10.9%) (Table 4).

Out of those who had not discussed about condom with parents, 210(34.5%) had reason out that it is
shameful to discuss followed by parents’ lack knowledge 59 (9.7%) and cultural unacceptability
59(9.7%). Out of those who had not discussed about puberty the most frequently mentioned reason
were that in 183(34.3%) cases parents lack knowledge and 97(18.1%) parents’ lack of
communication skill to discuss in puberty (Table 4).
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Table 4. The major reasons for not discussing with their parents among the in school students, Awassa, SNNPR, Ethiopia, 2009

Topics of discussion N(%o)not Reason for not discussing
discussing

The total no. of Culturally Shameful Parents have Parents lack Issue is Parents are not
respondents were unacceptable less knowledge embarrassing good listener
674 for all the topics comm. Skill

Contraceptive 534(79.2) 151(28.2) 119(22.2) 49(9.09) 81(15.1) 11(2.02) 16(3.03)
STI/HIV/AIDS 448(66.4) 49(10.8) 119(26.5) 81(18.2) 92(20.5) 0(0) 21(4.80)
Sexual intercourse 593(88.0) 70(11.8) 216(36.3) 43(7.2) 76(12.7) 5(0.90) 21(3.60)
Unwanted
pregnancy 566(84.0) 81(14.3) 146(25.7) 81(14.3) 119(20.9) 5(0.90) 75(13.3)

Avoiding premarital

sex 545(80.8) 54(9.9) 158(28.7) 59(10.9) 59(10.9) 27(4.90) 54(9.90)
Condom 609(90.4) 59(9.7) 210(34.5) 59(9.7) 49(7.9) 43(6.70) 49(7.90)
Pubertal stage 534(79.2) 54(10.1) 81(15.1) 97(18.1) 183(34.3) 22(4.22) 43(8.08)
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6.2.2. Adolescents preference for discussing SRH issues other than their

parents

Among those adolescents who have discussed other than with their parents on different SRH

issues such as contraceptive, STI/HIV, sexual intercourse, unwanted pregnancy, avoiding
premarital sex, condom and puberty each accounted 167 (75.6%), 178 (75.6%), 162 (62.2%),
173 (65.4%), 178 (73.5%), 199 (66.1%) and 205 (64.5%) have discussed with their friends

respectively(table 5).

Table 5. Proportion of school adolescents who have discussed on different SRH issues other
than their parents, Awassa, SNNPR, Ethiopia, 2009

Topic of N (%) With whom they had discussed
discussion Discussed

Yes Friend Brother Sister
Contraceptive(n=674) 221(32.8) 167(75.6) 0 54(54.4)
STI/HIV/AIDS(n=674) 270(40.0) 178(66) 11(4.0) 81(30)
Sexual
Intercourse (n=674) 260(38.5) 162(62.6) 49(18.7) 49(18.7)
Unwanted
Pregnancy (n=674) 264(39.1) 173(65.4) 16(6.1) 75(28.5)
Avoiding
premarital sex (n=674) 243(36.0) 178(73.5) 22(8.8) 43(17.7)
Condom(n=674) 302(44.8) 199(66.1) 38(12.5) 65(21.4)
Pubertal stage (n=674) 315(46.7) 205(64.5) 49(15.2) 65(20.3)

Note=multiple responses were possible
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6.2.3. Adolescents’ gender preference for discussing on SRH issues with their

parents

Out of those who had discussed on different topics of SRH, those who had discussed with
their mother by the different topics had accounted; contraceptive 65(46.1%), STI/HIV129
(57.1%), sexual intercourse92 (40.4%), unwanted pregnancy 75(53.8%), avoiding premarital
sex 49(60%), condom 38(58.4%) and puberty 92(65.3%) respectively. The rest discussed
with their father (table 6).

As it seen in table 6 the proportion of mothers who have communicated with their female
adolescents is higher than with their male adolescents and in turn the proportion of fathers
who have discussed with their male adolescents is higher than with their female adolescents
in each SRH topics. There is also significant association in that male adolescent had
discussed more with father and female adolescent had discussed more with their mother

except on few topics.
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Table 6. Proportion of adolescents who have discussed with preferred parent on different

SRH issues by gender, Awassa town, SNNPR, Ethiopia, 2009

Topics communicated b/n

parents and adolescents

With whom they have discussed

Mother OR 95% CI

Father OR 959% CI

1. Contraceptive(n=674)
Male
Female

X?(p-value)

2. STI/HIV(n=674)
Male
Female

X?(p-value)

3. Sexual intercourse(n=674)
Male
Female

X?(p-value)

4. Unwanted pregnancy(n=674)
Male
Female

X?(p-value)

Male
Female
X?(p-value)
6. Condom(n=674)
Male
Female
X?(p-value)
7. Puberty(n=674)
Male

Female

X?(p-value)

27 (41.7%) 1.00
38(58.3%) 1.38[0.82,2.32]
1.70(>0.1)

41(32.0%) 1.00
88(68.0%) 2.19 [1.45,3.29]*
14.37(<0.001)*

14(44.4%) 1.00
18(55.6%) 1.18 [0.66,2.09]
0.34(>0.5)

40(41.2%) 1.00
57(58.8%) 1.42[0.91,2.18]
2.46(>0.1)

5. Avoiding premarital sex(n=674)

38(41.2%) 1.00
53(58.8%) 1.42[0.91,2.18]
2.96(>0.05)

16 (42.9%) 1.00
22 (57.1%) 1.33[0.69,2.59]
1.00(>0.25)

15(16.7%) 1.00
77(83.3%) 6.00[3.42,10.5]*
46.3(0.000)*

49(64.3%) 2.06 [1.26,3.35]*
27(35.7%) 1.00
8.54(<0.01)*

68(70.6%) 2.90 [2.27,3.60]*
29(29.4%) 1.00
20.14(<0.001)*

33(66.7%) 2.17 [1.03, 4.53]*
16(33.3%) 1.00
4.60(<0.05)*

6 (51.0%) 0.87 [0.26,2.88]
5(49.0%) 1.00
0.057(>0.75)

22(57.1%) 1.47 [0.76,2.86]
16(42.9%) 1.00
0.9(>0.25)

25(92.6%) 15.3 [3.60,62.2]*
2(7.40%) 1.00
24.4(<0.001)*

38(87.5%) 7.37 [3.04,17.7]*
6(12.5%) 1.00
28.2(<0.001)*
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* = significant association
6.2.4. Communications between parents and adolescents on different sexual

and reproductive health issues and factor related

As shown in table 7 , univariate and multivariate logistic regression was done to asses
factor related to communication between parents and adolescents on at least two SRH
issues. Among the Sociodemographic variables mother being literate was shown to
increase the odds of communication between parents and adolescents on SRH by two
fold, AOR 2.64[1.54, 3.38].

On the other hand, communication between parents and adolescents on SRH significantly
associated adolescents’ having knowledge on different SRH issues such as knowledge on
STl AOR 2.20[1.21,4.86]; knowledge on contraceptive AOR 2.22[1.34,2.85]; knowledge on
fertile period AOR 1.47[1.12,2.28] and knowledge on emergency contraceptive AOR
3.02[1.98,4.25] (Table 7).

