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ABSTRACT

Introduction: Risky sexual behaviors negatively affect the health of adolescents and young
adults putting them at high risk of sexually transmitted infections and unwanted pregnancy for
females, which may cause serious health consequences, social and economic problems. In
addition, unwanted pregnancies may lead to school dropout and end up with unsafe abortion. No
attempt was done to assess the effect of youth centers in reduction of risky sexual behaviors.
Therefore, this study was designed to assess the difference in engagement of risky sexual

behaviors between users and non-users of youth centers among youth in Addis Ababa.

METHODS: A comparative cross-sectional study design was employed among 524 youth in
Addis Ababa from September, 2015 to June, 2016. Multi-stage sampling was used to select youths
from randomly selected sub cities. The data was cleaned, entered and analyzed through EPI-INFO
7 and SPSS version 16.0. First distribution of variables was presented by using tables and
descriptive statistics to calculate some statistical datas and then logstic regressin model were used

to measure magnitude of risky sexual behaviors among users and non-users.

Results: Nearly half 254 (48%) of the respondents ever had sexual intercourse. The mean age of
first sexual initiation was 18.56 (£3.019) years and about 37% of those who ever had sexual
intercourse started it before the age of 18 years. Among those who ever had sex 47% of them
never used condom. The over all prevalence of risky sexual behavior was 43.1% and the
prevalence of risky sexual behavior among users and non-users were 38.5% and 47.7%
respectively (P-value = 0.042). Utilization sataus of the youth center and age of the respondents
were significantly associated with risky sexual behavior. Non-users of the youth center RH clinic

were 1.570 times more likely to engage in risky sexual behavior compared to users of the youth



center (AOR= 1.570; 95%CI = 1.056, 2.333). Youth aged 15-19 years were 92.1% less likely to
practice risky sexual behavior compared to youth aged 25-29 years old (AOR = 0.079; 95%CI =
0.041, 0.376).

Conclusion: A significant number of youths had risky sexual behavior that might lead them to
different reproductive health risks. Non-users of the youth center were at a significantly higher
risk of sexual behaviors than users.

Keywords: Youth, Risky sexual behavior, Youth center, Addis Ababa, Ethiopia



1. INTRODUCTION

1.1. Background
The United Nation secretariat uses the term youth and young people interchangeable to mean age

15-24 years with understanding that member states and other entities use different definitions. The
African Youth Charter categorize youth as the age range of 15-35 years. In the Ethiopian context
the youth are persons in the age range 15 and 29 years (1-3).

UN estimate that around 1.2 billion portion of the population are youth (15-24 years) in the world
which accounts 17.6% of the total population and more than 80% of them living in developing
countries and in 2006 Ethiopia accounts approximately 22% of the total population which is

around 17.6 million (4).

Risky sexual behaviors negatively affect the health of adolescents and young adults putting them
at high risk of STIs and unwanted pregnancy for females, which may cause serious health
consequences, social and economic problems. In addition, unwanted pregnancies may lead to
school dropout and end up with unsafe abortion. Globally as well as in the developing world

unintended pregnancies are among the major health problems (5, 6).

STIs refer to a variety of clinical syndromes caused by more than 30 different pathogens that can
be acquired and transmitted through sexual activity and they are the causes of morbidity and

mortality among adolescents with multiple consequences (7-9).

STIs are a major global cause of acute illness, infertility, long-term disability and death, with
severe medical and psychological consequences for millions of men, women and infants. The
impact of these diseases is magnified by their potential to facilitate the spread of HIV infection.
STI surveillance data should actively be used to improve the quality and effectiveness of STI and

HIV prevention programs (10).

There are currently more than 700 youth centres run by the government.These youth centres
provide several services including recreation facilities (indoor and outdoor games), library
services, ICT, VCT and RH services(11). Youth centers assist adolescents to protect themselves
from sexually transmitted diseases, including HIV/AIDS and from unwanted pregnancy, high risk

abortion, and other reproductive health related problems. The health providers in the youth



centers guide and motivate adolescent to utilize available family planning and other reproductive

health services including risk reduction counseling (12).

1.2. Statement of the problem
A teen engaging in risky sexual activities has a 90% chance of having a pregnancy within a year

and around 48% of sexually transmitted diseases diagnosed every year involve the youth. HIV
prevalence among youth in Africa is higher than all other major world regions (13). A study
conducted in 2014 in United States showed that nearly half (47%) of high school students report
ever had sexual intercourse. One every ten female teens and one every six male teens had more
than four sexual partners in their lives. Eighty two percent of teen pregnancies are unplanned and
it comprises one every six of total unintended pregnancies annually in the U.S and 36% of this
unintended pregnancies end in abortion. About 18% of women having abortion are teens and 33%
are in the age range of 20 and 24. Over 34,000 young people (13-24) were estimated to be living
with HIV/AIDS were infected through sexual contact (14).

