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ABSTRACT 

A cross-sectional descriptive survey through a self­

administered, anonymous and structured questionnaire was conducted 

from September to December, 1993 in ten high schools in Addis Ababa 

to determine the sexual behaviour of adolescents, their knowledge 

about AIDS, attitudes and practices regarding condoms, their 

attitudes towards the promotion and distribution of condoms in 

schools, and towards the incorporation of health and sex education 

into the regular teaching curricula and into the teachers' training 

curricula. 

A total of 910 parents, 755 students and 232 teachers 

participated in the survey. The results showed that, of the 355 

students, 39.8% of the boys and 5.6% of the girls have had a sexual 

experience. Peer pressure (35.2%) and by force (21.6%) were the 

most important factors that precipitated the first sexual 

encounter. 10 . 1% had coital contact with a commercial sex worker. 

Only 42.2% of the sexually active students used condoms on their 

first sexual encounter, and only 27 .7 % used condoms continuously on 

their subsequent sexual encounters. 59.0% of the parents, 56.6% of 

the teachers and 37.7% of the students felt that most students have 

adequate knowledge about AIDS. Only 38.8% of the parents, 34.0% of 

the teachers and 42.8% the students felt that most students have 

adequate information about condoms. 

61.2% of the students, 60 . 0% of the parents and 61.6% of the 

teachers approved the idea of condom distribution in schools. A 

stratified analysis identified only age for parents, sex for 

students and religion for teachers to have a statistically 

significant influence upon the attitude towards the distribution of 

condoms in schools. 



An overwhelming majority in each of the three categories, 

92.6% of the students, 98.7% of the parents and 96.1% of the 

teachers, approved the incorporation of health education into the 

regular teaching curricula. 80.1% of the students, 90 . 9% of the 

parents and 96.1% of the teachers also supported the idea of sex 

education in schools. 

This study, based upon the findings, recommends that education 

and health policy makers to make a relent l ess effort to commenc e 

health and sex e ducation by incorporating them into the regular 

curricula; the implementation of subsequent surveys to identify the 

most ef fective and acceptable routes of condom distribution in 

schools; and implementation of similar surveys in the rural 

settings to assess the attitudes in a different setting and acquire 

a more general overview for the whole country . 
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1. INTRODUCTION 

Mankind, through its long evolution, has passed through many 

man made and natural calamities . These have included natural 

phenomena such as earthquakes, floods, volcanoes and drought, and 

various self-inflicted problems like war. All these have claimed 

the lives of many. As part of these, another entity which was, is 

and most probably will be unparalleled to increasing human 

suffering, be it by claiming lives or by simply adding to human 

misery, is disease. This, if looked at separately, is one of the 

challenges mankind has not been able to totally control in its 

conquest over nature. Diseases such as malaria, schistosomiasis, 

tuberculosis and many others continue to kill millions every year. 

Diseases occur generally in two ways: on a continuous basis 

occurring over the entire year; or on a sporadic basis as epidemics 

claiming large numbers of victims within a short period of time. 

All this has forced mankind to give due attention to diseases, 

in part accomplished by increasing efforts to solve the mystery 

surrounding their causation once and for all, or at least to bring 

them to manageable proportions . 

This effort has brought about the evolution of medicine from 

its crudest form to its present state of sophistication; and 

because of this, medicine has been ab l e to explain the causes of 

diseases to the lowest possible level, namely, bacteria, fungi, 

viruses, neoplasia and many others. Medicine's success did not stop 

with only identifying the causative culprits, but continued to 

develop potent cures for many kinds of diseases. As a result, many 

diseases, such as tuberculosis which used to be called "The Black 

Death" (1348-50) and which killed almost half the population of 

Europe at that time, are now under control. But despite all this 

effort, medicine has yet to come up with solutions for many of the 
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unresolved riddles in the fight against diseases. 

Adding to all the above, a new disease entity, Acquired 

Immunodeficiency Syndrome (AIDS), has now become a reality. It is 

considered as one of the greatest challenges mankind has ever 

encountered. 

Since its discovery/identification in 1981, scientists from 

allover the world have struggled hard to unravel the mystery that 

surrounds this disease. In fact, it can be said that all these 

effor t s have made it unparalleled in getting attention in recent 

history, at least since after the eradication of smallpox. This 

attention is not limited only to the medical society, but concerns 

about the disease have become common among all people, religious, 

political and many other social sectors included. 

Why is this so? Is it because the disease is killing more 

people than other diseases? Or is it because it is spreading so 

fast or since there is no cure envisaged at least in the near 

future? 

Some of the major reasons why this disease is getting such 

prompt attention include: the fact that it is a disease associated 

with one of the most sensitive and very difficult human behaviours 

to address, namely human sexuality. For centuries, this aspect of 

human life has been regarded as private, left only to the 

individual's internal quarters, and because of re ligious and other 

social influences it was ordained to be so. 

The enigma associated with the acquisition of the disease, 

considering it as God sent or caused by evil spirits and happening 

as a result of man's wrong-doing, forcing people to have various 

conceptions and misconceptions, has again made ita sensi ti ve 

issue. 

The stigma surrounding people who have acquired the disease 
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has also made it a top social issue, ranging from isolating 

(quarantining) them to integrating them into the normal social 

sphe r es. Again, the fact that the disease haunts the young and the 

economically productive, making them inversely dependent or even 

decimating them and leaving many orphans and many more looking for 

support, has also made it a top political , social and economic 

issue. 

From the medical aspect, the fact that no cure is e nvisaged, 

at least in the near future, also makes ita pressing issue. 

Therefore, due to all this, AIDS is now being considered one of the 

top issues of this century . 

From the descriptions provided above, six characteristic 

features of AIDS can be identified: 

1 . The disease is spreading rapidly; 

2 . There is no cure for the disease ; 

3. The young population is characteristically affected; 

4 . There are distinct predisposing behaviours associated with 

its acquisition; and 

5 . Until a cure is discovered, e mphasis should be on 

preventive measures 

The fact that the disease is spreading rapidly and that there 

is no cure for it needs no further elaboration . The question to 

entertain then is whether the spread can be halted . From this 

perspective, there are some very important measures that can be 

taken. 

1. Identifying people with high risk behaviours (for getting 

AIDS) and educating them to change their behaviours - a long term 

but fundamental process. 

2. Conducting continuous surveillance to follow the spread of 

the disease , and to identify those that have it , so as to provide 



4 

them with appropriate services such as counselling and medical and 

social care. This will, to some extent, help prevent them from 

spr eading the disease . 

Obviously the implementation of all the above measures is 

equally important to all sectors of society. But particularly, 

adolescents are the ones to whom these services should be given 

more emphasis. The rationale for this is that adolescents are 

characterized by undeveloped responsible behavioural decision­

making, experimentation, subjection to peer influences, and lack of 

knowledge about the disease and protective measures against it. 

Above all, if influenced properly, they are the most likely group 

to show favourable and deep rooted behavioural changes, which is 

the ultimate purpose of any AIDS intervention programme (Cernada, 

1986; Hygie, 1988; Kapila, 1990; Ayo, 1991). 

Another very important reason why we should focus on this 

group is that, they are future parents and if the intervention, be 

it educational or otherwise, brings about cultural and behavioural 

changes in them, then surely they will influence the practices of 

their offspring - the next generation, and many more after it. 

Any intervention measure focused towards adolescents should 

appropriately aim at schools which is where at least a substantial 

proportion of them are found. The reason for selecting schools is 

not only because they are "s impl y" available; in schools, it is 

easy and conducive to provide them with information alongside their 

formal training; they will not be (at least to a certain extent) 

subject to cultural and social influences, and most important of 

all, they will have the chance to internalize what they have been 

taught among themselves. 

Once it has been decided that adolescents and schools should 

be targeted in the strategy to control AIDS, other equally 
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important issues then emerge, like how to approach them and what 

topics to raise, particularly with respect to the sensitive issues 

of sexuality, AIDS, and prevention measures such as the provision 

of condoms. These issues, unless carefully designed and 

appropriately provided at the right moment, can become the focus of 

controversy and may even raise serious contradictions . This is 

particularly more so in traditional and religiously dominated 

societies. 

Therefore, if effort is to be envisaged on these issues, 

society has to first be sensitized and made to realize the gravity 

of the problem. Associated with this, it has to be convinced that 

adolescents are in fact a very vulnerable group , and that unless 

measures are taken, they will be the next victims of an even larger 

epidemic. 

When we move past the general perspective to the particular 

situation here in Ethiopia, we find that not much has been done 

towards addressing these very important issues. There have been 

very few studies that have tried to measure the sexual activity 

patterns of adolescents in Ethiopia. In addition, no concerted and 

sustained effort has been implemented towards bringing about 

behavioural changes among adolescents through education. There is 

no national guideline or policy aimed at incorporating health 

education into the general schoo l curricula. And no one has asked 

the general population about its feelings towards these issues and 

what they feel is best implemented on issues ranging from 

adolescent sexuality to how to bring about behavioural changes 

among the youth, including providing them with protective measures 

such as condoms. 

Therefore, if more baseline surveys are conducted addressing 

these issues , deeper insights will be attained as to how the 
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population feels about the whole thing , and this will help policy 

developers and concerned organizations to bring about concerted 

efforts in the bid to bring this disease under at least some 

control. 

This study, therefore, in keeping with the above ideas, first 

assesses the sexual activity pattern of adolescents in Addis Ababa, 

then measures parents', students' and teachers' attitudes towards 

implementing preventive measures, particularly the provision of 

condoms to adolescents, and finally it assesses their attitudes 

towards incorporating health and sex education into the school 

curricula. 

Before embarking upon the study, the study objectives were 

reviewed from the point of view of the following measures: 

relevance, political acceptability, applicability, timeliness, 

ethical considerations and duplication. 

As has been described in detail earlier, AIDS is now a major 

problem that is spreading alarmingly and whose effects are not 

sparing any sector of society, particularly young people who for 

various reasons possess predisposing behavioural characteristics. 

Therefore, research geared towards investigating the status of the 

AIDS pandemic , and ways of prevention and education are priority 

areas and this study can be regarded as relevant and contributory 

to this. 

Issues contained in this study such as the distribution of 

condoms to adolescents in schools and the provision of health and 

sex education are political and timely issues because they involve 

policy implications. Therefore, recommendations given in studies 

such as this one are likely to have influence in reorienting 

perceptions and in program developments. 

This study is also quite different from the vary few studies 
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previously conducted in Ethiopia because it goes one step further 

in dealing with the same issue, Previous studies dealt only with 

measuring the sexual activity patterns and attitudes, knowledge and 

practices with respect to AIDS. This study, on the other hand, not 

only measures sexual activity patterns and attitudes and knowledge 

towards AIDS and condom use, but it also tries to come up with 

possible recommendations of intervention measures; that is, the 

provision of condoms for adolescents in schools. 

It is also felt that , since the concerned groups were 

approached and their feelings towards this issue were sought, this 

would make the study acceptable to the stu dy population as this 

process of involving them would create within t h em a feeling that 

they have been made part of the implementation process. 
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2. OBJECTIVES 

2.1 General Objective 

To provide new knowledge to further guide policy development 

with respect to reducing the spread of HIV infection through the 

promotion and provision of condoms in high schools. 

2.2 Specific Objectives 

1. To assess the sexual activity patterns of high school students 

2. To evaluate the students' attitudes and knowledge towards the 

use of condoms 

3. To determine what students, parents and teachers feel towards 

the promotion of condoms in schools 

4. To evaluate the students', parents' and teachers' attitudes 

towards incorporating into the regular school curriculum a 

separate health education course with a focus on sex education 

and incorporating a complementary curriculum in the 

teacher training institutes. 
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3. LITERATURE REVIEW 

Since its identif ication in 1981, AIDS has been spreading 

over the world at an alarming speed. By 1990, it was estimated that 

there were 8-10 million people infected with HIV, or 1 in every 400 

adults (Merson, 1990). This figure was expected to reach 15 

million, that is 7 . 4 million males, 5.9 million females and 1.3 

million born with infection, the world over by 1993 (Torantola , et 

aI, 1993). Now, it is estimated that someone in the world becomes 

infected every 18 seconds. In Africa alone more than 3000 new 

infections occur every year, and if uninterrupted, this figure is 

expected to reach 30-40 million by the year of 2000 (Williams and 

Ray, 1993) . Characteristically 20% of those infected with HIV are 

expected to be between the ages of 20-29 (More, et aI, 1990), and 

with this it is estimated that, given the long incubation period, 

the mean latency time of the illness being eight years (Hein, 

1989), a substantial number of those infected may have acquired the 

disease at earlier ages, perhaps in their adolescence. 

Reports on the situation in Ethiopia demonstrate that , from 

January 1986 - June 1993, 6726 AIDS cases were reported from 47 

hospitals in the country. 41% of these were residents of Addis 

Ababa. The largest reported number was in 1992 , accounting for 

48 . 41% of the total reported since 1986. By 1993 the sex ratio of 

those reported was 1 . 6:1, male to female, and the 15-19 age group 

accounted for 5.81% of the reported cases, and those aged 20-24 

years constituted 19.81% of the total cases . 3.9% of the total ----
reported case were students (NACP, 1993). 

The Ethiopian National AIDS Control Programme (NACP) estimates 

that by the end of 1994, 536,600 persons will carry the disease, 

and in the same year 18,315 new cases of AIDS will be diagnosed 

(NACP, 1992) . 
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All the above reports clearly point to the disease spreading 

very rapidly, and secondly that adolescents, the focus o f this 

study , represent quite a significant number of those being 

predisposed to and even acquiring this dreadful disease . 