Table 7. Communication and discussion on sexuality and reproductive health issues by
different characteristics, Awassa, SNNPR, Ethiopia, 2009

Variables Discussed SRH in two topics OR Adjusted OR
Yes No

Sex

Male n=329 32.8% 67.2% 0.80[0.37,1.72]  0.78[0.30,2.05]

Female n=345 28.1% 71.9% 1.00

Type of school

Public school n=350 30.4% 52.0 % 1.00

Private school n=324 33.3% 66.7% 0.76[0.35,1.64] 0.74[0.20,2.69]

Age

13-16 n=264 32.7% 67.3% 0.84[0.38,1.82] 1.08[0.31,3.7]

17-19 n=410 28.9% 71.1% 1.00

Family size

< 5n=156 24.1% 75.9% 0.66[0.25,1.72] 1.51[0.41,5.48]
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5 and above n=518

Table 7 continued

Mother education
Illiterate n=340
Literate n=334
Father education
Illiterate n=190
Literate n=484

Living arrangement

Both parent n=480

Single parent n=124

Others n=70

Perceived openness of parents

Yesn=119
No n= 555

Knowledge on STD

Yes n=572
No n=102

Knowledge on contraceptive

Yes n=555
No n=119

Knowledge of fertile period

Yes n=302
No n=372

Knowledge on emergency

Contraceptive
Yes n=264
No n=410

32.3%

25.4%
35.5%

33.3%
32.9%

30.3%
21.7%
46.2%

68.2%
25.9%

33.0%
84.2%

33.0%
18.2%

35.7%

26.1%

42.9%
22.4%

67.7%

74.6%
64.5%

66.7%
67.1%

69.7%
78.3%
53.8%

31.8%
74.1%

67.0%
15.8%

67.0%
81.8%

64.3%

73.9%

57.1%
77.6%

1.63[1.17,2.27]*

1.00
0.41[0.18,1.34]

1.00
1.96[0.60,6.40]
3.08[0.70,13.4]

6.08[3.95, 9.26]*
1.00

2.65[1.51,4.62]*

2.17[1.32,3.53]*

1.57[1.13,2.18]*

2.58[1.84,3.63]*

1.00

1.00
2.64[1.54,3.38]*

1.00
0.23[0.06,1.76]

1.00
1.61[0.37,6.87]
2.23[0.42,11.7]

3.45[2.35, 6.55]*
1.00

2.20[1.21,4.86]*
1.00

2.22[1.34,2.85]*
1.00

1.47[1.12,2.28]*

1.00

3.02[1.98,4.25]*
1.00

* =Significant association
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6.2.5. Communication between parents and adolescents on different SRH
topics and factors related

The univariate and multivariate logistic regression analysis was done to explore factors
related to communication between parents and adolescents by different SRH topics as

depicted in annex v.

Discussion on contraceptive was significantly associated with maternal educational status
being literate and adolescents’ having knowledge on contraceptive [OR=1.83;
95%ClI=1.22, 2.72 and OR=1.85; 95%CI=1.05, 3.22] respectively. It is also associated

negatively with females experiencing unwanted pregnancy.

Maternal and paternal educational status being literate [OR=2.45; 95%CI=1.75, 3.39 and
OR=1.45; 95%CI=1.01, 2.09] and having knowledge on STI/HIV [OR=3.14;
95%CI=2.36, 4.14] were significantly associated with discussion on STI/HIV. However

there is no significant difference on other socio demographic variables.

Age group 17-19 more discuss with parents [OR=1.84; 95%CI=1.10, 3.07] and also
students living with both parents [OR=2.58; 95%CI1=1.38, 4.86]. Discussion on condom
significantly associated with consistent use of condom during sexual intercourse
[OR=2.4; 95%CI=1.38, 3.75] and being male [OR=2.2; 95%Cl= 1.29, 3.75].
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6.3. Perception and behavior of study groups on sexuality

6.3.1. Perception of study group on sexuality

Two hundred eighty six (42.4%) of the students believed that it is normal and acceptable to

have sexual feeling during adolescents while 253(37.6%) do not accept and 135 (20%) do not

know about the issue more males believe it is normal and acceptable to have sexual feeling

during adolescents [OR=3.95; 95%CI=2.86, 5.31]. Moreover, majority of the respondents

326 (63.2%) disapprove premarital sex. More males approve premarital sex than females and
it is seen that the association is significant and [OR=4.22; 95%CI1=2.83, 6.29]. Most students,
582(86.4%), agree about the importance of educating students on sexuality, 524(77.8%)

preferred school to be site for sex education more males than females agree on the
importance of educating students on sexuality [OR=2.59; 95%CI=2.31, 2.89] (table8).

Table 8. Perception of high school students on sexuality in Awassa, SNNPR, Ethiopia

2009

Variable Male Female p-value
Ferg. (%) Freq. (%)

- Normal & acceptable to have sexual

feeling during adolescence
Agree 194(53.9) 92(26.6) 0.000*
Disagree 135 (46.1) 253(73.4)

- Approval of premarital sex
Approve 113(34.3)  38(11.0) 0.000*
Disapprove 216(65.7) 307(89.0)

- Importance of educating students on

Sexuality
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Agree 302 (91.7) 280(81.1) 0.000*
Disagree 27 (9.3) 65(19.9)

*= significant association

In respect to the feeling of female students for their first menarche, out of 345 female
students 161 (46.8%) felt fear followed by 86(25%) felt tension (figure 3).

Feeling of
shame :l 6.35

Being
diseased :l 6.25

Pleasure |15.6
Fear | 46.8
Tension | | 25
(0] 1‘0 2‘0 3‘0 4‘0 50
Percentage

Fig 3. Feeling of female respondents during their first menstrual initiation in
Awassa high schools, SNNPR, Ethiopia, 2009

Mass media was the dominant source of information regarding sexuality, mentioned by

334 (50 %) of students followed by friends, school, home each counting 162(24%),
124(18%) and 54(8.0%) respectively (figure 4).
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Fig 4. Percentage of source of information regarding sexuality cited by respondents
in Awassa, SNNPR, Ethiopia, 2009
6.3.2. Sexual behavior of the study group

Overall 302 (44.8%) students reported having had sexual intercourse at least once and the
mean age of sexual commencement was 15.2+ 1.9 SD and the median was 15 years old.
More boys (49.2%) than girls (40.6%) reported having had sex with p-value less than
0.025 and [OR=1.42; 95%CI=1.05,1.91].

From those who are sexually active students 162(53.6%) their sexual debut was fifteen
and below fifteen years and 253 (83.8%) was below eighteen during their first sexual
commencement. More females than males initiate sexual intercourse at early age (15 and
below fifteen) with significant difference and [OR=3.07; 95%CI1=1.87,5.00]. Moreover,
more female students who initiate sexual intercourse at early age experienced unwanted
pregnancy [X ?=42.72; P< 0.001] and [OR=29.9; 95%CI=9.79, 90.2].

One hundred eighty three (60.7%) of sexually active students reported that their first
sexual partner was a boy/girl friend, 97 (32.1%) an unknown person, 22 (7.1%) a
relatives. One hundred forty five (48.2%) students reported to have had two or more
sexual partners in their lifetime. Having two or more sexual partner significantly
associated with male sex than female with p-value <0.001 and [OR=2.86;
95%CI=1.66,4.52]. Out of the sexually active female students (46.2%) experienced
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unwanted pregnancy, out of which 54(83.3%) ended with abortion while 11(16.7%)
ended with delivery.

Amongst 302 students who had experienced sexual intercourse, 173(57.1%) did ever use
condom, out of which 129 (75%) were using consistently. Using condom at least once
during sexual intercourse by adolescents was seen more in males than females with
significant difference and [OR=6.06; 95%CI1=3.67,9.98]. Consistent condom use was
reported by 97(56.1%) of males and 32(18.5%) of females.

Table 9. Sexual characteristics of respondents by gender in high schools of Awassa,
SNNPR, Ethiopia, 2009

Male Female Total p-value
Variables freq. (%) ferq. (%) freq. (%)
Sexual initiation(n=674)
Yes 162(49.2) 140(40.6) 302(44.8) <0.025*
No 167(50.8) 205(59.4) 372(55.2)
Early sexual initiation(n=674)
Yes 59(36.4) 102(72.8) 161(53.3) 0.000*
No 103(63.6) 38(27.2) 141(46.7)
First sexual partner(n=674)
Boy/girl friend 92(56.7) 91(65.3) 183(60.7)
Unknown person 59(37.6) 38(26.9) 97(32.1) >0.05
Relative 11(6.7) 11(7.8) 22(7.1)
Number of sexual partner(n=674)
One 65(40.1) 92(65.7) 157(51.8) <0.001*
More than one 97(59.9) 48(34.3) 145(48.2)
Ever use of condom(n=674)
Yes 124(76.5) 49(35.0) 173(57.2) 0.000*
No 38(23.5) 91(65.0) 129(42.8)
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Frequency of condom use(n=674)
Consistent 97(56.1) 33(18.6) 130(75.1) >0.1
Inconsistent 27(43.9) 16(81.4) 43(24.9)

*= significant association

6.3.3. Factors related to sexual activity

Based on the conceptual framework, factors deemed to be related with sexual activity
were grouped and analyzed using uivariate and multivariate analysis was done and
presented in table 10.