Many adolescents engage in risky behavior, develop unhealthful habits, and experience physical
and mental health conditions that can jeopardize their immediate health and contribute to poor
health in adulthood (15).Thirty-nine percent of all sexually active U.S. high school students did
not use a condom at last intercourse. Six percent of all U.S. high school students had sexual
intercourse before the age of 13 and almost 14 percent of all U.S. high school students have had

sexual intercourse with 4 or more partners over their lifetimes (16).

One every two young women and one every three young men are sexually active and worldwide
more than 4.4million young people (15-19) have abortion every year and 40% of which is unsafe.
Each day half a million youth are infected with STIs and only 17% of sexually active youth use a
contraceptive. The reproductive health situation of youth is a major concern. The prevalence of
sexually transmitted diseases (STDs) like HIV/AIDS is relatively high among young people in
Ethiopia. According to the HIV sentinel surveillance of mothers seeking antenatal care,
HIV/AIDS prevalence is 11 percent among women aged 15-19 and 15 percent among those aged

20-24 years (17).

Worldwide 38% of pregnancies are unintended. Ten million young people, most of them in Africa

and Asia are currently living with HIV/AIDS. The epidemic has had a devastating impact on the



sexual and reproductive health of young people, as they are particularly vulnerable to different

infections (18).

In the developing world, 13 million adolescent girls and women younger than the age 20 years
have unintended births each year, and significant unmet need for contraceptives exists among
both unmarried and married adolescents. Forty one percent of unsafe abortions in developing
regions take place among young women aged 15-24 years; fifteen percent are among those aged
15— 19 years. The highest rates of curable STIs occur among young people aged 15-24 years (19).
Majority of SSA youth have multiple sexual partners in their lives which put them at risk for STIs
and unintended pregnancies (20) and young people especially young women are more vulnerable

to HIV than adults (21).

Many new cases of HIV worldwide involve young people aged 15-24 years and it is also true for
Africa. HIV/AIDS is the leading cause of death for both young males and females in the
continent. Sub-Saharan Africa continues to bear the main source of the HIV/AIDS pandemic. The
region accounted for 72% of all new infections, and for 68% of the global number of people

living with HIV (22).

The incidence and prevalence of STIs among youths are higher than adults. This is probably
because of their sexual activeness and tendency to frequently engage in unsafe sexual practices. A
study conducted by Demeke showed that 52% of female and 39% of male respondents had
unprotected sexual intercourse and 59% of male and 47% of female respondents had history of
multiple sexual partners. In addition to this majority of the respondents (97.4% of males and

90.4% of females) had early age of sexual initiation (23).

Condom is important in SSA for protection because HIV transmission is through sexual
intercourse. But still it is the most difficult issue to address in the designing of programs to reduce
sexual transmission of HIV in Africa and it is due to negative attitudes towards condom utilization

(24).

The Ministry of Health (MOH) reports indicate that the number of youth dying from unsafe
abortions is very high. Around 70 percent of women who seek medical attention for incomplete
abortions are less than 24 years of age. As one of the leading causes of maternal mortality in

Ethiopia, abortion causes 56 percent of fatalities, 13 percent of whom are adolescent girls. Death



from abortion, especially among the youth, is due to lack of health facilities that provide adequate

preventive and post-abortion services (25).

The relationship between individuals’ perception of their risk for acquiring STIs and their use of
condoms is poorly understood. Even with high levels of perceived risk, condom use among young
women in Sub-Saharan Africa might remain low. The link between perceived risk and sexual
behaviors highlights how behavior is influenced by the extent to which an individual feels
personally at risk of contracting a disease. Risk perception is associated with sexual debut and

sexual behavior (26, 27).

Globally, young people aged 15-24 years accounted for 42% of new HIV infections and nearly
80% of this lives in Sub-Saharan Africa. Unless appropriate age and institution targeted
intervention exist, certain behaviors can place youth at greater risk of HIV infection. Groups of
people who engage in these high-risk sexual behaviors are considered vulnerable to HIV infection

and need to be watched cautiously in order to control the epidemic (28).