In many countries, adolescents account for a larger 

proportion, around 20-25%, of the total population (Fathallah , 

1990) . Today there are about one quarter of a billion aged between 

10-19 years (Filimona, 1992) . Constituting a large proportion of 

the population and also from various behavioural , cognitive and 

developmental perspectives, they are labelled as a vulnerable group 

and deserve due attention interms of research and prevention . 

What are the major factors that predispose them and make them 

a vulnerable group? The first and most important factor is that 

adolescents are now increasingly sexually active at earlier ages 

than before due to: 

- earlier onset of menarche (Ayo, 1991); 

- social change and modernization; 

delayed onset of marriage; as reported in a study that 

reviewed this situation in 36 African, Caribbean , Latin 

American and Middle East countries, that between 1985 -1991 , 

there has been a rise in age of marriage (Population 

Report, 1992); 

- lengthening of socially defined period of adolescence 

(Ayo, 1991); 

more and more students, particularly females are now 

significantly away from home, attending school which 

relieves them in a way from direct family control; 

- peer pressure (Gruen, 1991); and 

- and behaviouraly, as described by Boyer, (1990) , this 

stage is characterized by experimentation, exploration, and 
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most important of all , perception of personal 

invulnerability (Boyer, 1991; Tyden, 1991). 

As described above , the early onset of adolescent sexual 

activity, which will be described in detail later, coupled with 

their lack of knowledge and information about the disease and its 

prevention, which is again made worse by their not being taught 

adequately on these matters in school (Cernada, 1986), and family 

settings, and finally, their inability to make responsible 

decisions pertaining these matters, have all made them a 

susceptible group to the acquisition of the disease . 

To substantiate this, we can consider the conclusion from 

three very important perspectives: 

1 . demonstrating that adolescents are indeed sexually active; 

2. demonstrating that a substantial majority of the sexually 

active ones are not using condoms, the only protective measure 

available; 

3. convincingly presenting that adolescents lack basic 

information and knowledge about the disease and its 

prevention, and even if they have it, that it has failed to 

bring about desirable behavioural changes . 

Many studies have been conducted allover the world that 

have tried to assess the sexual behaviours of adolescents. If we 

systematically review these studies and commence from the American 

continent, in the USA, Keageles et al , (1989) reported a sexual 

activity rate of 53% and 72.2% for females and males respectively . 

Nickerson, (1990) in his survey in Indianapolis, found that 46% of 

all adolescents have had sexual experience. Grant , et aI, (1988) 

revised several studies conducted in the USA and reported them as 

follows: in 1979, Sorenson, from a national sample of 411 

adolescents, found 58% of male and 39% of female adolescents to be 
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sexually active; Coles and Stokes, (1985) found from a sample of 

1000 adolescents, 46% of the boys and 24% of the gir Is to be 

sexually active ; the national survey conducted by Kanther and ./ 

Zelnik (1971, 1976, 1979) of unmarried female adolescents between 

the ages 15-19 years found an increase in sexual activity over the 

decade, reporting 28% in 1971, 39% in 1976, and 46% in 1979. They 

again conducted the first survey on male students in 1979 and found 

that 69% were sexually active . The national survey of young women 

found the mean age for onset of sexual activity to be 15 . 5 years 

for blacks and 16.4 years for whites (Grant, 1986) . --
In another survey, the 1983 National Survey of Youth revealed 

that by age 15, 17% of the boys and 5% of girls; by age 17, 48% of 

boys and 28% of girls; and finally by age 20, 80% of the boys and 

74% of the girls were sexually active, indicating a progressive 

rise in sexual activity as age advances. More interestingly, 

Keageles, et aI, (1988) found in their Indianapolis survey that 

40.3% of the females and 69 . 4% of the males had more than one 

sexual partner, definitely an indication of the extent of risky 

behaviour . 

Kerr, (1990) reported, in the Canadian Youth and AIDS, Study ~ 

31% of male and 21% of female 9th grade students to be sexually 

active, and this figure rose to 49% of males and 46% of females by 

grade 11 . 

When we proceed to the Latin American situation , perhaps the 

most recognised and extensive survey was the Young Adults 

Reproductive Health Survey conducted between 1986-1989 in Jamaica, 

Costa Rica and 10 cities in five other countries; namely : Brazil, 

Guatemala, Mexico, Chile and Ecuador. It was reported in this study 

that the sexual activity pattern ranged for males from 42% in 

Mexico to 78 % in Jamaica and for females, from 12% in Guatemala to 
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55% in Jamaica (Population Reports, 1992). 

In Europe, Misfeldt, et aI, (1989) conducted a survey in 

Greenland and reported that 18.9% of males and 17.3% of females 

were be sexually active. Again they found the average number of 

partners for males to be 5.5 and for females, 4.4. Tyden, et aI, 

(1991) in their survey in Sweden found that 50% of females and 45% 

of males were sexually active and 36% of these had had coital 

experience before the age of 15 years. Kjoller, et aI, (1989) in 

another Swedish survey, found out that 34% were sexually active and 

the average number of intercourse contacts among the sexually 

active adolescents was five times per month . 

In Africa, the situation is quite similar. Douglas , et aI, / 

(1986) in their Ibadan, Nigeria survey of the sexual behaviours of 

adolescents found that 59 . 9% of the boys and 38.4% of the girls 

were sexually active. The figure was substantially higher for those -. - ----
adolescents who were not enrolled in schools , where it reached 76%. 

Ayo, et aI, (1991) in a survey conducted on 3000 Kenyan unmarried 

youth, reported that the sexual activity figure for males was 62% 

and that for females it was 39%. They also reported the mean age 

for the commencement of coital experience to be 13 years. In 

another survey by Nicholas, et aI, (1987) in Liberia, it was 

reported that 30-49% of the female students had sexual intercourse 

at least once a month , and greater than 80% of the non students 

were sexually active. Abdool Karim, et aI, (1992) in their research 

in Natal province, South Africa, found out that 34% of the students 

were sexually active. Again, in a very large study conducted on 

8487 women in Nigeria, Feyisetan, et aI, (1989) reported that 38.4% 

of the secondary school students were sexually active. This figure 

rose with university students and non-students to 61.2% and 91.5% ~ - -
respectively. 
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The very few s tudies conducted he re in Ethiopia also ~ 

demonstrate a similar pattern. Bisrat (1992), in a study conducted 

in Harar found that 65% of the mal e and 20% of the female 11th and 

12th grade students were sexually active . Tesfaye, et al (199 3 ), 

conducted a survey in Jimma town on 535 subjects , and reported that 

40% had had an unprotected sexual activity during the last month , 

and the prevalence of high risk sexua l encounter was high . Asnake , 

et aI, (1993), conducted a study on Northwestern Ethiopian 

adolescents and found t hat 52 . 8% were sexually active . The majority 

had their first sexual encounter before the age of 16 years, and 

the mean number of sexual partners was 3. Gebre, (1990) in a study 

conducted among senior high school students in Addis Ababa found 

that 53% of the boys and 24% o f the gi rls were sexually active. 70% 

of these had their first sexual encounter between ages 14-16, and 

70% of the girls and 95% of the boys acknowledged having more than 

one sexua l partner. G/Kidan and Azeze (1993), in the Gondar College 

of Medica l Sciences students' survey, found that 58 . 3% had had a 

coital experience; of these, 61.4% had one partner and 38.3% had 

more than one partner. They also reported t hat 23 . 2% had high risk 

behaviours, such as contact with commercial sex workers (23 . 3%) and 

history of an STD (5.3%). 

The sexual activity patterns of students can be summarized as / 

follows. All the above studies , without exception claim that 

adolescents are in fact sexually active, with figures ranging from 

17.3% to 83% and t hat this trend is increasing . Due to all these, 

adolescent sexual ity is not an issue to be ignored. In fact , Gr ant , 

(1988) summarized this issue beautifully as: " .. . sexuality is not 

unique to the ado l escent period, but is a phenomena that spans the 

entire life-cycle. What is remarkable about adolescence is that 

complex physical, cognitive and psychological changes affect how 
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sexuality is e xpressed . Physical maturity and the ability to engage 

in sexual activity does not necessarily imply sufficient cognitive 

maturity to understand and anticipate undesirable consequences such 

as pregnancy and STDs . Health providers who care for this age group 

must understand adolescents' evolving sexuality and be prepared to 

help them take responsible behaviours " . 

If we consider this aspect only, then as will be sUbstantiated 

later , we will be tempted to label almost all sexually active 

adolescents a high risk group because all surveys conducted up to 

now have demonstrated beyond doubt that most of them do not 

practise safe sex, particularly by using condoms. 

Again, when we review the studies systematically, Keagles, et 

al (1988), in their US survey, found that only 8.2% of the male 

and 2.4% of the female adolescents used condoms every time they had 

sex. Tyden, et aI, (1991) in Sweden found that 40% did not use any 

protective measure on their first intercourse, and 25% never used 

any protection in the last intercourse. Kjoller, et aI, (1989) 

again on their Swedish survey, similarly reported that 42% of the 

students reported not using condoms during the last intercourse , 

and 90% of the students wished they received free condoms. 

Coming back to Africa, Douglas, et aI, (1986) in their " 

Nigerian survey reported that 52 . 1% of the all the male sexually 

active adolescents and 94.9% of the females never made their 

partners use condoms. Avo, et aI, (1985) reported in their Kenyan 

survey that 89% of the sexually active adolescents did not use 

condoms. Abdool Karim , et aI, (1992) in their South African survey 

reported only 47% used condoms at least once , but none had used a 

condom on every sexual encounter. They enumerated some of the most 

important barriers to the use of condoms as: students perception 

that condoms limit sexual pleasure; condoms indicate lack of trust 
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on the partners' faithfulness; it challenges the male ego; it was 

associated with STDs; they are not accessible or available when 

needed; use was not sufficiently understood; and its contraceptive 

behaviour was viewed with suspicion. 

In Ethiopia, the findings are not different from the previous 

studies. Bisrat (1992), in his Harar study, reported that only 20 % 

of sexually active students used condoms. Asnake, et al (1993) , 

concluded that a sUbstantial number of the sexually active 

adolescents never use condom. Gebre (1990), found that 76.7% of the 

boys, 92.9% of the girls and overall 82% never used any protection. 

Gebre Kidan and Azeze , (1993) acknowledging the minimal use of 

condoms by their respondents, went on to enumerate the most 

important barriers to c<;ildom use as: partner belief (43%) and 

unavailability (3 4 .6%). 

The fa~t that condoms significantly reduce the risk of HIV 

infection is beyond discussion (Morlet, et al 1989) . With the AIDS 

crisis and increase in other STDs and the need to develop safer and 

more effecti ve barrier contraceptives, attention has been 

reoriented to the only available protection, the condom (MBIZVO, 

1990) . 

The above being the case , that is, ' adolescents being sexually 

active and the condom being the only protective measure, we can no 

longer ignore the association of condoms with adolescents. We 

cannot also ignore the fact that they are sexually active and rely 

only on talking about abstinence (though this should be promoted 

also ) ; the facts will force us to reorient our efforts towards 

e ducating them to e xercise safe sex, through maintaining a single 

partner , and if this is not possible , to always use condoms. This 

view has also been supported by many investigators. Asnake, et aI, 

(1 9 93) recommended that this effort towards adolescents should not 
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concentrate only on urban areas but should extend to rural 

communities with special emphasis on information, education and 

communication (I.E.C) as well as condom promotion. Gebre Kidan and 

Azeze, (1993) concluded that "it should be seen as a right for 

young people to have access to adequate information about HIV!AIDS. 

They should have the right to have access to services including the 

condom" . They even went further to recommend that condoms should be 

distributed to students through dormitory house fathers and 

mothers, class representatives, and tea rooms throughout the week. 

This view has again been supported by many others from abroad 

(Abdool Karim, et aI, (1992); Avo, et aI, (1993); Tyden, et aI, 

(1991); Kjoller , et aI, (1989); Kerr, (1991); Mbyzvo, (1991) and 

Keagles, et aI , (1988». 

There are two important concerns that need to be addressed at 

this juncture. The first one is, if condoms are to be distributed 

to students, will this be promoting their sexuality; and secondly , 

is this really what they want? 

The issue here is not the demonstration of whether adolescents 

are sexually active , but the fear here should be, whether condoms 

are distributed or not, the increasing trend of adolescent 

sexuality that is occurring in the milieu the spread of AIDS and 

their risky behaviours such as low condom use patterns. The WHO, 

(1993), has announced after reviewing various studies allover the 

world, that access to contraceptive methods including condoms and 

counselling did not lead to earlier or increased sexual activity; 

but on the other hand, it increased the "safe sex" practice through 

increased use of condoms (Global AIDS News, 1993). 

The second issue, "do students really want condoms to be made 

available?" can substantively be supported by taking the vivid 

examples from Canada, USA, and Zambia. 
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Kerr (1990) reported that the increasing sexual activity 

patterns have prompted schools throughout Canada to improve sexual 

education and install condom vending machines in secondary school 

wash rooms. In many schools, he stated, this idea of installing 

vending machines was student initiated, as in the case he described 

at Lisgar Collegiate in Ottawa, where students struggled with their 

school officials, district education officials and public opinion. 

They fought to materialize this idea from January through June, 

1989, and finally their relentless effort was rewarded by the 

installation of condom vending machines in their school premises. 

Since then, the Quoqui tlam School District, Vancouver Island , 

British Columbia and Toronto's 36 secondary schools have installed 

such machines. 

Kerr, (1991) again reviewed a similar situation of students' 

battles for the instalment of vending machines in their school 

compounds in the USA. Prior to 1991, he described that there were 

just few and fragmented efforts to provide condoms for adolescents. 