The proportion of sexually active adolescents rose from 36.7% among the age group 13-
16 to 50.0% in the age group 17-19 years [OR=1.72; 95%CI1=1.28, 2.39].

Lower educational level of mother and father [OR=1.86; 95%CI=1.38, 2.51 and
OR=2.53; 95% CI=1.80, 3.56], not living at least with one of the parent [OR=2.12;
95%CI=1.36, 3.29] and absence of parental monitoring were associated with sexual
activity [OR=.2.12; 95%CI=1.36, 3.29]. The above associations were also maintained

when other variables were controlled
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Table 10. Correlates of sexual activity of the study group in Awassa, SNNPR,
Ethiopia,2009

Variables sexual initiation OR Adjusted OR
Yes No
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Sex

Male

Female

Type of school
Public school
Private school
Age

13-16

17-19

Family size

<5

5 and above
Mother education
Illiterate

Literate

Father education

162(49.2%)
140(40.6%)

175(50.0%)
130(40.0%)

99(36.7%)
205(50.0%)

54(34.5%)
248(47.9%)

178(52.4%)
124(37.1%)

167(50.8%)
205(59.4%)

175(50.0%)
194(60.0%)

175(63.3%)
205(50.0%)

102(65.5%)
270(52.1%)

162(47.6%)
210(62.9%)

74(38.9%)
295(61.8%)

275(57.3%)
70(56.5%)

27(38.5%)

188(74.5%)
265(63.0%)

119(59.1%)

Iliterate 116(61.1%)
Literate 185(38.2%)
Living arrangement

Both parent 205(42.7%)
Single parent 54(43.5%)
Others 43(61.5%)
Parental monitoring

Yes 65(25.5%)
No 156(37.0%)
Parent adolescent communication on SRH
Yes 86(41.9%)
No 216(46.1%)

253(53.9%)

1.42[1.05,1.91]*

1.49[1.10,2.01]*

1.00

1.00
1.76[1.28,2.39]*

1.00
1.98[1.65, 2.86]*

1.86[1.38,2.51]*

2.53[1.80,3.56]*

0.94[0.68,1.29]

2.12[1.36,3.29]*

3.38[2.51,4.66]*

1.00
0.84[0.74, 2.52]

1.32[1.03, 1.82]*
1.00

1.45[1.05,1.98]*
1.00

1.00
1.62[1.12,2.37]*

1.00
2.02[1.70,3.00]*

1.88[1.23,2.58]*
1.00

2.50[1.48,2.98]*

1.00

1.29[0.77,11.1]

2.55[1.34,3.45]*

1.00
3.40[2.63,4.72]*

1.00
0.98[0.73, 2.11]

* = Significant association

Study findings of FGD
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The focus group discussion was done among parents of adolescents (13-19 years of age)
enrolled in the study. The discussion was conducted in four parts in each FGD eight
parents had participated. The FGD was done to identify the idea of parents on parent

adolescent communication on SRH issues.

1. Knowledge of parents on selected sexual and reproductive health
Knowledge on HIV/AIDS

Most of the discussants knew that HIV transmission is mostly by unsafe sexual practice,
they also mentioned that sharing sharp materials and teeth brush may facilitate the
transmission and few of them mentioned from infected mother to her child.
Some of the participants mentioned that they have heard that it may be transmitted by
mosquito bite and the reason they have mentioned was that the mosquito transports blood
from one person to the other during bite.
Almost all participants had said that ‘ABC’ is used to prevent HIV/AIDS, but most
female parents said it is not reliable to use condom as a preventive method.

‘Because people think that they will be fully protected by condom, they will be engaged
in multiple sexual partnerships, this can increase the probability of acquiring HIV.’
One male parent explained

Knowledge on puberty

Most parents have said that there are changes that occur during puberty; the changes that
occur during puberty as mentioned by parents are deepening of voice and becoming
muscular in males, menstrual initiation and breast enlargement. The entire participant
stressed the behavioral changes that occur during this stage and they said that they are
arrogant, psychologically stressed, do not listen what their parents told them and they
easily forget. Moreover because children did not listen advices at their puberty they
expose themselves for different problems like HIV and unwanted pregnancy.

One male parent had stated as “This stage is very difficult and dangerous time to handle;

it puts adolescents in bad situation’
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One female parent said ‘My daughter became reluctant for the work done inside home
but giving more attention to make herself more beautiful after she has started to see her

menses’

2. Perception of parents on different SRH issues

Perception of parents on premarital sex

Majority of the participants disapprove adolescents’ engagement in premarital sex. Their
reasons for not approving premarital sex were because it is unacceptable culturally and in
religion apart from the hazardous consequences that may occur.

One female parent said ‘If female adolescents get engaged in premarital sex, they will be
exposed to unwanted pregnancy ultimately to unsafe abortion which may lead to death’
One male parent said ‘If adolescents are going to practice sex before marriage, they

would have many sexual partners that increase may their risk of acquiring HIV.’

Perception of parents on adolescent sexuality

Some discussants bear the belief that sexual feeling during adolescence is not normal and
not acceptable.

‘If adolescents are not exposed to different kinds of sexual explicit materials (like sex
movies, pictures and magazines), they do not have sexual feeling at this stage because of
their adolescence alone’ one female parent explained
Other parents did not agree with the above idea partly, they mentioned that it is normal
and acceptable to have sexual feeling during adolescence especially when adolescents are
above 16 but not below this.

‘I have a 13 years old son and 15 years old daughter but I do not think they have sexual

feeling’ one male parent said

Perception of parents on the importance of sex education
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Majority of the participants said sex-education is important for adolescents because it will
increase their knowledge to protect themselves from different problems associated with
unsafe sexual practice like HIV and unwanted pregnancy. A very few of them mentioned
sex- education is not good because this may encourage our kids to engage in sexual
activity.

One male parent said ‘When sex-education is given for adolescents, they will take it
easily and they feel they can handle everything concerning sex so this will increase their
engagement to sex at early age.’

Those who agreed sex-education is important, they said it should be given at school with
a trained teacher because their adolescents spent most time in school and also adolescents

believe in what their teachers told them.

3. Discussion on SRH matters between parents and their adolescents

Even though all the participants mentioned it is very important to discuss with
adolescents on sexual and reproductive health, they stated they had not engaged in a
serious discussion with adolescents on SRH issues.

One male parent said ‘Let alone discussion on SRH issues, we Ethiopians are not adapted

to have general family discussion except few people.’

Few of the parents said we have discussed few times in the past, by telling our kids the

bad side of engaging in sexual activity.

4. SRH topics which are discussed viewed by parents
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Discussion on contraceptives

Most of the discussants mentioned they do not discuss contraceptive with their
adolescents because they think it is not important.

Few of the parents said they discuss about contraceptive with their female adolescents
when they feel their kids are sexually active. They focus on discussing that contraceptive

will prevent unwanted pregnancy not the detail issue of contraceptive.

Discussion on condom

Some of the participants said they may discuss condom together with HIV. Discussing
condom in detail with adolescents is difficult. One female parent said | believe discussion
about condom with my adolescent means ‘just go for it’ so it is better not to raise the

issue.

Discussion on unwanted pregnancy

Most of the female participants and few of male parents mentioned they raise the issue of
unwanted pregnancy with their female adolescents. The reason mentioned for raising the
issue of unwanted pregnancy was when their female adolescents spent most of their time
outside home and when they start to interact deeply with boys. Their discussion focused
on the consequence of unwanted pregnancy.

‘Sometimes when female adolescents showed unique behavior some mothers would say
“digalashen endatshekemi” but not advice them or communicate with them
appropriately.” One female parent mentioned

Most of male parents do not discuss on unwanted pregnancy with their kids because they
think it is the responsibility of mothers to discuss and protect their daughters from the
problem. In addition none of the parents had discussed on unwanted pregnancy with their

male adolescents.
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One male parent said ‘I had not told my son not to impregnate girls or to avoid unwanted

pregnancy and no one | know had discussed with their son this issue’

Discussion on puberty

Like unwanted pregnancy majority of female parents communicate on changes that occur
during puberty with their female adolescents. All of them agreed the discussion was
initiated after the girl experienced menses and most of the discussion focused how the
girl should clean herself not on what it means or what it implicates. One female parent
explained ‘I have a 14 years old daughter | had not communicated her about pubertal
changes that occur at her age, but when she saw menses she came to me for cleaning pad
(““modes”) then | talked to her about it’

The male parents were uncomfortable talking about menses with their girl adolescent
they think it is female to female discussion. ‘Even tough | saw a blood spot in my
daughter’s cloth, I do not talk straight to her rather | told for her mother’ one male

parent mentioned

However the male parent discuss with male adolescents mostly on dating when they
become older (16 years old and older) but not on changes that occur during puberty.
‘I had discussed with my 17 year old how to choose an appropriate girl friend” other

male parent said.

5. Perceived barriers by parents not to discuss on SRH with adolescents

Most of the discussants mentioned their reason not to discuss with their adolescents on
SRH matters was culturally unacceptable. They said it is an intergenerational problem
‘since we had been growing in a culture talking about SRH was a taboo so we passed this
to our children’.

Embarrassment and lack of knowledge were another reasons mentioned by parents. They

said because of our insufficient knowledge we could not provide our kids with adequate
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information. Naturally kids in now days need detailed information so they do not stop
questioning till they get a response that satisfy them; if parents had limited knowledge

they feel embarrassed so they may not raise the issue ever.

Lack of open and interactive discussion in the family was mentioned by some of the
discussants. They said most of the parents especially fathers communicate with our sons
and daughters in imperative way by saying ‘do this” and ‘do not do that” but not listening

what their adolescents have to say.

Another reason mentioned was the behavior of adolescents such as ‘not listening to us’,
‘they think they know everything (over confidence), ‘choosing their friends over us’ and
‘not respecting our ideas.’

One female parent said ‘when my husband tried to talk to our 16 years old son, about
protecting himself from HIV our son came to me and said “shabaw min eyal new?”
(What does this old person saying to me?)’So those barriers restrain us from discussing

with our adolescents on sexual and reproductive health matters.
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7. Discussion

The study attempts to asses communication between parents and adolescent on SRH and
also it tries to reveal whether there is any association between parent-adolescent
communications with adolescent sexuality including other reproductive health issues.

Parent-adolescent communication is the parental factor most often linked to adolescent
sexual attitudes and behaviors. While there is evidence that teenagers prefer to receive
information about sexuality from their parents, in reality few have this privilege (30).

Similarly this study illustrates majority of adolescents believe it is important to discuss
SRH with parents only one third of the study participants have discussed on at least two
SRH issues, this is also true in other studies done abroad and in Ethiopia (57, 36 and 24)
which reveals dialogue about sexuality between parents and adolescents believed to be

important but few of them have discussed.

Communication regarding sexuality is also an important factor in sexual outcome
including adolescents’ knowledge about sexuality and reproductive health (31) this is
consistent with our finding because there is an association between parent adolescent
discussion on SRH and adolescents’ having knowledge on selected SRH issues.
However, as many previous study showed, there is no association between parent-
adolescent communication and sexual activity in our study; but still there is a very slight

proportional difference.

In the survey higher educational level of parents especially of mothers’ is positively
associated with discussion on different SRH issues. This implies that when parents are
educated they will have more access to information by reading different documents and
using different technologies (like internet), this will raise the knowledge of parents on
SRH issues then they feel confident to talk with their adolescents about sexuality and

reproductive health matters.
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Concerning different SRH topics communicated among parents and adolescents,
according to our study, communication on contraceptive is a protective factor for females
against unwanted pregnancy consistent with our finding a study done in USA(39) shows
consistent users of contraception which prevent unwanted pregnancy more likely to
report conversation with parents about contraception; communication on STI/HIV/AIDS
is associated with adolescents’ having knowledge on STI/HIV/AIDS; communication on
sexual intercourse is more common among age groups 17-19 years than 13-16 years this
finding concide with other studies (58, 59) showing older adolescents talk to their
mothers more about sexual topics than do younger adolescents this is may be because as
the parents in the FGD explained they believe older adolescents acquiring sexual feeling
and engage in sexual activity, so they need discussion on SRH issues ; communication on
condom is significantly associated with adolescents’ consistent use of condom this is also
true in other studies (60, 61). Being male is significantly associated with discussion on
condom in our study, this coincides with finding in the present study more males using
condom than female adolescents this implicates that parents had discussed on condom
less with female, so more female than male adolescents are exposed for unsafe sexual

practice.

This study illustrates that parents (in FGD) realize the importance of discussing with their
children about sexuality but as many of them find themselves unable to address the
subject comfortably. Most of them believe it is culturally unacceptable, they don’t know
enough and feel embarrassed. Consistent with our finding other studies (62, 38), the main
reservations of parents for not discussing sex and birth control were that the discussion
would be embarrassing; that children would not take them seriously; and an apprehension
that they cannot answer a child’s question about sex or AIDS. Another mentioned reason
by parents in FGD was the way parents (especially fathers) themselves communicate with
them is kind of imperative which is also true in other studies (63) showing most attempts
by parents to impart sexuality information to young people tend to be in a ‘top down’
communication style that denies teens the opportunity to discuss their own thoughts,
feelings, and desires or to draw links between their own and their parents’ perspectives
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and another study (64) noted that men have the tendency to lecture or attempt to rectify a

perceived problem while women focus on establishing trust and confidence with children.

It was also seen adolescents in this study perceive similar barriers for not discussing with
parents on SRH issues mostly feeling shame to discuss; believe discussing on SRH as a
taboo; parents’ lack of knowledge and communication skill; embarrassment, those
barriers are also commonly seen in other studies done in USA, South Africa, Zambia and
Ziway (in Ethiopia) (38, 46, 47 and 21) respectively.

Moreover, studies done in Atlanta Georgia in USA, South Africa and in Ethiopia, Bullen
woreda indicates that the content of parent adolescent’s conversation seemed to focus
more on the negative out comes of sexual intercourse and sexuality and low on what
adolescents should know to more completely understand how they are growing and
developing (65, 36 and 24). This finding is also consistent with the FGD conducted in
this study, which may indicate that there is a gap in discussing the positive aspect of
adolescent sexuality related issues. Thus, if adolescents discussed only a negative out
come about sexuality with their parents, they will be highly unlikely to turn to their
parents to discuss sexual matters as they get older. On the other hand, positive
communication about sexual information, feelings, attitudes, values and behavior when
children are young often leads to ongoing discussions as they mature. Establishing an
environment conducive to open and comfortable communication is therefore, extremely

important.

In the present study adolescents were more comfortable discussing SRH issues with
mothers than fathers. Studies done in Emory University, Atlanta Georgia USA and
Mexico, in western countries and Hispanic adolescents showed that both male and female
adolescents were more likely to discuss sexual topics with their mothers than their fathers
(65, 41 and 66). This is may be due to mothers creates trust and confidence with children

as previous studies showed (64).
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In addition, both female and male adolescents prefer their peers for discussion on SRH
issues. Similarly, studies in Kenya and Gahanna showed that both male and female
adolescents would be most comfortable discussing sexual matters with their friends of
same sex (67 and 16). Discussing a number of sex-based topics with friends rather than
parent may have a negative impact on adolescents’ sexuality and sexual behavior if their

peer is not equipped with appropriate information on sexuality.

Based on our finding more female adolescents prefer to discuss with mothers and more
male adolescents prefer to discuss with fathers this difference were significant, this was
consistent with other studies (65, 31, 42 and 58) showing a similar finding.

This may suggest that there is sex preference in discussing sexual related issue which
may indicate that discussing sexual issue with similar sex is comfortable. This may be
possibly also due to the sensitive issues where adolescents preferred to have some one
that they could discuss these issues and not feel shy when discussing sexual matters.