These were: in 1988, Adams Country Schools District; Commerce City, 

Colorado; 1990 , Cambridge School in Massachussets; and in 1991, the 

Baltimore Health Department made condoms available free of charge. 

Perhaps, he stated, a significant change in the US in this 

direction was the passage of condom availability plan by New York 

City School District on February 27, 1991. According to this plan, 

in 120 New York high schools, condoms would be made available to 

261 , 000 students . This effort did not materialize on its own; there 

were a number of problems and obstacles to be tackled and overcome. 

One of the most anticipated obstacles was parental opposition. 

Parents feared that this would increase adolescent sexuality. Since 

condoms were available everywhere , they felt there was no need for 

distributing it in the school premises. 
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This prompted Roper to poll a random sample of 1004 parents 

and surprisingly and unexpectedly , he came up with a figure of 64% 

supporting the idea of distribution. The reasons for most of the 

parental support were fear of adolescents' contracting the 

diseases , reluctance of many teens to purchase condoms in community 

due to embarrassment and resistance from store clerks to sell to 

them, and finally, the cost. This convinced officials to accept the 

fact and ratify the plan. Students , o n the other hand, were too 

anxious to wait for the programme to start and some of them even 

went as far as going to the various schools and distributing them 

themselves. 

The Zambian situation was different. As described by Mouli 

(1992), the battle there was between health officials and religious 

leaders and the "public" in general. In 1987, the anti AIDS 

campaign started-off with no or minimal mention of condom for fear 

that it might spa~k public opposition. In the middle of 1988, the 

health personnel, considering the deteriorating situation , 

published a booklet entitled, "Information of AIDs for Secondary 

Students," which advocated abstinence before marr iage but suggested 

the use of condoms as a possible alternative for those who were 

sexually active. This really sparked off bitter controversy , 

enraged religious leaders who apparently to accused the project of 

flaunting un-Christian, un-African values , destroying Zambian 

cuI ture , corrupting the youth and promoting promiscuity. This 

stranded the top policy makers between two opinion categories. 

Finally, through intensive negotiations that lasted over a year, 

they were able to secure an agreement between each category not to 

unjustly accuse the other, thus facilitating better grounds for 

health officials to operate. 

The world-wide general situation, then, is that of recognizing 



20 

adolescents' increasing sexual activities, and moving more and more 

towards emphasizing prevention of the disease by providing adequate 

information and promoting condom use. 

This being the case, there are various important things that 

must be considered before embarking upon endeavours such as this . 

Schools cannot simply be entered and condoms distributed. Careful 

planning and assessment of the students' knowledge of AIDS!HIV and 

condoms has to be done; and the most effective ways of provision 

have to be outlined in detail . 

Regarding the assessments of knowledge and the ne ed for 

education, various surveys have been conducted. YARHS (1992) 

indicated the need for better sex education and innovative family 

planning services (Population Reports, 1992). Cernada, et aI, 

(1986) in their Taiwan survey, found out that adolescents lacked 

knowledge about contraception, are not being taught adequately on 

these issues at schools, and that they wanted to learn more about 

intimate relationships between the two sexes and looked up to 

schools to be active sources of information and education. In 

Taiwan, Kranski, et al (1990) , reported that the widely introduced 

AIDS education has been well accepted by the students. Mbizvo, 

(1991) and Salt, et aI, (1989) and Gebre (1990) described the need 

for the provision of health education for adolescents. Bisrat 

(1990) stated that 93 . 7% of the students approved the provision of 

information in schools about contraception and STDs. The only study 

that we have come across that reported that e ducation did not bring 

about the anticipated change in behaviour was that of Allen , et aI, 

(1992). They did not completely reject the impact that health 

education would have on behaviour, but they suggested for a 

revision of ways for improving the delivery system. The fear here 

is , "will bombarding adolescents with information such as this make 
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them more conscious of their virility and hence promote sexuality 

and promiscuity?" 

Perhaps the strongest and most conclusive rejection of 

speculations such as this was provided by t he WHO (1993). They 

critically reviewed 19 studies conducted allover the wo rld and 

disproved that sex education and availability of contraception 

encouraged sexual experimentation. In fact, sex/AIDS education 

encouraged adolescents to delay sex initiation and to practise safe 

sex if sexually active . 

They also found out that schools that promoted postponement of 

sex and use of condoms were more effective than those which 

promoted abstinence alone (Global AIDS News , 1993 ) . 

To consolidate the above, the executive director of the Global 

Programme on AIDS (GPA) reported on the 3rd Pan American Congress 

on AIDS and the 9 th Latin American Congress on STDs, that health 

education programmes delayed initiation of unprotected sex. AIDS 

education is associated with fewer sexual partners, reduced 

frequency of intercourse and more condom use. It was not associated 

with t h e boost in sexual activity. 

In conclusion Freudenbreg (1989 ) who vividly described the / 

situation, stated that " .. . for no other group are the benefits of 

AIDS prevention more clear-cut than for children and young people . 

On the one hand, the prevalence of infection and AIDS in this age 

group is relatively low, and on the other hand, the behaviours that 

put young people in the path of HIV are alarmingly widespread. 

These factors , combined with the social and economic advantages of 

intervening before risky behaviours become well established, make 

AIDS education for young people a high priority". 

Thus the speculation that various behavioural, cognitive , 

social, economic and developmental factors predispose adolescents 

. / 
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to develop risky behaviours, has been demonstrated to be a reality. 

What is most distressing though is that the active ones are either 

not aware of or use protective measures such as condoms or they are 

not interested in using them . These issues obviously necessitate 

the need for bringing about fundamental behav iour changes through 

whatever means it takes, like provision of consolidated and 

sustained education and other measures such as the provision of 

condoms, depending upon the tangible situation in every community. 
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4. METHODS 

4.1 STUDY DESIGN 

A cross-sectional survey on sexual activity patterns, 

attitudes and knowledge regarding the use of condoms, attitudes 

towards the provision of condoms at schools, and attitudes towards 

incorporating health and sex education into school curricula was 

conducted among students in ten high schools in Addis Ababa over a 

period of one month (December , 1993) . 

A similar cross-sectional survey was also carried out on the 

att itudes o f parents and teachers on the issue of providing condoms 

for high school students, their perception of students' sexual 

activity pattern , knowledge towards condoms and AIDS, and on other 

issues related to the provision of health and sex education as a 

separate course in schools. 

4.2. POPULATION 

The 

teachers 

source population consisted of students, 

of all 38 high schools in Addis Ababa. 

parents and 

The study 

population was obtained from ten high schools that were selected 

using the probability proportionate to the size (PPS) method . 

Students of both sexes attending grades 9 - 12, parents and fo ster 

parents of students in the selected schools, and teachers teaching 

in the same high schools were considered to be eligible for the 

study . 
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4.3 SAMPLING PROCEDURES 

A multistage sampling procedure was used to select subjects to 

be included in the study (see Figure 1), though no particular 

inclusion or exclusion criteria were used. The first step was the 

identification of ten high schools where the questionnaire was to 

be administered, and selection of three other schools where focus 

group discussions would be conducted. First, ten high schools were 

identified using the probability proportionate to the size (PP8) 

method. Then from the remaining 28 high schools 3 other schools 

were chosen for the focus group discussions. 

4.4 SELECTION PROCEDURES 

4.4.1 FOCUS GROUP SELECTION 

From the randomly selected three schools, one class of each 

grade was chosen by a simple random selection process. Then, from 

the already identified class, seven female and seven male students 

were selected to participate in the focus group discussions . These 

were held in two stages: one, prior to the development of the 

questionnaire to obtain preliminary information on the pertinent 

issues to be included in the questionnaire and to obtain students' 

views on the importance of the conduct of a study at this time; and 

the second, after the development of the questionnaire, to pretest 

the questionnaire itself, to obtain students' views on the various 

questions included in the questionnaire, and to look for issues 

that they themselves felt were important enough to be included in 

the questionnaire. 
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4.4.2 STUDENT SELECTION PROCEDURE 

A specific number of students was allotted initially to each 

school depending upon the sample size (see below) and the student 

population weight of each school. The total required number of 

students in each school was again divided by four to ensure an, 

equal distribution of all grades (9-12). Then , from each grade, 

four classes were chosen on a simple random basis. The number of 

students assigned to each grade was then evenly distributed to 

these four classes. Finally, from each class 50% female and 50% 

male students were randomly recruited for the purpose of 

questionnaire administration using the class role number as a 

sampling frame. 

4.4.3 PARENT SELECTION PROCEDURE 

According to the prescribed number allotted to every school, 

grade and class as described above, four classes were identified 

from each grade in the same ten schools on a simple random basis . 

Then from each class students were identified using a simple random 

basis to give their parents addresses. 50% of the students were 

randomly asked to give their fathers' addresses and 50% their 

mothers' addresses. The particular parent chosen for the study was 

then traced using the already obtained address and was asked to 

participate in the study . 

4.4.4 TEACHER SELECTION PROCEDURE 

From each of the ten schools 30 teachers were randomly 

selected to participate in the study. 
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Figure 1: A schematic presentation of the procedures used to 
select students. parents and teachers prior to the 
conduct of the study. 

38 reference high schools 
in Addis Ababa 

! 
10 study schools 

selected 

! 
8 classes from each 
grade in every high 
school selected From each school 

! 
30 teachers rand-
only selected to 

4 classes used to 4 classes used to participate in the 
select students for select students who study n=300 
questionnaire will give their 
administration parents addresses 

! I 
50% male SOt female 50% fathers 50% mothers 
students students addresses addresses 
n=500 n=500 n=600 n=600 
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4.5 SAMPLE SIZE 

On the basis of no previous relevant data on most of the 

issues to be considered in the study, and on the assumptions of 

obtaining a sample size that was large enough to come up with 

strong conclusions and/or detect small differences, and assuming 

that there would be no difference between the two groups of 

respondents, and giving any particular outcome to be wi thin a 

margin of error of 3% with confidence of 95%, a sample size of 1060 

was obtained for the student sample . For the purpose of comparison, 

a similar number of parents was included in the study . But fearing 

that it might be difficult to trace addresses and even the 

particular parent, a 20% excess of parents were recruited for the 

study raising the parent sample size to 1200~ 
-~--

Wi th regard to teachers, the presupposition was that the 

teaching community size would be similar in most schools only with 

a very minor variation in some schools. Due to this, an equal 

number of teachers (about 30) was chosen from each school: fifteen 

from the morning shift and an equal number from the afternoon 

shift. This brought the total number of teachers needed for the 

study to 300 :.-

4.6 MEASUREMENT 

Two structured questionnaires were developed to measur e the 

at ti tudes of parents, teachers and students towards the sexual 

act ivity patterns of high school students, to assess their 

a ttitudes towards the promotion and provision of condoms at high 

schools, and of students' knowledge about AIDS and condoms, and 

finally, to assess whether health and sex educations should be 

provided as separate subjects having their own school based 

curricula. 
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The questionnaires were used separately, the first being 

different from the second in context and type of questions. The 

first one was prepared for parents and teachers (see Appendix) and 

the second one for students. 

The questionnaires were initially prepared in English and were 

first seen by three senior faculty members of the Department of 

Community Health who commented on changes, additions and 

improvements to be made based upon context and completeness. They 

were then translated into Amharic and again the Amharic versions 

were checked by two Amharic speaking teachers of the same 

department in order to ensure the correctness and completeness of 

the translated material. All questionnaires were administered in 

Amharic. 

In the students' questionnaire, a total of 49 questions were 

included, including some on demographic issues . In the parents' and 

teachers' questionnair e a total of 30 questions were included. Most 

of the questions were designed in such a way that the respondents 

chose only the most appropriate answer (i.e., they were close-ended 

questions). With some questions, though, on issues where deep 

insights and a wider variety of responses were possible, 

respondents were a llowed to respond in any way they chose (i .e., 

these were open-ended questions). 

The two sets of questions also contained clear instructions to 

guide respondents to properly answer the questions and they also 

specifically emphasized a guarantee of anonymity and the method for 

returning the completed questionnaires. A section was also included 

for clearly recording the participants' consent to participate. 

The already prepared students' questionnaire was pretested on 

40 students randomly selected from various grades in one of the 

schools chosen for the focus group discussions. After the pretest, 



29 

a focus group discussion was conducted with the same stude nts on 

the following issues: 

1. the clarity of the context and wording of the questions; 

2. issues excessively dealt with in the questionnaire and in 

need of reduction; 

3. important issues that were not included in the 

questionnaire but that needed to be included; 

4 . the relevance of the study at this moment; and 

5 . whether they think the questions are too sensitive, thereby 

drawing response rates that might be very low. 

The focus group discussions helped in identifying weaknesses 

and strengths of the questionnaire, and based upon the resulting 

suggestions some alterations were made and the questionnaire was 

finalized for administration. 

Similarly, the parents' and teachers' questionnaire was 

pretested on 30 parents randomly chosen from the same school . After 

obtaining feedback some alterations were made and the questionnair e 

was finalized for the conduct of the survey. 

None of the pretest participants were part of the study population. 

4.7. VARIABLES 

For the purpose of attaining the objectives of the study, 

questions were developed and organized in such a way that 

measurement of the following variables was attained: 

1 . The sexual activity patterns of high school students, 

including (a ) the proportion of sexually active students; and 

(b) the presence of any high risk behaviours, such as multi­

partner sexual contact and the use/non use of condoms. 

2. Attitudinal variables 

(a) on the knowledge and attitudes of students regarding 
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AIDS and condoms; 

(b) on the attitudes of students, parents and teachers 

towards the promotion and provision of condoms in high 

schools; and 

(c) on the attitudes of students, parents and teachers 

towards the provision of health and sex education as a 

separate course in high schools . 