The FGD of the present study showed that there is a difference in which topics mothers
and fathers comfortable to communicate their adolescents and it was seen fathers were
uncomfortable talking about menses and unwanted pregnancy with their girl adolescent
because they thought it is female to female discussion and responsibility of mothers this
was comparable with other study done in USA (68) fathers were found not to have
discussions relating to menstruation and other reproductive health issues with their
daughters. Fathers believed that talking about these issues would be infringement on the
private lives of their daughters. This role was reserved for mothers because they are of
the same gender. Fathers were more comfortable warning girls of perceived dangers in

going out at night and having boyfriends.

Majority of the female respondents feeling towards first menstrual cycle /menarche in the
present study reported that felt fear, followed by, feeling of tension. This may be
explained by findings on FGD of the present study in which the majority of parents raise
communication because of the initiation of menarche on their female adolescents and

similar to other studies pubertal changes lead to discussions. In a study done in South

59



Africa (30) fifty adolescent girls, none of them reported communication with parents
about sexuality prior to menarche (58) and also another study in USA (61) showed the
initiation of discussion on pubertal change was menstrual initiation in their female
adolescents. Thus, not discussing on menarche before its initiation may have negative

psychological impact on female adolescents when there is initiation of menses.

In this study many of school adolescents received information on sexual and reproductive
issues from mass media; friends (peers) were preferred by most of them. This may
suggest that there is a need to equip school friends (peers) and the mass media with the
appropriate information and IEC materials on SRH issues.

According to our findings, parental factors like absence of parental monitoring and not
living with at least one of the parent was associated with sexual activity among in-school
adolescents. Our finding coincide with different findings (44) showing parental
monitoring and discipline is increasingly recognized as an appropriate strategy to deter
adolescents from engaging in risky behaviors including unsafe sexual practices and other
findings ( 45, 46) shows disrupted family is an important factor for adolescent early

sexual behavior.

The proportion of reported sexual activity in this study is consistent with other studies
done in South Africa and Hispanic adolescents (47,18) but higher when compared with
other studies (29, 24 and 46) done in Bale, Bullen woreda and Dessie High school
adolescents in Ethiopia this is may be due to the difference in the growth of the town,
since changing conditions due to civilization, urbanization and life style, put the health of

adolescents at stake (8).

The mean age of sexual initiation of the present study was 15.2+ 1.9SD which revealed
lower age finding with study done among senior secondary school students in Ghana,
Accra(48) but the finding is similar with the study done in Bale, Addis Ababa, and Bahr
Dar (29,49 and 50). The study also revealed more males engage in early sexual activity
than females and this finding coincide with previous finding in South Africa (47).

Females who are sexually active at early age in the present study was more experienced
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unwanted pregnancy which is similar situation with other studies (9) showing individuals
who initiate sexual intercourse relatively early in their adolescence are at high risk for
sexually transmitted disease and pregnancy. In addition parental monitoring is an
important parental factor associated with early sexual activity of adolescents this result is

consistent with studies done in different European countries (45).

Based on this study male sex and adolescents not living with at least with either of the
parent was associated with adolescents having more than one sexual partner in their life
time; which is similar finding with other studies done in Ghana and South Africa (23,47)
showing more males than females reported having multiple sexual partner in their life

time.

In contrary with their premarital sexual activity majority of adolescents disapprove
premarital sex, this is a similar finding with other studies done in Philippines, Butajira
high school and Harrar (51,52 and 53). The majority of the respondents in this study
approved introduction of sex education in school which is comparable finding with a
study done in Bullen woreda in which the majority of students approved introduction of
sex education in school (24). In studies done abroad at parents of Nigeria, and in local
studies at Butajira, Awassa and Yirgalem results showed that parents were very
supportive of school sexuality education program which is in agreement with the present
study conducted on parents (54, 55, 51 and 56). This is an encouraging finding the fact
that approving introduction of sex education in school by both respondents could possibly
create a conducive environment for effective communication between parents and
adolescents on sexuality issues because this raises the knowledge and confidence of
adolescents to discuss on SRH. Similarly, approving introduction of sex education in
school and disapproving premarital sex, which could have positive impact towards the
prevention of sexual and reproductive health problems that may occur due to early sexual

intercourse.

In a study done in Nigeria, the focus group discussion of parents, showed that parents
would accept sex and related reproductive education program in school is important to
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prevent unwanted pregnancy, HIV/AIDS (54). This finding reflects similar scenario with
the present study, which is also an encouraging finding, which could have a positive

impact on the sexual behavior of adolescents.

8. Strengths and limitations of the study

Strengths

The strengths of this study are its inclusion of students of both sexes, use of items from
validated survey instruments, and adaptation of materials to the Ethiopian context.
Participation of students was also generally satisfactory.

Qualitative data was gathered to explain some of the results from questionnaire interview

and check for consistency of responses.

Limitation of the study

Communication on SRH, sexual behaviors and attitude outcomes are based on self
reported information, which is subjected to reporting errors, missed values and biases.
Since the study touches sensitive and intimate issues the possibility of underestimation
cannot be ruled out. Some sort of desirability bias may not be eliminated even the survey
was anonymous.

There are adolescents escaped who are learning in lower grades because the study was
done only in high schools. It can not be also generalizable since it does not include out-
of-school adolescents.

Finally, this study is based on cross-sectional data, which implies that the direction of
causal relationships cannot always be determined.
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9. Conclusion

Based on the study finding from the present study there were good attitude toward the
importance of communication on SRH in both the study population (students and
parents). However, communications on sexual and reproductive health issues were low.
The most common mentioned reasons for low communication were embarrassment,

limited knowledge and cultural taboo to discuss the issue.

Parental education is a significant factor for parent-adolescent communication on SRH
issues and parent adolescent communication is a predictor factor for adolescents’
knowledge on different sexual and reproductive health. However there was no association

between parent-adolescent communication on SRH and sexual activity.

Concerning different SRH topics communicated among parents and adolescents
- Communication on contraceptive is a protective factor for females against
unwanted pregnancy
- Communication on STI/HIV/AIDS is associated with adolescents’ having
knowledge on STI/HIV/AIDS;
- Communication on sexual intercourse is more common among older adolescents
and their parents
- Communication on condom is significantly associated with adolescents’
consistent use of condom
There is preference of adolescents the same sex to discuss with parents that is males
preferring their father and females prefer their mothers. Furthermore they prefer their

friends than parents to discuss on SRH.
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Based on the focus group discussion of this study there is a difference between mother
and father on what to communicate their adolescents. In addition content of parent-
adolescents conversation focus more on the negative out comes of sexuality and they

initiate the discussion after changes occur in adolescents.

According to the finding from the present study a substantial number of in-school
adolescents are sexually active. Parental factors like absence of parental monitoring and
not living with at least one of the parents was significantly associated with initiation of
sexual activity among in-school adolescents. More males than females engage in sexual
activity early (in the age fifteen and below) and had more than one sexual partner in their

life time.

Substantial proportion of female adolescents experienced unwanted pregnancy, and also
early sexual activity among female is a determinant factor for unwanted pregnancy. More

males than females are consistent condom users.
There was positive attitude towards avoiding premarital sex both in the students’
response and focus group discussion of the parents. Furthermore, there is also positive

attitude towards introduction of SRH program in school by both the respondents.

Generally, the study concluded that parent-adolescent communication on SRH promotes

healthy behaviors nevertheless there is low communication due to different reasons.
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10. Recommendations

Based on the findings, therefore, the following recommendations are suggested.

1. There is a need to equip and educate parents on different SRH issues with appropriate IEC
material and communication skill on sexuality and RH related issues.

2. It is important to encourage and empower parents to start to communicate with their
children on sexual matters while the children are still in late childhood or early teenage
years, before they become sexually active.

3. There is also the need to empower and encourage parents to provide with positive role
models and guidance to their male and female adolescents.

4. Comprehensive family life education (FLE) should be initiated for the students and parents
in school, home, churches, mosques, and health facilities.

5. Effective sex education should be introduced to adolescents at an early age especially in
school.

6. Further studies should be conducted to examine what triggers, quality and timing of
parent—adolescents communication on sexuality and reproductive health related issues and

the effect of communication on safe sexual behaviors.
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Annex |. Tables that shows factors related to communication between
parents and adolescents by different SRH.

Table I. Factors related to communication between parents and adolescents on

contraceptives in Awassa, SNNPR, Ethiopia, 2009

Variables Discussion on contraceptives OR Adjusted OR
Yes No

Sex

Male n=329 23.1% 76.9% 0.80[0.37,1.72] 1.41[0.52,3.88]

Female n=345 18.8% 81.2% 1.00

Type of school

Public school n=350 16.8% 83.2% 1.64[1.13,1.83]* 2.16[0.59,7.92]

Private school n=324 25.0% 75.0% 1.00

Age

13-16 n=264 20.4% 79.6% 1.04[0.43,2.52] 1.09[0.33,3.58]

17-19 n=410 21.2% 78.8% 1.00

Family size
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<5n=156 20.5%
5 and above n=518 20.8%
Mother education

Illiterate n=340 15.9%
Literate n=334 25.7%
Father education

Illiterate n=190 30.5%
Literate n=484 16.9%
Living arrangement

Both parent n=480 21.3%
Single parent n=124 4.3%
Others n=70 46.2%
Perceived openness of parents
Yesn=124 43.5%
No n= 550 8.9%
Table I continued......

Knowledge on contraceptive

Yes n=555 22.3%
No n=119 13.4%
Females experiencing unwanted pregnancy
Yes n=65 18.4%
No n=75 70.7%

79.5%
79.2%

84.1%
74.3%

69.5%
83.1'9%

78.7%
95.7%
53.8%

56.5%
91.1%

77.7%
86.6%

81.6%
29.3%

0.66[0.25,1.72]

1.83[1.22, 2.72]*

1.00
0.46[.18, 1.13]

1.00
3.16[0.94, 10.5]

4,03[0.70,13.4]

3.73[2.36, 5.93]*
1.00

1.85[1.05,3.22]*

0.09[0.04, 0.20]*

1.16[0.31,4.34]
1.00

1.00
2.64[1.54,3.38]*

1.00
1.16[0.31,4.32]

3.34[0.54,6.56]

2.98[1.34, 7.89]*
1.00

1.65[1.43,4.56]*
1.00

0.23[0.07,0.50]*
1.00

* =Significant association

...... = not adjusted because it has no effect due to small size
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Table Il. Factors related to communication between parents and adolescents on
STI/HIV in Awassa, SNNPR, Ethiopia, 2009

Variables Discussion on STI /HIV OR Adjusted OR
Yes No

Sex

Male n=329 328%  67.2% 0.93[0.44, 1.95]  0.99[0.44, 2.26]
Female n=345 34.4% 65.6% 1.00
Type of school

Public school n=350 35.4% 64.6 % 0.84[0.40,1.78] 0.94[0.32, 2.68]
Private school n=324 31.8% 68.2% 1.00
Age
13-16 n=264 32.6% 67.4% 0.93[0.43,1.99] 1.30[0.49,3.47]
17-19 n=410 34.1% 65.8% 1.00
Family size
<5 n=156 27.6% 72.4% 0.66[0.25,1.72] 0.78[0.25, 2.45]
5 and above n=518 35.4% 64.6% 1.00




Mother education

Illiterate n=340 23.8% 76.2% 1.00
Literate n=334 43.4% 56.6% 2.45[1.75,3.39]*  1.85[1.23,3.48]*
Father education
Illiterate n=190 27.9% 72.1% 1.00 1.00
Literate n=484 35.9% 64.1% 1.45[1.01, 2.09]*  1.67[1.05, 2.98]*
Living arrangement
Both parent n=480 33.7% 66.3% 1.00 1.00
Single parent n=124 25.0% 75.0% 1.68[0.52, 5.46] 1.71[0.46, 6.35]
Others n=70 50.0% 50.0% 2.43[0.58, 10.2] 2.54[0.53, 12.0]
Perceived openness of parents
Yes n= 124 61.3% 38.7% 6.08[3.95, 9.26]*  5.69[2.98, 6.90]*
No n= 550 12.7% 87.3% 1.00 1.00
Knowledge on STD/HIV
Yes n=572 36.9% 63.1% 3.14[2.36, 4.14]* 2.99[1.98, 5.79]*
No n=102 15.7% 84.3% 1.00

* =Significant association, ...... = not adjusted because it has no effect due to small size

Table I11. Factors related to communication between parents and adolescents on
Sexual intercourse in Awassa, SNNPR, Ethiopia, 2009

Variables Discussion on sexual intercourse OR Adjusted OR
Yes No

Sex

Male n=329 13.0% 87.0% 1.22[0.41,3.63] 0.97[0.28, 3.33]

Female n=345 11.0% 89.0% 1.00

Type of school

Public school n=350 12.3% 87.7%  1.06[0.36,3.13] 1.53[0.31,7.56]

Private school n=324 11.7% 88.3% 1.00

Age

13-16 n=264 8.3% 91.7% 1.00 1.00

17-19 n=410 14.4% 85.6% 2.58[1.38,4.86]* 2.45[1.56, 4.90]*

Family size

<5n=156 14.1% 85.9% 1.23[0.36, 4.22] 2.89[0.59, 14.0]
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5 and above n=518 11.6% 88.4% 1.00

Mother education

[literate n=340 9.4% 90.6% 1.00
Literate n=334 14.4% 85.6% 1.61[0.54,4.84]  2.35[0.59, 9.35]
Father education
Iliterate n=190 11.0% 89.0% 1.00 1.00
Literate n=484 12.4% 87.6% 0.88[0.26, 2.99] 0.89[0.17, 4.52]
Living arrangement
Both parent n=480 14.6% 85.4% 1.00 1.00
Single parent n=124 0.0% 100% e .
Others n=70 17.1% 92.8% 1.06[0.21, 5.37] 0.72[0.12,4.30]
Perceived openness of parents
Yes n=124 34.6% 65.4% 6.37[3.60, 11.0]*  6.25[3.24, 12.3]*
No n= 550 4.0% 96.0% 1.00 1.00
Sexual initiation
Yes n=302 14.2% 85.8% 1.47[0.50, 4.35] 1.83[0.50, 6.70]
No n=372 69.6% 30.4% 1.00

* =Significant association, ...... = not adjusted because it has no effect due to small size

Table IV. Factors related to communication between parents and adolescents on
Condom in Awassa, SNNPR, Ethiopia, 2009

Variables Discussion on condom  OR Adjusted OR
Yes No
Sex
Male n=329 13.0% 87.0%  2.26[0.64,7.94] 0.23[0.01, 4.90]
Female n=345 6.3% 93.7% 1.00
Type of school
Public school n=350 9.1% 90.9%  0.91[0.28,3.01] 0.32[0.02, 6.31]
Private school n=324 9.8% 90.2% 1.00
Age
13-16 n=264 12.1% 87.9% 0.61[0.18,2.03]  ...corinnnnn.
17-19 n=410 7.8% 92.2% 1.00
Family size
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<5n=156 10.2%  89.8% 0.89[0.22, 3.56]  0.39[0.01, 13.5]
5 and above n=518 9.4% 90.6% 1.00
Mother education
literate n=340 9.4% 90.6% 1.00
Literate n=334 9.6% 90.4% 0.98[0.30,3.23] 0.04[0.02, 1.09]
Father education
[literate n=190 8.4% 91.6% 1.00 1.00
Literate n=484 10.1% 89.9% 1.24[0.31,4.86]  .........
Living arrangement
Both parent n=480 8.9% 91.1% 0.54[0.10,2.89]  .........
Single parent n=124 8.0% 92.0% 0.52[0.58,10.2] ..........
Others n=70 17.1% 92.8% 1.00 1.00
Perceived openness of parents
Yes n=124 26.6% 73.4% 6.09[3.13, 11.9]* 5.87[2.85, 13.4]*
No n= 550 2.9% 97.1% 1.00 1.00
Consistent condom use
Yes n=65 66.1% 33.9% 2.40[1.38, 3.75]* 2.03[1.21,3.57]*
No n=108 20.4% 79.6% 1.00
* =Significant association, ...... = not adjusted because it has no effect due to small size
Annex Il

English questionnaire

Assessment of factors affecting communication between parents and adolescent on SRH
matters in Awassa Town, SNNPR. Ethiopia 2007.

Ser.No.