Other socio- demographic variables, such as age, sex, parental 

marital status, monthly income, religion and ethnic grouping were 

included to allow later determination on how they relate to the 

major dependent variables . 

4.8 DATA COLLECTION 

4.8.1 DATA COLLECTION FROM PARENTS AND TEACHERS 

The first stage of the study was collecting data from parents 

and teachers . In order to facilitate this, ten data collectors and 

two supervisors were recruited. Of these, ten had completed grade 

twelve and two were nurses (the supervisors). These were then 

prov ided with a two day orientation session on the purpose of the 

s tudy, content of the questionnaires, procedures of how the 

s tudents were selected , how the questionnaires were to be filled 

in, how they were to be returned, ways of tracing parents, and what 

they should do if they encountered setbacks. During this session 

they were provided with the opportunity to raise issues that needed 

c larification and thorough discussions and responses were given to 

their questions. The data collectors were also made to simulate 

the actual situation by practising the procedure among themselves. 

After completion of the orientation session, each was given a 

let t er of identification stating that he/she is a member of the 

study group and all were told to present it wherever they went. 
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Finally, after completing all the preliminary preparation each 

was provided with addresses and questionnaires . They then traced 

the parents using the addresses. Once having found them, they would 

give the questionnaire and an envelope to the parent and ask them 

to fill in the questionnaire, seal it and return it immediately. If 

the parent was illiterate, the data collector him/herself read the 

questions and recorded the responses accordingly; the parent then 

s ealed the questionnaire in the envelope. Each data collector then 

gave the parent another slip to be filled in and left. The parent, 

having filled in the slip confirming that he had participated in 

the study and that the data collector had actually come, would then 

send the slip back to the school through his/her son or daughter. 

This confirmatory slip served as a counter check that the 

particular parent had been visited by the data collector . This 

whole process took place from December 1 - 30, 1993. 

Concerning the teachers , they were approached at their school 

by the principal investigator and were provided with the 

questionnaire . After completing it, they sealed it in the provided 

envelope and returned it to a designated person at each school, in 

most cases the vice-principals of the school, from whom they were 

later collected . 

4.8.2 DATA COLLECTION FROM STUDENTS 

Administration of the questionnaire to the students was 

conducted by the principal investigator and his team. This was 

done by first approaching the school principal in each school and 

getting a coordinator to assist in the study. Then, a venue, in 

most cases school halls, was prepared. The selected students were 

then given an invitation paper describing the purpose of the study, 

and date , location and time of the of questionnaire administration. 
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Students who came according to the invitation were seated 

separately in the auditorium and were given a briefing on the 

purpose of the study, the answering procedures, an assurance of 

anonymity, and ways of returning the completed questionnaires . The 

questionnaires were then distributed. After filling it in, they 

sealed it in an envelope and put it in a special box located in the 

hall for this purpose . 

4.9 DATA ANALYSIS 

After collection of the questionnaires, the responses were 

coded on a separate specifically designed coding sheet. The coded 

data were then analyzed using the EPI-INFO programme (Andrew, 

1990). SAS programme (Freeman, 1988) was also used for multivariate 

analysis using logistic regression. Then, according to a particular 

variable of interest frequency distributions, chi-square tests and 

multi variate analyses with logistic regressions were conducted . 
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5. RESULTS 

5.1 Sociodemographic variables of the respondents 

A total of 755 (89%) students, 910 (91%) parents and 232 (92%) 

teachers participated in the study. 

For students, the mean age was 14. 74 years (SD 5.13). The 

youngest participant was 12 years old and the oldest was 23 years. 

Almost an equal number of boy s and girls participated in the st udy . 

359 (47.5%) and 372 (49.3%). respectively. Christianity wa s the 

predominant religion (85 .9% ), followed by Islam (6.9%) and others 

(7.2%). Most of the students were Amharas (56.4%) followed by 

Gromos (17.0%), Gurage (9 .8% ) and others (7.2%). 27 .9% of the 

students were ninth graders. 25.7% eleventh graders. 24 .6% tenth 

graders and 20.1% twelfth graders. At the time of the conduct of 

the study, the parents of 70.6% of the students were still married . 

16 .3% were widowed , 6.9% divorced and separated, and 6.2% never 

married (see Table 1). 

Regarding the parents, the mean age of the participants was 

42.25 years (SD 10.88 ). The youngest respondent was 20 years and 

the oldest 104 years. 543 (59.7%) of the parents were female s and 

the rest 367(40.3%) were males. 85.7% were Christians followed by 

Muslims (7.7%) and others 6.6%. 51.1% were Amharas, 19. 5% Gromos. 

10.8% Tigrians. 10.3% Gurages, and 8.3% others. 72.2% of the 

parents were married. 11. 8% never married. 10.1 % divorced and 0.2% 

widowed. 15.8% were il literat e, 26.3% had not compl ete d elementary, 

12.0% had completed elementary, 7 .8% had not completed s econdar y, 

18.6% had completed secondary. 3.2% had not completed univer s ity , 
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while 5.6% had completed universi t y. 40.5% of the pa r ti c ipants were 

hou sewives. 14.5% were involved i n trade. 10. 7% were either 

profession a ls or performed a dministr ative functions. 5.5% performed 

c lerical wo r k , and soldiers and policemen con s tituted 2.5%; the 

re maining 12 . 3% included other job categorie s. 3 7.9% h ad monthl y 

incomes between Ethiopian birr 0 - 100, 22. 3% betwee n 101 - 200, 

21.8% between 201 - 400, 10.8% b e tween 401 - 800. 3.8% between 8 01 

- 120 0 and finally 3 . 4% e arn mor e than 1201 every month ( see Ta ble 

1 ) . 

The mean age o f the te ac her s who participated in the study was 

37 . 4 years (SD 10.7) . The yo unge st par ti cipan t was 2 3 and the 

oldest 58. years old. 196(84 .5% ) of t he re s pondent s were male s and 

3 3 (14.2%) were females. Her e also. Chri s tianity was the 

predominant religion accounting for 90 . 1%. followed by Muslim 5 . 2%. 

and o thers 2.2% . 52.2% of the teach ers were Amharas. 15.1% Oromos, 

11.2% T i gr ians, 7.3% Gurages and the rest, 12.5% accounted for 

others. 64.7% of the teacher s were married, 28.4% never marr ied , 

5.2% divorced and 0 .9% were widowe d. 59.5% had completed 

uni vers ity , 35 .3% had not completed university , and 1. 7% had 

completed secondary sc hool. Regarding their in come. 75.4% ea rn 

be twe e n 401 - 80 0 birr every month. followe d by 16.8% be twe e n 801 -

1200, and 3.4% mor e than 1201 

( s e e Table 1). 
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Table I.Social and demographic characteristics of students, parents 
and teachers who participat e d in the survey (Addis Ababa , 
December , 1993). 

Socio-demographic 
characteristics 

*Age 

*Sex 

10 - 12 
13 - 14 
15 - 16 
17 - 18 
19 - 20 
20 - 25 
no response 

20 - 30 
31 - 40 
41 - 50 
51 - 70 
71 - 90 

>91 
no response 

males 
females 
no response 

*Religion 
Orthodox Christian 
Musl im 
Protestant 
Catholic 
Other 
No response 

*Ethnic group 
Amhara 
Oromo 
Tigian 
Gurage 
Other 
No response 

*Mari tal Status 
Married 
Never married 
Separated 
Widowed 
Divorced 
No response 

students 
No . (%) 

(n=755) 

2 (0.3) 
74 (9.8) 

280(37 . 1) 
279(37 . 0) 

42 (5.5) 
2 (0.2) 

76(10.1) 

359(47.5) 
372(49.3) 

24 (3.2) 

629(83.3) 
52 (6 .9) 
46 (6.1) 
13 (1.7) 

9 (1.2) 
6 (0.8) 

426(56.4) 
128(17.0) 

73 (9.7) 
74 (9 . 8) 
40 (5.3 ) 
14 (1.8) 

533(70.6) 
22 (2.9) 
12 (1.6) 

123(16.3) 
52 (6.9) 
13 (1.7) 

Parents 
No. (%) 

(n=910) 

119(13.1) 
354(38.9) 
282(31.0) 
143( 15. 7) 

11 (1.2) 
1 (0.1) 

367(40.3) 
543(59.7) 

780(85.7) 
70 (7.7) 
26 (2.9) 
25 (2.7) 

9 (1.0) 

465(51.1) 
177(19.5) 
98(10.8) 
94(10 . 3) 
76 (8.3) 

657(72.2) 
107(11.8) 

2 (0.2) 
92(10.1) 
52 (5.7) 

Teachers 
No. (%) 

(n=230) 

15 (6.5) 
115(49.6) 
80(34.5) 
10 (4 . 3) 

12 (5.1) 

196(84.5) 
33(14.2) 

3 (1.3) 

192(82.7) 
12 (5 . 2) 
14 (6.0) 

5 (2 . 2) 
5 (2.2) 
4 (1.7) 

121(52.2) 
35(15.1) 
26(11.2) 
17 (7.3) 
29(12.5) 

4 (1.7) 

150(64 . 7) 
66(28.4) 

2 (0.9) 
12 (5.2) 

2 (0.8) 
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Students 
No. (%) 

(n=755) 

*Family income (birr/month) 
o 100 

101 200 
201 400 
401 800 
801 - 1200 

> 1200 
no response 

*Profession 
Housewife 
Commercial 
Professional/ 

administration 
Clerical 
Manual worker 
Driver 
Unemployed 
Military/police 
Student 
Other 
No response 

*Education level 
9 

10 
11 
12 

No response 

Not educated 
Elementary incomplete 
Elementary complete 
Secondary incomplete 
Secondary complete 
University incomplete 
University complete 
Other 
No response 

755(100.0) 

211(27.9) 
186(24.6) 
194(25.7) 
151 ( 20 . 1 ) 

13 (1.7) 

Parents 
No. (%) 

(n=910) 

345(37.9) 
203(22.3) 
198(21.8) 
98(10.8) 
35 (3.8) 
31 (3.4) 

369(40.5) 
132(14.5) 

97(10.7) 
50 (5 . 5) 
47 (5 . 2) 
46 (5 . 1 ) 
43 (4 . 7) 
23 (2.5) 
11 (1.2) 
92(10.1) 

144(15.8) 
239(26.3) 
109(12.0) 

71 (7 . 8) 
169(18.6) 

29 (3.2) 
51 (5.6) 
98(10.8) 

Teachers 
No. (%) 

(n=232) 

1 (0.4) 
5 (2.2) 

175(75.4) 
39(16.8) 

8 (3.4) 
4 (1.7) 

232(100.0) 

4 (1.7) 
82(35.3) 

138(59.5) 
7 (3. 0) 
1 (0.4) 
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5.2 Sexual Activity Behaviour of Students 

Out of the 755 student respondents 148 (19. 6%) admitted to 

having had a coital experience at least once prior to the conduct 

of the study. 124 (83.8%) of these were boys while 20 (13.5%) were 

girls, accounting for 39.8% of the boys and 5.6% of the girls. 

The earliest reported age of onset of sexual intercourse for 

gir l s was fourteen years with mean age of onset being 15.30 years 

(SD 5.39). 

The earliest age of onset of sexual activity for th e boys was 

twelve years with mean age of onset being 16.45 years ( SD 4.02). 

50% of the sexually experienced gir ls had their first 

experience before the age of seventeen years. If we consider this 

by the various stages in age, by age twelve, only 0.1% were 

sexual ly active, by age sixteen, 35.0%, and by age twenty, 100% 

were sexua lly active. Again, 50% of the sexually active boys had 

their experience before the age of seventee n. When this is spread 

out for the various ages, by age twelve years 0.1% were sexually 

active, by age sixteen 20.9%, and finally 99.3% were active by age 

twenty. Both showing an increase in sexua l activity pattern as age 

increases. 

Peer pressure was the most often reported factor that led to 

the first sexual encounter, accounting for 35.2% of the sex ua ll y 

active respondent s , fo llowed by being forced (21. 6%), alcohol 

(11.5%) and drugs (10.3%). 27.0% admitted that they first performed 

sex in hotels. followed by partners' house 20.2%. anrl own house 

20.2%. Hotels are also the mo s t frequent nl" ~e R whpre the sexua ll y 

active students had sex after tr.~ first sexua l encounter. 

accounting for 29.1% of thp responses. 

Regarding the Juration of acquaintance with the first sex ua l 

parLner . 14 .9% were acquainted on l y for hours , 3.0% for les s than 
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one week, 18. 2% for t wo or more week s. 20.9% for many months. an d 

44.6% for man y yea r s. 

10.1% of the sex ually active st udents admitted hav ing s e x with 

commercial sex workers. 37.2% of the respo nd e nt s never c hanged 

sex ua l partner si nce their first e nco unt er , fol lowed by 18. 2% once, 

18.2% twice. 5.4% three ti mes . and 12.2% four or mo re. 61. 1% of the 

studen t s admitted to having had sex within the l ast three month s . 

Onl y 43.2% of the sex ual l y active st ud e nt s knew abo ut condoms 

on theif first coita l encount er. 82.4% of them did not use condom 

on their first sexua l encount er . On l y 27 . 7% of the sex ua ll y active 

s tudents c l aimed that t hey had continuou s l y used condo ms (see Table 

2) • 

52.8% of the pare nt s thought that most hi g h sc ho o l st ud e n ts 

are sexuall y act i ve. A substant ial proport i on of th e parents 

(40.9%) sa i d that they knew nothin g about hi gh school st udents' 

sexua l be hav iour s. Also on th is issue, 8 1.5% of the teachers 

thought that mo st students are sexually active. 
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Table 2. Distribution of knowledge and behavioral factors among 
sexually active students in Addis Ababa, 1993 . 