Identification No

Study participants are Adolescents

Introduction

My name is . I am working for
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Confidentiality and consent: | am going to give you this questionnaire to be filled by

yourself. Your answers are completely confidential, your name will not be written on this

form, and will never be used in connection with any of the information you tell me. You

do not have to answer any questions that you do not want to answer and you may end

filling of the questionnaire at any time you want to. However, your honest answers to

these questions will help us better understand about factors affecting parent and

adolescent communication on sexual and reproductive matters. We would greatly

appreciate your helping. Would you willing to participate?

If Yes, (1) Continue
If No, (2) Stop.
Checked by supervisor: Name __ Signature Date

Questionnaires on parent teen communication on sexual issues

For adolescents
Socio demographic characteristics of adolescents

Se/n | Question Response Code
101 [Age | - in years
102 |Grade | s
103 | Sex 1.male 2.Female
104 | Religion 1.0rthodox Christian
2. Muslim
3. Protestant
99. Others
105 | Ethnic group 1. Sidama
2. Amhara
3. Oromo
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4. Wolaita
5. Guraghe
99. Others

106

With whom are you living

1. Lives with mother and father
2. With mother only

3. With father only

99. Others

107

Family size

108

Parents income/month

1. —mmmmee-
88.do not know

109

Mother’s educational status

Iliterate

Read and write only
Primary school
Secondary school
Diploma

Degree

No mother

110

Father’s educational status

Iliterate

Read and write only
Primary school
Secondary school
Diploma

Degree

No father

111

Occupation of the mother

House wife
Employed (private)
Employed (gov’t)
Small scale merchant
Farmers

No mother

9. Others

QoukrwdhdRPErNOORWONDENOOORWDNE

112

Occupation of the father

Employed (private)
Employed (gov’t)
Small scale merchant
Farmers

5. No father

99. Others

MPwnh e

I1. Knowledge on major selected Reproductive health

201 | Do you know when menstrual 1.yes
cycle starts? 2.n0
202 | If yesatwhatageitstarts | ------- in years
203 | What was your feeling when the 1. Tension
first menses comes (for girls only) 2. Fear
3. Pleasure
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4. Feeling diseased
5. Shame
6. Do not see
204 | Do you know STD, HIV/AIDS? 1. Yes
If your answer is ‘No’ skip to 2. No
question no 206
205 | If yes which one do you know 1. Chancroid
(circle all answer you think) 2. Syphilis
3. Gonorrhea
4. LGV
5. HIV/AIDS
6. Herpes simplex
99. Others
206 | Do you know contraceptive 1. Yes
methods? If your answer is ‘No’ 2. No
skip to question no 208
207 | If yes which one do you know? 1. Pill
(Circle all answer you think) 2. Depo provera
3. Norplant
4. 1UD
5. Condom
6. Abstinence
7. Using safe period
208 | Do you know what emergency 1. Yes
contraceptive means? 2. No
209 | Do you know the likely date of 1. Yes
pregnancy between menstruations? 2. No
I11. Sexual attitude and behavior of adolescents
301 | Isit normal and acceptable to have 1. Yes
sexual feeling during adolescent? 2. No
88. Do not know
302 | Have you ever started sexual 1. Yes
intercourse? If your answer is ‘N0’ 2. No
skip to question no 310
303 | If yes at what age was your sexual | --------- years
act ?
304 | With whom have you made your 1. Boy/girl friend
first sex? 2. Relative
3. Unknown person
305 | With how many partner have you 1. One
made sex? 2. Two
3. Three and above
306 | Have you ever used condom 1. Yes
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during sex? If your answer is ‘No’ 2. No
skip to question no 308
307 | If yes do you use consistently? 1. Yes
2. No
308 | Have you ever-experienced 1. Yes
unwanted pregnancy?(for girls 2. No
only) If your answer is ‘No’ skip
to question no 310
309 | If yes how did you managed it? 1. Deliver
2. Abortion
310 | Do you accept premarital sex? 1. Yes
2. No
88. Do not know
311 | Do you think sex education is 1. Yes
necessary? If your answer is ‘No’ 2. No
skip to question no 313 88. Do not know
312 | Where do you prefer sex education 1. School
to be given? (Circle all answers 2. Home
you think) 3. By Friends
4. Church
99. Other specify ............
313 | Where did you get information 1. School
about sexual matters? (Circle all 2. Media
answer you think) 3. Home
4. Peers
99. Other specify...............

IV. Adolescents perception of parental monitoring

401 | What is your view to parental 1. Agree
monitoring on adolescents? 2. Disagree
3. Do not know
402 | For male only. Did parents ever 1. Yes
forbid you to play with female? 2. No
3. Do not know
403 | If yes at what ages did they forbid veere......@0€ N years
you?
404 | For female only. Did parents ever 1. Yes
forbid you not to play with male? 2. No
3. Do not now
405 | If yes at what ages did they forbid vevenn....8Q€ INyears
you?
406 | Do parents know where, when you 1. Yes
are out side home/school? 2. No
3. Do not know
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407

Do parents know with whom are
you, when out side home/school?

1. Yes
2. No
3. Do not know

V. Communication of adolescents and pare

nts sexual and reproductive health

501 | Is it important to discuss 1. Yes
(communicate) sexual issues with 2. No
parents?
502 | Which parent do you prefer to 1. Mother
discuss on sexual and RH issues. 2. Father
503 | Have you ever discussed on 1. Yes
contraception? If your answer is 2. No
“Yes’ skip to question no 505
504 | If you do not discuss on 1. Culturally unacceptable
contraception with parents. What 2. Shame
do think the reasons are? 3. Lack of knowledge
4. Parents are not good
listener
5. Lack of communication
skill
6. Difficult and
embarrassing
88. Do not know
99. Others
505 | If yes to question # 503 with 1. Father
whom do you prefer discuss it 2. Mother
with?(circle all answers you think)
506 | How frequent you have discussed 1. Very often
about contraception? 2. Often
3. Sometimes
507 | With whom have you discussed 1. Peer
other than parents 2. Sisters
3. Brothers
99. Others specify
508 | How frequent you have discussed 1. Very often
about contraception? 2. Often
3. Sometimes
509 | Have you ever discussed on 1. Yes
STD/HIV? If yes skip to Q 511 2. No
510 | If you do not discuss on HIV/STD 1. Culturally unacceptable
with parents. What are the 2. Shame
reasons? 3. Lack of knowledge
4. Lack of communication
skill
5. Parents are not good
listener
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6. Difficult and
embarrassing
88. Do not know
99. Others
511 | If yes for question # 509 with 1. Mother
whom does you discuss? 2. Father
512 | How frequent you have discussed 1. Very often
about contraception? 2. Often
3. Sometimes
513 | With whom have you discussed 1. Peer
other than parents 2. Sisters
3. Brothers
99. Others specify
514 | How frequent have you discussed 1. Very often
about HIV/STD? 2. Often
3. Sometimes
515 | Have you ever discussed on sexual 1. Yes
intercourse? If yes skip to #513 2. No
516 | If you do not discuss on sexual 1. Culturally unacceptable
intercourse with parents. What are 2. Shame
the reasons? 3. Lack of knowledge
4. Lack of communication
skill
5. Parents are not a good
listener
6. Difficult and
embarrassing
88. Do not know
99. Others
517 | If yes for question # 515 with 1. Father
whom 2. Mother
518 | How frequent you have discussed 1. Very often
about contraception? 2. Often
3. Sometimes
519 | With whom discussed other than 1. Peer
parents 2. Sisters
3. Brothers
99. Others specify
520 | How frequent you have discussed 1. Very often
about sexual intercourse? 2. Often
3. Sometimes
521 | Have you ever discussed about 1. Yes
unwanted pregnancy? If yes skip 2. No

to # 523
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522 | If you do not discuss on un wanted 1. Culturally unacceptable
pregnancy with your parents. What 2. Shame
are the reasons? 3. Lack of knowledge
4. Lack of communication
skill
5. Parents are not a good
listener
6. Difficult and
embarrassing
88. Don’t know
99. Others
523 | If yes for question # 521 with 1. Father
whom do you discuss? 2. Mother
524 | How frequent you have discussed 1. Very often
about contraception? 2. Often
3. Sometimes
525 | With whom discussed other than 1. Peer
parents 2. Sisters
3. Brothers
99. Others specify
526 | How frequent you have discussed 1. Very often
about un Wanted pregnancy? 2. Often
3. Sometimes
527 | Have you ever discussed on not 1. Yes
having sex until marriage? 2. No
If your answer is yes skip to Q529
528 | If you don’t discuss on not having 1. Culturally un acceptable
sex until marriage with parents. 2. Shame
What are the reasons? (Circle all 3. Lack of knowledge
answer you think) 4. Lack of communication
skill
5. Parents are not a good
listener
6. Difficult and
embarrassing
88. Don’t know
99. Others
529 | If yes for question # 527 with 1. Father
whom do you discuss? 2. Mother
530 | How frequent you have discussed 1. Very often
about contraception? 2. Often
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3. Sometimes
531 | With whom discussed other than 1. Peer
parents 2. Sisters
3. Brothers
99. Others specify
532 | How frequent you have discussed 1. Very often
about on not having sex until 2. Often
marriage? 3. Sometimes
533 | Have you ever discussed on 1. Yes
condom? If your answer is no skip 2. No
to Q535
534 | If you don’t discuss on condom 1. Culturally un acceptable
With parents, what are the 2. Shame
reasons?(circle all answer you 3. Lack of Knowledge
think) 4. Lack of communication
skill
5. Parents are not a good
listener
6. Difficult and
embarrassing
88. Don’t Know
99. Others
535 | If yes for question # 533 with 1. Father
whom do you discuss? 2. Mother
536 | How frequent you have discussed 1. Very often
about contraception? 2. Often
3. Sometimes
537 | With whom discussed other than 1. Peer
parents 2. Sisters
3. Brothers
99. Others specify
538 | How frequent you have discussed 1. Very often
on condom? 2. Often
3. Sometimes
539 | Have you ever discussed on 1. Yes
physical and psychological 2. No
changes on puberty?
If your answer is yes skip to Q541
540 | If you don’t discuss on physical 1. Culturally un acceptable
and psychological changes on 2. Shame
puberty With parents. What are the 3. Lack of Knowledge
reasons?(circle all answer you 4. Lack of communication

think)

skill

Parents are not a good
listener

Difficult and
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embarrassing
88. Don’t Know
99. Others
541 | If Yes for question # 539 with 1. Father
whom do you discuss? 2. Mother
542 | How frequent you have discussed 1. Very often
about contraception? 2. Often
3. Sometimes
543 | With whom discussed other than 1. Peer
parents 2. Sisters
3. Brothers
99. Others specify
544 | How frequent you have discussed 1. Very often
on physical and psychological 2. Often
changes on puberty? 3. Sometimes
545 | If you have ever discussed at least
one of the above issues with your veer......age in years
parents, at what age have you
started discussing it?
546 | At what age do you think
discussion on sexual and veeee......80€ Inyears
reproductive health should be
started?
547 | Do you currently discussing on the 1. Yes
above issues? 2. No
548 | Is your mother open to discuss? 1. Yes
2. No
3. Do not know
549 | How do you rate parent 1. Low
communication skill about sexual 2. Medium
matters 3. High

VI. Regarding your responses, what do you feel?

Underestimate ]

Overestimate [

Annex I

Focus group discussion

Discussion to parents on level of communication (discussion) parents with

their adolescent on sexual matters and factors affecting communication.
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The guideline will be as follow:
1. Greeting
2. Ask the willingness of the parents for participating in the discussion.
3. Explain the objective of the study and focus group discussion.
4. Telling the participant that confidentiality will be maintained and telling them we will
use tape recorder.
5. Topics to be discussed
- What do you think the knowledge of parents on reproductive health?
(Contraception, STD/HIV/AIDS, and Puberty)
- OALT NOTPAL MG AL AZ°AA NADAL avBMmee NNLNY T7i7T
NATLHANG NOF2TF AT ALT AL DAL £1-C°0G A@O-MT PAT®-
A@-+ T 9°7 LaoNAN?
-What is the feeling of parents on premarital sex and unwanted pregnancy in adolescents?
-ONF 0T 0AN CMNLND DTTIT AS DANTLAT ACTHS £ATU- havhhit
b KA o [
-What is your suggestion for sex education first do they agree? (Why and why not) where
to be given?
- AETF QA 2P VTTrE RINDT NooGA THESET AL FIPUCT 02T Té -
TAATU-?

- 0TI TU- PRI T PO TI?

- DAEOTITTT U0 PRI ST I TTI-?

- DO T U HIPUCE P AT TE ho-?
-Is it important to discuss sexual matters with adolescents? (Why, why not?)
- hAZT OC OA O1FPAL MSS PR VTR oo@fP T hWNAAL 1@+ NATU-
FI°GATU-?

- ahdAL 1@+ hATU- AF°7?

- ANdAL hRLAT° hATU- AI°F?
-1f you suggest discussion on sexual and reproductive health matters is important at what
age the discussion should be started?
- hAZT OC OA O1FPAL MSS PR VTTIE ao@fP T hWNAAL 10+ NATU-
NATU- N9T5 @ PAL7 NAAN ovPooC hANT TAATU-?
-What are the topics (contents) discussed with their adolescents
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- WART 2C 0 NTFPAL MSS PR TTTTE fov@f CaNS SHEN 907
a7 AN T?

- Do you think parents and adolescents communicate on different SRH issues?

- WAZT hAET 2C OA N1TEPAL MSS PP IV LoffN NATU-
FN0ATFU-?

-What are the reasons (barriers for not communicating/discussing sexual matters?

- hSPRI° DATU- °NLOAE 9°77 ST+ NATU- J00ATU-?

6. During discussion as much as possible probing of the participant to express their
feeling will be considered.

7. Systematic avoidance of dominate participant.

Annex IV

In-depth interview
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In depth interview for adolescents - on assessment of communication on
sexual and reproductive health matters between adolescents and parents.

Confidentiality and Consent
Dear respondent,

I am going to ask you some very personal questions that some people may find it difficult
to answer. | am not going to talk to anyone about what you tell me. Your name will not
be written on this form, and will never be used in connection with any information you
tell me. You may end this talk at any time you want to. However, your honest answer to
these questions will help us better understand sexual risk behaviors and discussion on
sexual and reproductive health issue with parents that would eventually help in designing
appropriate intervention programs. The interview will take you 10-15 minutes.
We would greatly appreciate your help in responding to the interview. Would you be
willing to participate in the study?

Agree [] Disagree
Interview control Record

Name of Interviewer

Result of interview

a. Completed

b. Refused

c. Partially completed
Time interview begun____ -
Time interview ended -

Supervisor’s signature

1. Age __ years.

¥ o N— Nhoot SIAR

2. Sex male 01 female 02
o ®7£:01 (w102

3. Among your friends (peers) is there anyone who has a boy/girl friend?
Yes 01 no 02
NALETU/N aovhdN T P44 A3 ALE PAM/ AT hA?
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a?01 n202

4. Among your friends (peers) is there anyone who has started sex?

Yes 01 no 02
MLV aovhd\ PINLND 17T PEavl hA?
hP01 h£02
5. Do most of your friends (peers) started sex?
Yes 01 no 02
AT @ ALETU/MN PMNLND 17T CavlPN?
a?01 h 802

6. At what age do most of your friends (peers) start sex?
NALETV/M oovhd PNLNY 7T CEavl hh NP T5F® PALE hAAN 10

7. Do most adolescents of your age discuss about sexuality and HIV/AIDS among
themselves?
Yes 01 no 02

NATTOATE PALE DAAN LA ALT NAZP I7T1TS O1TTFPAL MS ALh
nch 2ogea-?
h?P01 h002
14. Do most adolescents of your age discuss about sexuality and HIV/AIDS with their
families?
Yes 01 no 02

NATHNATE PAL AAAN A ALT NARFP 27T1r1S O1rFPAL MG
NOAZFTFm- IC LmLLN?
hA?01 n202

Thank you very much!

Annex V Amharic questionnaire
OALTG 1L9°0 ALT N7NEND 27t 1482 AS (0T HPAL MG AL
PoLeLCT T @ L2 ATITGT PHHIE aomed
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