Behavioral factors 

*Factors which led to the 
First sexual encounter 

Peer pressure 
Being forced 
Alcohol 
Drug 
No response 

*Knowledge of condom prior 
to the first sexual encounter 

Yes 
No 
No response 

*Use of condom on the 
first sexual encounter 

Yes 
No 
No response 

*Continuous use of condom 
on subsequent encounters 

Yes 
No 
No response 

*Frequency of sexual encounter 
during the last 3 months 

None 
Once 
Twice 
Three times 
Four or more 
No response 

*Last sexual encounter 
1 - 5 days 
1 - 2 weeks 
3 - 4 weeks 
1 - 3 months 
More than 3 months 
No response 

Students 
No. (%) 

52(35.2) 
32(21.6) 
17(11.5) 
16(10.8) 
31(20.9) 

64(43.2) 
66(44.6) 
18(12.2) 

26(17.6) 
103(69.6) 

19(12.8) 

41(27.7) 
81(54.7) 
26(17 . 6) 

59(39.9) 
33(22.3) 
15(10.1) 
9(6.1) 
6(4.1) 

26(17.5) 

18(12.3) 
14(9.5) 
16(10.8) 
15(10.2) 
59(39.7) 
26(17.5) 
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5.3 Perceptions of Students' Knowledge of AIDS and Condoms 

47.2% of the students felt that the major ity of the students 

do not have enough knowledge about AIDS. Only 38.1% of the parents 

on the other hand felt that a majorit y of students do not have 

enough knowledge about AIDS. The majority of teachers (52.2%) 

thought that most students do not hav e adequate knowledge about 

AIDS. 

Regarding the source of information about AIDS for students, 

the maj ori ty in all the three categories, 64.1% of the stude nt s, 

56.2% of the parents and 52.2% of the teachers acknowledged mass 

media to be the most important source of knowledge about AIDS. The 

two most commonly reported reasons for their conc lusions were: it 

is always avai lable, a nd the mass media do broadcast the me ssage 

about AIDS almost always. 

42.4% of the students thought that most students do not know 

what a condom is, wh ile only 23.8% of the parents and 28.9% of the 

teachers felt that the majority do not know about condoms. Also, 

only 42.8% of the studen ts , 38.8% of parents and 34,9% of teachers 

felt that most st udents know how to use it properly. 

Regarding some of the reasons that the respondents fel t 

prevent sexua ll y active stude nt s from us ing condoms include: for 

students the two outstanding reasons were n eg ligence (28.2%) and 

embarrassment in buying from the shops or pharmacy (26.4%); for 

parents, fear to buy from s hops and pharmacies (30.0%) followed by 

l ack of information and knowledge (27.8%); and finally for 

teachers, lack of information and knowledge (24.1%) followed by 

fear to buy from pharmacies or shops. 

Again, mo st students (53.6%), parents 170.2%) and teachers 

(56.5%) said that mass media is the most important source of 

information about condoms followed by health professionals. 



41 

When asked whether they would approve the distribution of 

condoms in hi gh schools. 61.6% of the students, 60.0% of the 

parents and 6 1 .6% of the teachers approved of their distribution. 

47.0% of the st udent s, 35.4% of the parents and 44.0% of the 

teachers preferred that co ndoms be distributed to students freely, 

while 20.5% of the students, 23.8% of the parents and 31.5% of the 

teachers chose a very cheap price (see Table 3). 

Pertaining to who should distribute condoms, 37.2% of t h e 

students chose primarily AIDS Club members (students) followed by 

sc hool c lini cs (23. 8%). Parents, on the other hand . preferred 

sc hool clinics as their first choice (24 .3% ) , followed by sc ho ol 

guidance officers (19.2%). And teachers selected school guidance 

officers as their fist choice (24.6) followed by sc hool clinics 

(18.5%). 

A stratified ana l ysis that was conducted to measure the e ff ect 

of the various socio-demographic variables on the attitudes towards 

distributing condoms in schools revealed only age for parents (the 

older generation tending to disapprove). sex of students (females 

tending to disapprove), and religion for teachers (Muslims tending 

to disapprove) , to have a statistically significant influence upon 

the particular attitude taken by the different groups. This was 

found to be the case both before and after controll ing fo r the 

other factors (see Tables 4,5 and 6). 
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Table 3. Attitude towards students' knowledge, attitude, use of 
condoms and AIDS (Addis Ababa, 1993). 

Attitude 

*Students ' knowledge of 
condom 

Most do not know 
Most know about condoms 
They do not need to know 
I do not know 
No response 

*student use of condoms 
Most know how to use 

condoms 
Most do not know 
They do not need to know 
I do not know 
No response 

*Sexually active students 
need to use condoms. 

Yes 
No 
I do not know 
Non respondent 

*Why do not sexually active 
students use condoms ? 
Negligence 
Fear to buy from shops/ 

Pharmacies 
Lack of knowledge and 

information 
Sexual partner pressure 
Religious inhibition 
Parental fear 
It is not easily available 
Other 
I do not know 
No response 

*Best source of information 
about condoms 
Mass media 
Health professionals 
Schools 
Friends 
Other 
I do not know 
Parents 
No response 

Student 
No. (%) 

320(42.4) 
281(37.2) 

142(18 . 8) 
12 (1.6) 

323(42.8) 

149(19.7) 

250(33 . 1) 
33 (4.4) 

Parent 
No. (%) 

217(23.8) 
537(59.0) 

30 (3.3) 
126(13.8) 

353(38.8) 

318(34.9 ) 
30 (3.3) 

209(23.0) 

689(75.7) 
99(10.9) 

122(13.4) 

213(28.2) 90(10.0) 

199(26.4) 273(30.0) 

74 (9.8) 
69 (9.1) 
38 (5.0) 
17 (2.3) 

4 (0.5) 
36 (4.8) 
92(12.2) 
13 (1.7) 

405(53.6) 
196(26.0) 

49 (6.5) 
34 (4.5) 
32 (4.2) 
27 (3.6) 

5 (0.7) 
7 (0.9) 

253(27.8) 
83 (9.1) 
29 (3.2) 
33 (3.6) 
14 (1.5) 
37 (4.1) 
98(10.7) 

639(70.2) 
28 (3. 1 ) 

128 ( 14 . 1 ) 
41 (4.5) 
10 (1.1) 
50 (5.5) 
14 (1.5) 

Teacher 
No. (%) 

67(28.9) 
136(58.6) 

26( 11. 2) 
3 (1.3) 

80(34.9) 

110(47.4) 

38(16.4) 
3 (1.3) 

212(91.4) 
8 (3.5) 
9 (3.9) 
3 (1.2) 

20 (8.6) 

43(18.5) 

56 ( 24 . 1 ) 
42(18.1) 

1 (0.4) 
4 (1.7) 
8 (3.4) 

17 (7.3) 
31(13.4) 
10 (4.3) 

131(56.5) 
20 (8,6) 
27(11.6) 
32(13.8) 

5 (2.2) 
14 (6.0) 

3(1.3) 
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Table 3. Cont. 

Attitude Students Parents Teachers 
No. (%) No . (%) No. (!II) 

*Approval of condom 
distribution in high schools 
I approve 462(61.2) 546(60.0) 143(61.6) 
I do not approve 159(21.1) 298(32.7) 78(33.6) 
I do not know 126(16.6) 66(7.3) 6(2.6) 
No response 8( 1.1) 5(2.2) 

*What should the price of 
condoms be in schools? 

Free 355(47.0) 322(35.4 ) 102(44.0) 
Very cheap 155(20.5) 217(23.8) 73(31.5) 

Very expens i ve 10(1.3) 65(7.1) 10(4.3) 
Should not be sold 152(20.1) 206(22.6) 23(9.9) 
I do not know 71(9.4) 100(11.1) 15(6.5) 
No response 12(1.6) 9(3 . 9) 

*Wha should distribute condoms? 
Student AIDS club member 281(37.2) 37(4.1) 15(6.5) 
School cl inic 180(23.8) 221(24.3) 43(18.5) 
Condom vending machines 39(5.2) 70(7.7) 28(12.1) 
School guidance officers 29(3.8) 175(19.2) 57(24.6) 
Teachers 26(3.4) 33(3.6) 3(1.3) 
Should not be distributed 
for students 100(13.2) 200(21.9) 

other 11(1.5) 62(6.9) 29(12.5) 
I do not know 70(9.3) 112(12.3) 53(22.8) 
No response 19(2.5) 4(1.7) 

*Who should possess condoms? 
Males only 65(8.6) 
Females only 7(0.9) 
Both sexes 596(78.9) 
They do not need to possess 
I do not know 36(4.8) 
No response 51(6.8) 

*Students' knowledge about AIDS 
Most are not informed 356(47 .2 ) 347(38.2) 121(52. 2) 
Most are well informed 283(37 . 5) 454(49.9) 98(42 . 2) 
Do not know 96(12.7) 109(11.9) 9(3.9) 
No response 20(2.6) 4(1.7) 

*Source of information about AIDS 
Mass media 484(64.1) 511 (56. 2) 121(52.2) 
Health professionals 111(14.7) 138(15.2) 8(3.4) 
Schools 45(6.0) 168(18.5) 40(17.2 
Friends 28(3.7) 18 (2.0) 7(3.0) 
Parents 14(1.9) 36(4.0) 3(1.3) 
Other 21(2.8) 15(1.6) 45(19.4) 
Do not know 23(3.0) 24(2.6) 5(2.2) 
No response 29(3.8) 3(1.3) 
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Table 4. Comparison of parents by their attitudes towards the provision of 
condoms at schools and sociodemographic variables, (Addis Ababa, 1993) 

Socio demographic CRUDE p-value*** Adjusted**** 
variables Approved OR (95% cr**) OR (95% cI) 

No. (%) 

Age group 
20 - 29 80(69 .9) 1.00* 1.00* 
30 - 39 223(67.2) 0 . 5455(0 .30-0 .98 ) 0.5133(0.28-0.95) 
40 - 49 163 (63 .4) 0.5581(0.30-0.99) 0.004 0.4879(0.26-0.92) 
50 - 59 59(59.0) 0.490(0.26-0.93) 0.4317(0.22-0.85) 
~60 

Sex 
Males 221 (64 . 1) 1.00* 1.00* 
Females 325(65.1) 1.0480(0.79-1.40) 0.804 1.0334(0.75-1.42) 

Religion 
Christian 501(65.0) 1.00* 1.00* 
Muslims 38(59.4 ) 0.9470(0.82-1.10) 0.444 0.9241(0.78-1.09) 

Ethnic Group 
Amhara 291(67.7) 1.00* 1.00* 
aroma 99(59.6) 1.3854 (0. 99-1.94) 1.3446(0.95-1.90) 
Tigre 59(66.3) 1.3015(0.78-2.78) 0.535 1.2470(0.74-2.11) 
Gurage 53(58.9 ) 0.9479(0.58-1.56) 0.9965(0.59-1.68) 
Other 44(63.8) 2.3161(0.47-11.4) 2.8855(0.54-15.5) 

Education 
Illiterate 74(57 .4) 1.00* 1.00* 
Elementary 213(66.4) 1.4658(0.96-2.33) 0.072 1.2816(0.83-1.98) 
Secondary 148(64.6) 1.3580(0 .87-2. 11) 0.9490(0.58-1.55) 
Post Secondary 78(66.7) 1.5278(0.94-2.46) 1.4542(0.86-2.45) 

Income (birr) 
o - 100 198(62.5) 1.00* 1.00* 

101 - 200 117(62.2) 0.9905(0 .68-1 . 44) 1.0288(0.70-1.51 ) 
201 - 400 132(71.7) 1.5256(1.03-2 .26) 1.5877(1.04-2.43) 
401 - 800 60(65.9) 1.1632(0.71-1.90) 0.550 1.160(0.68-1.97) 
801 - 1200 21(60.0) 0.9015(0.44-1.84) 0.8236(0.39-1.74) 

> 1201 18(62.1) 0.9834(0.45-2 . 15) 0.9142(0.30-2.12) 

N.B. * = Reference category 
** = Confidence interval 
*** = p-value for trend where appropriate, no major change in p-values 

were observed even adjusting for the other variables. 
**** = After controlling for the other variables by putting them into the 

logistic madel . 
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Table 5. Comparison of students by their attitudes towards the distribution of 
condoms in schools and sociodemographic variables (Addis Ababa,1993). 

Sociodemdgraphic Approved Crude* p-value*** Adjusted**** 
Variables No. (%) OR(95% CI**) OR(95% CI) 

Age Group 
12 - 14 36(66.7) 1.00* l.00* 
15 - 17 280(74.9) 1.1124(0.69-1.79) 0.289 1.2855(0.76-2.17) 

> 18 99(74.4 ) 1.0875(0.62-1.92) 1.1462(0.59-2.23) 

Sex 
Male 252(81.3) 1.00* 1.00* 
Female 194(66.7) 0.4603(0.31-0.67) 0.00006 0.4535(0.31-0.67) 

Religion 
Christian 423(74.3) 1.00* 1.00* 
Muslim 34(79.1) 0.9416(0.78-1.33) 0.653 0.9495(0.77-1.17) 

Ethnic Group 
Amhara 270(75.2) 1.00* 1.00* 
Oromo 77(73.3) 1.2510(0.81-1.94) 1.2587(0 . 79-1.99 ) 
Tigre 48(76.2) 1.3196(0.66-2.62) 0.0442 1.3897(0 .69-2.82) 
Gurage 42(75.0) 1.2371(0.61-2.51) 1.5046(0.70-3.25) 
Others 18(62.1) 2. 0618(0.23-18.21) 2.0542(0.22-19.00) 

Grade 
9 125(74.4 ) 1.00* 1.00* 

10 124(79.0) 1.2148(0.73-2.03) 1.3140(0.76-2.26) 
11 177 (78. 3) 0.7720(0.48-1.25) 0.246 0.7948(0.47-1.38) 
12 88 (72.1) 0.8368(0.50-1.41) 0.9226(0.51-1.68) 

N.B. * = Reference category 

** = Confidence interval 
*** = p-value for trend where appropriate, no major change in p-values 

were observed even after adjusting for the other variables. 
**** = After controlling for the other variables by putting them into the 

logist ic model. 
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Table 6. Comparison of teachers by their attitudes to the distribution of condoms 
at schools and socio-demographic variables (Addis Ababa, 1993) . 

Socio demographic Approved 
variables No. (%) 

Age Group 
20 - 29 39(60.0) 
430 - 39 93(68.4) 
~ 40 6(54.5) 

Sex 
Males 127 (66.1) 
Females 15(50.0) 

Religion 
Christian 138{67.3) 
Muslim 5(41. 7) 

Ethnic Group 
Amhara 76(67.9) 
Oromo 21(60.0) 
Tigre 16(64 .0 ) 
Gurage 10{58.8) 
Others 18{66.7) 

N.B. * = Reference category 
** = Confidence interval 

Crude p-value*** 
OR(95% CI**) 

1.00* 
1.4651(0.57-3.77) 0.946 
2.2817(0.86-6.02) 

1.00* 
0.6552(0.34-1.27) 0.131 

1.00* 
0.6972(0.51-0.91) 0 .113 

1.00* 
1.5080(0.73-3.11) 0.892 
1.3913{0.50-3.87) 
0.9782{0.32-2.99) 
1.5652(0.57-4.30) 

Adjusted**** 
OR(95% CI) 

1.00* 
1.6916(0.60-4.80) 
2.5092(0.87-7.24) 

1.00* 
0.6934{0.35-1.39) 

1.00* 
0.6757(0.50-0.91) 

1.00* 
1.1601(0.53-2.52) 
1.1263(0.39-3.20) 
0.7894{0.25-2.52) 
1.6522(0.56-4.85) 

*** = p-value for trend where appropriate, no major change in p-values were 
observed even after adjusting for the other variables. 

**** = After controlling for the other variables by putting them into the 
logistic model. 
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5.4 Attitudes Towards the Provision of Health 

and Sex Education in Schools 

The majority of the students (92.6%). parents (98.7%) and 

teachers (96.1%) thought that there is an urgent need to start 

health education in schools . Most parents (41.5%) and the teachers 

(40.9%) preferred that it should start at the elementary level 

(1 - 5) while most students (46.8) chose the secondary level (9-

12). As to how it should be provided, 37.0% of the students , 57.4% 

of the parents, and 53.0% of the teachers thought that it should be 

given as a separate course with its own curriculum. 

Considering sex education, again. the majority in all the 

groups (students - 80.1%. parents - 90.9%. and teachers - 96.1%) 

felt that sex education should also be provided in schools 

commencing in the junior secondary grades (7 8)( 42.0% for 

parents and 47.8% for teachers) or in the secondary grades (53.8% 

for students) (see Table 7 ). 
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Table 7. Attitudes towards the provision of health and sex education in schools 
(Addis Ababa, 1993) . 

Attitude 

*Approval of health 
education provision 

Yes 
No 
Do not know 
No response 

*Grade to coDllllence 
Health education 

Elementary (1-5) 
Junior secondary (7-8) 
Secondary (9-12) 
Other 
Do not know 
No response 

*How to provide the lessons 
Separately on its own 
Combined with others 
As an extra curricular 

activity 
Other 
Do not know 
No response 

Students 
No . (%) 

699(92.6) 
13(1.7) 
37(4 . 9) 
6(0.8) 

83(11.0) 
136(18.0) 
353(46.8) 
80(10.6) 
66(8.7) 
37(4.9) 

279(37.0) 
151(20.0) 

208(27.5) 
16(2.1) 
62(8.2) 
39(5.2) 

*Who should provide the 
Teachers 

lesson 
107(14.2) 
432(57.2) Health professionals 

Students/AIDS club 
members 

Others 
Do not know 
No response 

*Approval of sex education 
provision 

141(18.7) 
7(0.9) 

30(4.0) 
38(5.0) 

Yes 605(80. 1) 
No 40(5.3) 
No not know 65(8.6) 
No response 45(6.0) 

*Grade to commence sex educat ion 
Elementary (1-6) 41(5.4) 
Junior secondary (7-8) 130(17.2) 
Secondary (9-12) 406(53.8) 
Other 64(8.5) 
Do not know 72(9.5) 
No response 42(5 .6) 

Parents 
No . (%) 

898(98.7) 
4(0.4 ) 
8(0.9) 

378(41.5) 
234(25.7) 
246(27.0) 
37(4.1) 
15(1.6) 

522(57.4) 
197(21.6) 

155(17.0) 
10(1.1) 
26(2.9) 

827(90.9) 
42(4.6) 
41(4.5) 

149(16.4) 
382(42.0) 
282( 31. 0) 
38(4.2) 
59(6.5) 

Teachers 
No. (%) 

223(96.1) 
1(0.4) 
3(1.3) 
5(2.2) 

95(40.9) 
74(31.9) 
34(14.7) 
24(10.3) 

2(0 .9) 
3(1.3) 

123(53.0) 
63(27.2) 

36(15.5) 
7(3.0) 

3(1.3) 

60(25.9) 
157(67.7) 

9(3.9) 
2(0 . 9) 
4(1.7) 

223(96.1) 
5(2.2) 

4(1.7) 

34(14.7) 
111(47.8) 

70(30.2) 
11(4.7) 

2(0 . 9) 
4( 1. 7) 
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6. Di scussion 

Thi s study gives important i nformation regarding the sexual 

behaviour of ado le s cents in Addis Ababa. t heir h ig h r i sk behaviour , 

and possible prot ective measures that cou ld be impl e mented in an 

effort help control the spread of AIDS a mon g adolescents. 

19 .6% o~ the participating student s admitted to having sex ual 

experience accounting for 39.8% of the boys and 5.6% of the g irls. 

These figures are re lative l y lower when compar e d with the results 

of similar s tudi es. In U. S.A and Canada t he figures were between 

46% - 72% for boys and 24% - 72% f or g irl s (Keagles , 1988; Keagles , 

1989; Ni ckerson, 1990; Kerr, 1991; Gr ant , 1988; ) ; in Europe it was 

between 18.9% - 78% for boys, an d 17% - 4 5% for gir l s (Misfeldt, 

1990; Tyden, 1991 ; Kjoller, 19 89 ); in Latin America 42% - 78% for 

males , a nd 12% - 55% for fe males (Population Reports. 1992); in 

Afri ca the fi gur es in ge ne ral were above 30% (Douglas , 1986; Ayo. 

1991 ; Ni c hola s, 1987; Abdoolkar im. 1992; Feyisetan, 1989): in 

Eth i op ia in Harar 20% for females, 65% for mal es (Bi sr at . 1992), in 

Jimma 40% for both sexes (Tesfaye, 1993), Northwest Ethiopia 52.8% 

for both sexes (Asnake, 1993) a nd in Addis Aba ba 53% for boys a nd 

24% for gir ls (Gebre , 1990). 

The result for the boys was f airly comparab l e to most o f the 

previous find ings . But when compared with the other s tu d i es the 

gir l s' data appeared to be relat i vely l ow. Th is could probably be 

due to the cultura l influences by. whi ch despite th e strong 

assurance of a no nymity. the girls did no t provide their tr ue 

response, or rather . it may be due to boys being mo re sex ually 

active and te nd ing to r eport mor e frankly. 

That boys are s ubstantially more sexually active than gir l s 

has been demonstrated by most of the a bove studies. Also, that 

there is a t e ndency for the gi rls to pe r sistent l y under-report 
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their sexual behaviour has aga i n been con firmed by some of the 

studies (Grant. 1988; Misfeldt. 1989) . This may have also been the 

case in this study. 

78.6% of the sex ua lly active respondents c laime d that t heir 

first intercourse was ini tiated by e ither peer pressure (35 . 2%). 

being forced (21.6%), alcohol (11.5%) or drugs (10 .3%) indicating 

either unplanned encounters or circumstance s creating unfavourable 

s ituati ons for makin g responsible decisions. 

36.1% of t he sex ua ll y active st udents had had ve r y minimal 

acquaintance (less than one month in mo st cases) with the person 

that they had sex with. An import ant maj ority of them (10.1%) 

admitted to havi ng had sex with a commercial sex worker. 54% of the 

sexua lly active st udent s reported a ls o that they ha d had multiple 

sex ua l partners. All the above fi ndings clearly and a larming l y 

indicate to a prevalent high risk behaviour. This has a l so been the 

find i ng of various ot her previous investigations (Gebre. 1990; 

Nickerson, 1990; Keagles, 1988). 

Another characteristic feature which makes adolescent sexua l 

activ it y high risk is their ei the r non or very minimal us e of any 

protective measure, specifica ll y the use of a co ndom . Only 4 3.2% of 

the sexua ll y active s tudents used condoms in t heir f ir st sexua l 

encounter, and only 27.7% claimed to have used a condom 

cont inuou s l y on their subsequent sexual e ncount ers. Previous 

s i mi lar studies conducted in Kenya, Nigeria and U.S.A a l so s upport 

thi s finding (Douglas, 1986; Ayo. 1991; Bisrat , 1992; Abdoolkarim. 

1992; Keagles, 1988). 

Al though co ndoms are available in many pl aces. a s ubstantial 

number of t he sexua ll y active ado l escen t s claimed tha t they did not 

know about condoms when they had their first sexual e ncounter 

(44.6%). Thi s indicates that information per t ai nin g to condoms is 
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not provided to adolescents early enough. that i s when they are at 

the period of initiation of sexual activi ti es. This was also the 

attitude of a substantial proportion of students (42.4%) who 

thou g ht that most students do not have adequate knowledge and 

information about condoms and AIDS (47.2%) (see Table 3). Other 

important reasons why students thought condoms were not used 

include: negli ge nce ( i.e. they do not make effort to get them due 

to preconceived misconceptions that it reduces sensation. or they 

feel that they are not vulnerable to the disease; moreover some of 

them think that the disease does not exist at all) and fear of 

buying condoms from pharmacies and shops (i.e. they think that the 

elders working in these stores may either not give them. or despis e 

them for asking for it, or they may feel that they may be seen or 

caught by friends, acquaintances or family members while trying to 

obtain them). 

Parents and teachers also thought that fear of buying from 

shops and pharmacies (30% and 18.5% respectively) and lack of 

information and knowledge (27.8% and 24.1% respectively) to be the 

two outstanding barriers. 

This study, therefore, demonstrate s that students are sexually 

active, and that they continue to practise risky behaviours due to 

either lack of adequate information related to condoms and AIDS or 

barriers preventing them from eas ily acquiring condoms when they 

need them. To improve on this situation two possible intervention 

measures are possible: bringing about behavioural changes such as 

either exercising abstinence or. if this is not possible. pushing 

them to remain steadfast with only one partner. through education. 

and provide condoms through more accessible and acceptable routes. 

Schools are the places wher e students acquire most of their 

knowledge. The role schoo ls could play to bring about desired 
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behavioural c hange s a mong thei r pupil s is also potentially great. 

In school s students are provided with information on various 

aspects of life through well organized and developed instruction 

methods. This makes schoo l s ideal plac es to commence and continue 

educating them on aspects of life. Since issues related to health 

are also one aspect of life. these s hould be given due atte ntion 

and emphasis in the school educational environment if an overall 

desirable behavioural c han ge is to be anticipated among the 

learners. 

The role schools have played in the provision of information 

and education on matt ers related to health has . up to now, been 

very minimal or nonexistent. This is evident in this study. in that 

most of the students (53.6%), parents (70.2%) and teachers (56.5%) 

acknowledged the mass media (rather than schools) as the most 

important s ource of information about condoms and AIDS followed by 

heal th professionals. On l y 6.5% of the students. 14.1% of the 

parents and 11.6% of the teacher considered schools to be important 

sources of information for adolescents. 

Gebre, (1990) a l so came up with similar f indings in Addis 

Ababa, in that 63.8% of the s tudents chose mass media to be the 

best source of information on AIDS and condoms followed by health 

institutions and professionals. Only 10.3% in his survey chose 

schools to be the best sources of information. Other st udies 

conducted abroad. on the other hand . indicate that schools rather 

than mass media to be the major source of information. For example, 

in Kenya, where there is an elaborate Health Education in sc hools , 

students rely more on schools as their most important source of 

information on AIDS and related matters than mass media. This 

indi cates the potential that schools have in becoming important and 

reliable sources of information for st udent s on issues related to 
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sexuality and AIDS (Ayo, 1991; Kranisk. 1990). 

It is obvious that information provided by the mass media i s 

targeted at the general population and does not particularly 

address adolescents. It is also fragmented and lacks continuity. 

Not all issues pertaining to sexuality , STDs and adolescence are 

emphasized. In fact student s may not understand the message, 

especially in their earlier years when conceptually they are not 

weI I versed on these issues, but in reality there is an urgent need 

to start the education before they actually become sexually active 

and risky behaviours become well established. 

This is the reason why almost all of the students, parents and 

teachers look to schools to assume an increased role in the 

provision of health education for adolescents. The vast majority of 

students. parents and teachers felt that there is a need to 

commence health education immediately. Moreover, most of the 

teachers and the parents preferred that health education start at 

the elementary level, while most of the students felt that it is 

better to start it in high schools. Moreover most parents. teachers 

and students also felt that it is better if health education is 

provided in schools as a separate course having its own curriculum. 

Teachers and similarly , most students wanted health 

professionals to assume an important role in the provision of 

health education in their schools. A vast majority of the teachers 

also approved the incorporation of health and sex education in the 

teachers' training curricula. 

Regarding sex education. the majority of the students (80.1%) , 

parents (90.9%) and teachers (96.1%) felt that there is a need to 

start sex education. Parents (42.0%) and teachers (47.8%) felt that 

junior secondary grades (7-8) are better places to s tart sex 

education, while students (53.8%) preferred secondary grades. 
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This study, therefore, has quite strongly demonstrated that there 

i s a strong desire by the participant s for health and sex education 

to star t in schoo l s, with many of the parents and teachers desiring 

that it start even at earlier grades. 

Studies conduc ted here in Ethiopia and abroad also came up 

with similar findings that the general public and student s 

themse l ves wanted more such education. 

Thi s is, therefore, an indication of one area that pol i cy 

developers and high e r educat ion and heal th officials need to 

address and come up with strategies to fulfil the desires of the 

genera l population. 

Besides the provisio n of education another equally important 

intervention possibility that needs to be given similar attention 

is the provision of condoms in schools. This is not only to protect 

s tudents from acquiring AIDS but also from other STDs and unwanted 

pre gnancies. 

It has been described in detail above that despite their 

availability e lsewher e, sexually active adolescents do not use 

condoms as hoped. This obviously led us to look for more accessib l e 

and effective ways of providing them , like in the schools. 

This is because at least a substanti al proportion of 

ado lesc ents are present in schools particularly in urban settings. 

Therefore, if condoms are made accessible to them in schools, this 

may reI ieve them fr om the fear of buying condoms from other 

exposing p l aces, which was shown in thi s study to be one of the 

major obstacles. 

Another equally important issue that should be given due 

attention, if increased condom provision is anticipated, is the 

presuppos ition that the public may fear that it mi ght promote 

promiscuity and therefore not accept this idea. No study has 
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substant iated this , and in fact, mo s t studies conducted in this 

area have recommended the provision of protective measures. This is 

also what is strongly recomme nded by the WHO (Global AIDS News. 

1993; G/Kidan, 1993; Kjoller, 1989 ; Kerr. 1990; Kerr, 1991; 

Mbizvo, 1991;). 

Therefore, since no study has been previously conducted in 

Ethiopia that assessed what parents (who are thought to be the 

prime sources of opposition), students and teachers felt towards 

the distribution of condoms in schools, this study make s an initial 

contribution . It shows that 60.0% of parents, 61.6% of teachers and 

61.3% of students support the distribution of condoms in schools. 

This might come as a surprise. But, in a strongly cultural, 

religiously dominated and more traditional country , coming up with 

such a finding may suggest the fo ll owing: first , it may indicate 

that the population is becoming more aware of th e consequences of 

AIDS and i s gradually accepting whatever measures it has to take to 

stop the spread even if it is entire l y against its traditional 

beliefs; and second l y, it may also suggest that modernization is 

gradually eroding the tradi tional cu I tural va lu es. Or on the 

contrary, this study, since it was conducted in an urban setti ng 

(where the population appears to be culturally liberal) may not 

reflect the true feelings of the general (mostly rural) population. 

A change in the traditional values for parents is also suggested by 

the finding in thi s study through stratified analysis that 

indicated a decreasing trend to accept this idea as age incr eases. 

6.1 Limitations of this study 

In a s tudy such as this it is very difficult to assess or 

confirm the va lidit y of the participants' responses. Spontaneity, 

though, of the que stionnaire administration (i.e. no information on 
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the co nduct of the st ud y was provided in advance) , has helped t o 

reduce the possible causes o f response bias. s uch as th roug h cross 

disc ussions be twe e n the responde nt s had notice s been give n in 

adva n ce. 

It might be observed t hat i n the parents' sampl e there is 

a s li ght majority of females. Thi s ha ppened because ac cu racy and 

dependab i I i ty of responses were gi ven mo re empha s is than equa l 

gender representation whi ch was found to be diffi cu lt to attain. To 

elabora te further . du ring th e data co ll ec tion phase it was 

d i fficu lt , upon repeated visits. to find the ma l e parents si nc e 

they were most of the time not ava il able due to occupational 

commitmen t s (if un ava ilable after three visits we l abelled the m as 

mi ssing). If, on the other ha nd we were to le ave the que s t io nnaires 

at home, we would have chanced them being fi li e d in by ei ther a 

different person (mostly th e children) or through discussions with 

the other family me mber s. In both cases thus may not reflect t he 

true parental attitude a nd , thereby, t hreaten the validity of the 

respo nses. 

Another I imi tat ion of this study would be its general i zabi I i ty 

to rura l se ttings. The fairly la rge sample sizes in a ll th e thre e 

categories and also the random selection resulted in a f a irly 

comparab l e composit ion to th a t of Addis Ababa 's population 

composition (Central Statistics Office, 198 7) , the reby making the 

results quite genera l izable to at least u rban settings. But its 

genera li zability to rural settings is dul y acknowledged and it is 

recommende d that s imilar surveys be conducted in rur a l sett in gs . 
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7. CONCLUSIONS 

This study has demonstrated that many adolescent students in 

Addis Ababa high schools are sexually active. Not on l y are they 

sexually act i ve, bu t they exercise risky sexual behaviours, despite 

large mass media campaigns about AIDS and its consequences and the 

availability of condoms. 

Most students, parents and teachers were not found to be ful l y 

confident of students' knowledge about AIDS and condoms. An 

overwhelming majority of the students. parents and teachers 

supported the idea of immediate commencement of hea l th and sex 

education in schools. A substantial proportion of them also 

approved the promotion and distribution of condoms in high schools. 

Therefore the conclusion generally is that the population in 

general and policy makers in particular could no longer continue to 

ignore the issue of steadi ly growing and alarming risky sexual 

behaviour of adolescents. This, therefore, indicates for an urgent 

implementation of compre hensive education and prevf'rltion 

programmes. 

8. RECOMMENDATIONS 

It is therefore recommended from this study that : 

1. Immediate and strong effel·ts should be made by education and 

health pol icy maker~ to institute and commence healt h and sex 

educ~tion into the regular teaching/learning process. 

/z. A follow-up study be conducted to further investigate and 

identify the most acceptable and feasible ways of condom 

distribution in schools followed by implementation. 

~ Similar surveys be 

this study and obtain 

the country . 

conducted in rural settings to complement to 1 
more general views of the situation allover \ 
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APPENDIX A: SELF-ADMINISTERED QUESTIONNAIRE FOR STUDENTS 
INTRODUCTION 

The purpose of this study is to assess the attitude of high 

school students towards the provision of health education, sex 

education and also on issues related to AIDS and sexual activity 

patterns. 

Since the outcome of this study is very important in 

determining future decisions regarding high school students' 

health, we request your genuine and entirely personal attitudes and 

reflection of experiences on the various issues. 

We acknowl edge that a lot of very personal areas wi I I be 

probed by the questionnaire. But since all are vital to the final 

recommendations, we would like to ask again and again your 

cooperation to freely and openly give us your genuine responses. 

Regarding confidentiality, the whole process of questionnaire 

administration is set up in such a way that utmost secrecy is 

maintained. Therefore, please DO NOT WRITE YOUR NAME OR ADDRESS ON 

ANY OF THE QUESTION PAGES. After you have completed the 

questionnaire YOU ARE ALSO REQUESTED TO PUT THE QUESTIONNAIRE IN 

THE PROVIDED BOX AFTER HAVING IT SEALED IN THE PROVIDED ENVELOP. 

All this is to guarantee that nobody can be traced in any form 

whatsoever and ASSURES COMPLETE CONFIDENTIALITY. 

CONSENT IDENTIFICATION AREA 

PLEASE MAKE A ( X ) MARK TO SHOW YOUR COMMITMENT TO 
PARTICIPATE IN THE STUDY. 

1. I have read and understood all instructions and 
confidentiality procedures and I on my own free will 
consent to participate ______________ ____ [ ] 

2. I have read the instructions but I AM NOT WILLING TO 
PARTICIPATE [ ] 
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SELF ADMINISTERED OUESTIONNAIRE 
STUDENTS 

QUESTIONS Coding category 

Age In years 

sex Male 
Female 

Religion Orthodox Christian 
Catholic 
Protestant 
Islam 
Other/specify/ 

Grade Level 9 
10 
11 
12 

Ethnic group Oromo 
Amhara 
Tigre 
Gurage 
Harari 
Other/specify/ 

Parents marital status Married 
Never married 
Divorced 
Widowed 
Separated 

Have you heard of Yes 
condoms ? no 

Where did you get your From teachers 
first inforniation about From mass media 
condoms ? From Fellow friends 

From hea I th 
Professionals 

From parents 
Never heard of 

condoms 
Other/specify/ 

How old were you when Years 
you first heard about Never heard of 
condoms ? condoms 

[ ] 

1 [ ] 
2 [ ] 

1 [ ] 
2 [ ] 
3 [ ] 
4 [ ] 
5 [ ] 

[ ] 
[ ] 
[ ] 
[ ] 

1 [ ] 
2 [ ] 
3 [ ] 
4 [ ] 
5 [ ] 
6 [ ] 

1 [ ] 
2 [ ] 
3 [ ] 
4 [ ] 
5 [ ] 

1 [ ] 
2 [ ] 

1 [ ] 
2 [ ] 
3 [ ] 

4 [ ] 
5 [ ] 

6 [ ] 
7 [ ] 

[ ] 

99 [ ] 
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Page 2 

110 If for whatever reason you Yes 1 [ ] 
were to use condoms, do you No 2 [ ] 
think you could use them Don't know 3 [ ] 
properly? 

111 Do you think most high Yes 1 [ ] 
school students are well No 2 [ ] 
informed about condoms/ Don't Know 3 [ 1 

112 From where do you think From their teachers 1 [ ] 
high school students obtain From their friends 2 [ ] 
most of their information From their parents 3 [ ] 
about condoms? From the mass media 4 [ ] 

From Health 
professionals 5 [ ] 

Other/specify/ 6 [ ] 
Don't Know 7 [ ] 

113 Why do you think you chose 
in Q. 112 is most frequent 
source of knowledge about 
condoms 

[ ] 

114 If sexually active students They don ' t have 
don't use condoms, what do information about 
you think is their one most condoms 1 [ ] 
important reason? Pressure from sex 

partners 2 [ ] 
Pressure from parents3 [ ] 
Religious 4 [ ] 
Being afraid to buy 
from shops/pharmacy 5 [ ] 
Condom isn't 

available 6 [ ] 
Neglect 7 [ ] 
Other/specify/ 8 [ ] 
Don't Know 9 [ ] 

115 If condoms were to be Yes 1 [ 1 
distributed at schools No 2 [ ] 
would you approve of it? Don't Know 3 [ ] 

116 If you are to approve the 
distribution of condoms at 
schools, what will be your 
one most important reason? 
/ONE ANSWER PLEASE/ 

[ ] 
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117 If condoms were to be By teachers 1 [ ] 
distributed at schools, how At school clinic 2 [ ] 
should they be distributed? By students/AIDS/first 

aid club members/ 3 [ ] 
By school counsellors 4 [ ] 
By school installed 
condom vending machines5 [ ] 
Should never be 6 [ ] 

distributed 7 [ ] 
Other/specify/---------8 [ ] 
Don't know 9 [ ] 

118 Who do you think should Male students only 1 [ ] 
possess condoms? Female students only 2 [ ] 

Both male & female 
students 3 [ ] 

None should have 
condoms 4 [ ] 

Don't know 5 [ ] 

119 If condoms were to be Freely 1 [ 1 
provided to students what Five cents only 2 [ ] 
should their price be? Ten cents only 3 [ ] 

Fifteen cents only 4 [ 1 
Twenty or more cents 5 [ 1 
Should never be sold 

to students 6 [ 1 
Don't know 7 [ 1 

120 If you approve of the 
distribution of COndOMS at 
schools what is your one 
most important reason? 

[ 1 
121 Do you think most high Yes 1 [ 1 

school students are well No 2 [ ] 
informed about condoms? Don't know 3 [ ] 

122 From where do you think high FrOID teachers 1 [ 1 
school students obtain most Fro. their friends 2 [ ] 
of their information about FrOID their parents 3 [ ] 
AIDS? From Health 

professionals 4 [ ] 
From IJIllSS med i a 5 [ ] 
Others/speci fy / 6 [ ] 
don't know 7 [ ] 

123 Have you ever had a sexual 
relationship? Yes 1 [ ] 

No 2 [ ] 
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126 

127 

128 

129 

130 

131 
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Page 4 
SELF-~INISTERED QUESTIONNAIRE 

STUDFNI'S 

How old were you when you Age in years 
had your first sexual I never had relations 
relationship? 

For how long did you know Hours 
your first sexual partner? less than one week 

2 - 4 weeks 
Months 
I had no relations 

Was your first sexual Yes 
relation prompted by No 
alcohol? I had no relations 

Was your first sexual Yes 
relation prompted by drugs? No 

I had no relations 

Did your friends pressure Yes 
you to have your first No 
sexual relation? I had no relations 

Were you forced into having Yes 
your first sexual relation? No 

I had no relations 

Where did you have your At your home 
first sexual relations? At your partner's home 

In hotel 
At school 
In the park 
In the car 
Other/specify/ 
I had no relationship 

Where do you commonly have At your home 
your sexual relationship? At your partner's home 

In hotel 
At school 
In the park 
Other/specify/ 
I had no relationship 

1 [ 1 
2 [ 1 

1 [ 1 
2 [ 1 
3 [ 1 
4 [ 1 
5 [ 1 

1 [ 1 
2 [ 1 
3 [ 1 

1 [ 1 
2 [ ] 
3 [ ] 

1 [ ] 
2 ( 1 
3 ( ] 

1 [ 1 
2 ( ] 
3 [ 1 

1 [ 1 
2 [ 1 
3 [ 1 
4 [ 1 
5 [ 1 
6 [ 1 
7 [ 1 
8 [ 1 

1 [ 1 
2 [ 1 
3 [ ] 
4 [ 1 
5 [ ] 
6 [ 1 

7 [ 1 



67 

Page 5 

132 What was your first sexual Student 1 [ 1 
partner? A: Teacher 2 [ 1 

Government employee 3 [ 1 
Self employed 4 [ 1 
Commercial sex worker 5 [ 1 
Unemployed 6 [ 1 
other/specify/ 7 [ 1 
I had no relationship 8 [ 1 

133 When you had your first Yes 1 [ 1 
sexual relationship did you No 2 [ 1 
know about condoms? I had no relationship 3 [ 1 

134 Did you use d condom on Yes 1 [ 1 
I your first sexual No 2 [ 1 

relationship? I had no relationship 3 [ 1 

135 Who suggested that you use Yourself 1 [ 1 
the condom? Your partner 2 [ 1 

Don't know 3 [ 1 
Others/specify/ 4 [ 1 
I had no relationship 5 [ 1 

136 If you did not use a condom 
on your first sexual 
relationship, why didn't 
you use it? 

[ 1 

137 Since your first sexual Never changed 99 [ 1 
relationship, how many have One 1 [ 1 
you had? Two 2 [ 1 

Three . 3 [ 1 
Four or more 4 [ 1 
I had no relationship 5 [ 1 

138 Within the last 3 months None 99 [ 1 
how many times have you had Once 1 [ 1 
sexual relationships? Twice 2 [ 1 

Three times 3 [ 1 
Four or more 4 [ 1 
I had no relationship 5 [ 1 
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139 How recent was it since 1 - 6 Days 1 [ ] 
your last sexual 1 - 2 Weeks 2 [ ] 
experience? 3 - 4 Weeks 3 [ ] 

1 - 3 Months 4 [ ] 
More than 3 Months 5 [ ] 
I had no relationship 6 [ ] 

140 If health education is to Yes 1 [ ] 
be provided at schools, No 2 [ ] 
would you approve of it? Don't know 3 [ ] 

141 If health education is to Elementary [1 - 6] 1 [ ] 
be provided at schools, at Junior secondary [7 & 8]2 [ ] 
what grade do you think it Secondary [9 - 12] 3 [ ] 
should start? Others/specify/ 4 [ ] 

Don't know 5 [ ] 

142 If health education is to As a separate course 
be provided at schools how by ' tself_ 1 [ ] 
should it be provided? Combined with other 

subjects like Biology_ 2 [ ] 
As a co-curricular 
activity[e.g. in an 
AIDS clubs] 3 [ ] 
Other/specify/ 4 [ ] 
Don't know 5 [ ] 

143 If health education is to School teachers 1 [ ] 
be provided at schools, who Health professionals 2 [ ] 
should provide it? Students [e.g. AIDS 

cl ub members] 3 [ ] 
others/specify/ 4 [ ] 
Don't know 5 [ ] 

144 If sex education is to be Yes 1 [ ] 
provided at schools, would No 2 [ ] 
you approve of it? Don't know 3 [ ] 

145 If sex education is to be Elementary [1 - 6] 1 [ ] 
provided at schools, at Junior secondary[7 & 8] 2 [ ] 
what level should it start? Secondary [9 - 12] 3 [ ] 

Other/specify/ 4 [ ] 
Don't know 5 [ ] 
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APPENDIX C: High Schools and Their student Populations 
in Addis Ababa (1993). 

Number CUmulative 

1 . Kefitegna 4 Secondary (W3) 
2. Teghareid Technical school 
3 . Abiyot Kirs (W20) 
4. Kefitegna 20 (W20) 
5. Shimelis Habte (W21) 
6. SOS (W23) 
7. Ayertena (W24) 
8. Bole High schools (Wl7) 
9 . Nefas Silk (Wl9) 

10. Wondirad (W28) 
11. Catholic Zerakihinet (Wl7) 
12. Saint Joseph (18) 
13. Greek school (18) 
14. Ethipia Tikdem (W9) No.1 
15. Yekatit 12 (Wll) 
16. Entoto Technical (Wll) Acad. = 7564 

Tech. = 420 
17. Kefitegna 12 (Wl2) 
18. Dagmawi Menilik (Wl3) 
19. Kokebe Tsibah (Wl6) 
20. Hisrak Comprehensive (Wl6) 
21 . Nazreth school (Wl3) 
22. Italian c:onxmmity (Wl) 
23. British school (Wl3) 
24. Black Lion (W2) 
25. Kefitegna 7 (W7) 
26. Addis Ketema (W7) 
27. Hedhanealem (W) 
28. General Winget (W25) 
29. Kolfe (W25) 
30. AMOlia {4-12} (W) 
31 . Hiwot Berehan {WB} 
32. Saint Mary (WlO) 
33. Indian National (W2) 
34. Indian Conrmmity (1-10) (W2) 
35. Lycee G/mariam (W2) 

N.B. W = Woreda 

2655 
415 

5822 
2460 
4673 
2550 
5021 
8474 
7656 
2562 

83 
721 
586 

2676 
5554 

7984 
3926 
8344 
4837 
4004 

628 
92 

353 
2281 
6833 
6126 

10390 
401 

4867 
501 
337 
371 
178 

67 
473 

2655 
3070 
8892 

11352 
16025 
18575 
23596 
32070 
39726 
42288 
42371 
43092 
43678 
46354 
51908 

59892 
63818 
72162 
76999 
81003 
81631 
81723 
82076 
84357 
91190 
97316 

107706 
108107 
112974 
113475 
113812 
114183 
114361 
114428 
114901 
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APPENDIX D: SELF-ADHINISTERED QUESTIONNAIRE FOR PARENTS/TEACHERS 

The purpose of this study is to assess the attitude of parents and teachers 
towards the provision of health education, sex education and also on issues 
related to AIDS and sexual activity pattern of high school students. 

Since the outcome of this study is very inportant in determining future 
decisions regarding high school students' health, we request your genuine and 
entirely personal attitudes. 

PLEASE DO NOT WRITE YOUR NAME OR ADDRESS ON ANY OF THE {}UESTION PAGES. 
Mter you have COIlPleted the questionnaire you are also requested to put the 
questionnaire in the provided envelope and give it to the person who brought the 
questions. 

ANSWERING PROCEDURE: please make a [Xl mark in the box that is placed 
adjacent to the answer that you chose. 
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No. (}UESTIONS Coding Category 

201 Age Years old [ ] 

202 Sex Hale 1 [ ] 
Female 2[ ] 

203A Have you ever attended Yes 1 [ ] 
school? No 2[ ] 

203B If yes, what was your Elementary incomplete 1[ ] 
highest level of school Elementary conplete 2[ ] 
conpleted? Secondary incomplete 3[ ] 

Secondary conplete 4[ ] 
University incomplete 5[ ] 
University complete 6[ ] 
Other( specify) 7[ ] 

204 What is your religion? Orthodox christian 1[ ] 
Catholic 2[ ] 
Protestant 3[ ] 
Muslim 4[ ] 
Other{specify) 5[ ] 

205 What ethnic group do you Oromo 1[ ] 
belong to? Amhara 2[ ] 

Tigre 3[ ] 
Gurage 4[ ] 
Harari 5[ ] 
Other{specify) 6[ ] 

206 What is your marital status? Never married 1[ ] 
Harried 2[ ] 
Separated 3[ ] 
Divorced 4[ ] 
WidOfied 

207 What is your family's 0-100 birr/nrmth 
II/Onthly income? [in Birr per 101 - 200 birr/nrmth 
II/Onth] If both parents are 201 - 400 birr /nrmth 
working please add both 401 - 800 birr/nr:mth 
salaries. 801 - 1200 birr /II/Onth 

1. 1201 birr/IIVnth 
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208 What is your present Administrative/Managerial 1[ ] 
occupation? Sales/service works 2[ ] 

Clerical 3[ ] 
Soldier/Policeman 4[ ] 
Hanual Worker 5[ ] 
Driver 6[ ] 
House wife 7[ ] 
Student 8[ ] 
Farmer[dairy/paultry/forestry 

fishing etc. ] 9[ ] 
CJnenployed 10[ ] 
Other( specify) 11[ ] 

Before proceeding to the next part JoI9 would like to thank you for 
providing us with vezy essential infonnation pertaining your personal 
background which is vezy essential for our later analysis. 

The next part is concerned with issues related to high school 
students. Again, we would likE to remind you that the opinions that you 
will gi ve us should reflect your otm genuine thinking and not of the 
general public opinion. 

Answering procedures are the same as for part one (except for some 
special cases) which you will make a [ X ] mark next to your 110St chosen 
answer. 

No. (}uestions Coding categozy 

209 To what extent do you All are active 1[ ] 
think that high school Many are acti ve 2[ ] 
students are sexually Few are acti VB 3[ ] 
active? None are active 4[ ] 

Do not know 5[ ] 

210 Do you think high school Yes 1[ ] 
students are adequately No 2[ ] 
informed about AIDS? Do not know 3[ ] 

211 What do you think is the Schools 1[ ] 
best source of information Their friends 2[ ] 
about AIDS for high school Their parents 3[ ] 
students? Mass media 4[ ] 

Health institutions 5[ ] 
Others (specify) 6[ ] 
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No. Questions Coding category 

212 Why do you think (of the 
choices in question No. 211), 
has become their most iniJortant 
source of information about [ ) 
AIDS? 

213 Do you think high sclxxJl Yes 1[ ) 
students are well informed No 2[ ) 
about condoms? Do not know 3[ ] 

They do not need ti know 4[ ] 

214 Do you think students are well Yes 1[ ] 
informed about how to use No 2[ ] 
condoms? Do not know 3[ ] 

They do not need to know 4[ ] 

215 From where do you think high Schools 1[ ] 
sclxxJl students get most of Parents 2[ ] 
their infol7/ation about Friends 3[ ] 
condoms? Mass media 4[ ] 

Others(specify} 5[ ] 
Do not know 6[ ] 

216 Do you think it is i1IJ?ortant Yes 1[ ] 
for sexually active students to No 2[ ] 
use condoms? Do not know 3[ ] 

217 If sexually active students Lack of information 1[ ] 
arenotusingcondoms,wmtdo Religion 2[ ] 
you think is the most iniJortant Parental disapproval 3[ ] 
reason? Pressure from sex partners4[ ] 

Fear to buy from shops 
and pharmacies 5[ ] 

Lack of availability of 
Condoms 6[ ) 

Other( specify) 7[ ) 
Do not know 8[ ] 
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218 If students need to obtain Teachers 1[ ] 
oondcxtIs, Jiho do you think: should School clinics 2[ ] 
their condom supplier be? Sc1xxJl oounselling service3[ ] 

School installed condom 
vending machines 4[ ] 

other students 5[ ] 
Health institutions 6[ ] 
stores/shops/pharmacies 7[ ] 
others( specify) 8[ ] 
Do not ImoJi 9[ ] 

219 If condoms Jiere to be Yes 1[ ] 
distributed in high schools, No 2[ ] 
M:Juld you approve of it? Do not ImoJi 3[ ] 

220 What should the price of condoms Freely 1[ ] 
be if they are to be made At a vezy min.iJJvm cost 2[ ] 
available at schools? At a vezy high cost 3[ ] 

( to discourage use) 
Should no be distributed 

at all 4[ ] 
Do not ImoJi 5[ ] 

221 If you discq;prove of the 
distribution of condoms in 
school, Jthat is your one most 
ilIIportant reason? [ ] 

222 If health education is to be Yes 1[ ] 
provided in schools M:Juld you No 2[ ] 
approve? Do not ImoJi 3[ ] 

223 If health education is to be As a separate course 1[ ] 
provided in schools, hoJi should Combined Jiith other lessans2[ ] 
it be provided? As an after class 

oo-curricu1ar activity'_3[ ] 
Do not ImoJi 4[ ] 

224 If health education is to be Elementazy(l-6) 1[ ] 
provided at schools, at Jthat Jrmior Secondary (7--8) 2[ ] 
level should it start? SecorrJary 3[ ] 

Others(specify) 4[ ] 
Do not ImoJi 5[ ] 
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Questions Coding category 
No. 

225 If sex education is to be Yes 1[ ] 
provided at schools, would you No 2[ ] 
ClfProl'e of it? Do not lmow 3[ ] 

If sex education is to be Elementary( 1-6) 1[ ] 
226 provided at schools, at what Jzmior Secondary(7-8) 2[ ] 

level should it start to be Secorx1ary 3[ ] 
provided? other (specify) 4[ ] 

Do not krXM 5[ ] 

Who do you think: should Teachers 1[ ] 
227 provide health education in Health professionals 2[ ] 

schools? Others (specify) 3[ ] 
Do not 1mow 4[ ] 

If health education is to be Yes 1[ ] 
228 provided in school, do you No 2[ ] 

think: teachers could provide Do not know 3[ ] 
the education? 

229 Do you ClfProve of the Yes 1[ ] 
incorporation health education No 2[ ] 
into the teachers' training Do not know 3[ ] 
cuzricula? 

For any additional DOI1l1IB1lts please use the space provided here 

Finally we would like to thank you for making this invaluable contriwtion that 
we would like to assure you was quite inportant for the successful CXHI!Pletion of 
the study. 