In Ethiopia limited access to targeted RH care and services for young people contributes to many
of the RH problems. Over a quarter of all pregnant youth and adolescents feel that their
pregnancies are mistimed, reflecting this population’s limited access to FP and RH services. These
unwanted pregnancies entail significant risks for maternal health, including high rates of delivery-
related complications and high abortion rates. Unwanted pregnancy is one of the major RH
challenges faced by adolescents in Ethiopia. About 54% of pregnancies to girls under the age of
15 years were unwanted compared to 37% for those ages 20-24 years. This indicates the need to
refocus programs and prioritize interventions tailored to adolescents less than 15 years. Abortion
places many young women at risk as the termination of pregnancy is usually conducted under
unsafe conditions. Girls under the age of 15 years are three times more likely to end their
pregnancies in abortion compared to those aged 20-24 years. Abortion accounts for nearly 60% of

gynecological and almost 30% of all obstetric and gynecological admissions in Ethiopia (4).



1.3. Rationale of the study
Youth friendly services and the successful RH strategies can only become realities if there is a

commitment from all partners to implement in an accelerated, flexible and participatory manner.
The Ethiopian Government’s vision is to provide youth reproductive health services through the
health service extension package at the community level and through youth centers. Youth centers
have a significant role in decreasing risky sexual behaviors of youths. Health professionals in the
youth center provide appropriate information and skills to strengthen youth to protect themselves
from STIs and unwanted pregnancies. This means health providers provide counseling services
about STIs and unwanted pregnancies reduction, engage youth in evaluating their own risk
perceptions and address their misconceptions, facilitating youth dialogues, condom distribution,
providing emergency contraceptive, counseling on how to reduce number of sexual partners, dual

protection of condom utilization, strengthening Anti-AIDS and RH clubs, VCT (4).

The reproductive health clinics of youth centers provide different kinds of service for youth the
major ones are Voluntary Counseling and Testing (VCT), Family Planning, Reproductive Health
Counseling and condom distribution, further more they facilitate peer education, prepare training

on reproductive health matters and first aid service (29).

Providing voluntary counseling and testing (VCT), condom distribution, access different family
planning methods and pregnancy test are the major services in the youth centers. Therefore,
assessing the effectiveness of those youth centers provide appropriate clues to design another
intervention strategy for policy makers as well as for the beneficiaries to get appropriate
reproductive health services in the youth centers. So assess the effect of youth centers on
reduction of risky sexual behaviors can assist strategic planning of the country in expanding youth

friendly services.



2. LITERATURE REVIEW
2.1. Magnitude of risky sexual behaviors among youth
Globally, it is estimated that 5.4 million young people aged 15 to 24 are living with HIV; 3.2
million reside in sub-Saharan Africa (SSA). In fact, in SSA the youth lack access to HIV
prevention education programs, with only 8 per cent of out-of school youth having access such
programs. This indicates that out-of-school youth are more at risk of getting HI'V infection due to

lack of access to HIV prevention programs (30).

A study conducted in Tanzania among out of school youths showed that most participants
perceived to be highly susceptible to HIV infection. It was common for respondents to mention
risky sexual behaviors such as: multiple sexual partners and inconsistent condom use as
predisposing factors for HIV infection. Several participants perceived HIV infection to be deadly
and a severe disease. Participants expressed fear of death and/or sexual disorders as serious

outcomes following STI, including HIV (30).

More than 340 million new cases of STIs occur worldwide every year. About half of all new
infections are among the youth. Today’s young people are the AIDS generation. Young women are
several times more likely to get infected than young men. In China, the incidence of STIs,
especially HIV/AIDS has rapidly increased. In developing nations, the spread of STIs/HIV

infection continues to affect millions of young and productive population (31).

Unwanted pregnancies in youths and complications of induced abortions are an important health
problem in the world. Each year, approximately 20 million abortions are performed worldwide,

95% of them in developing countries (32).

A study conducted among South African University students showed that one-third of the
respondents never used condom during the past three months of the survey. In addition, perceived
susceptibility to HIV/AIDS and self-efficacy of condom use or the confidence of the respondents
to utilize condom during sexual intercourse was associated with past condom use which is those
who had a high perceived susceptibility and self-efficacy can use condom than those respondents
with low perceived susceptibility and self-efficacy, but there was no association between self-

efficacy and sex (33).



Another study conducted on high-risk sexual behavior among youth in Tanzania reported that
11.7% of the participants felt that they were at a high risk or high perceived susceptibility of
getting HIV/AIDS and STDs, 25% felt that they had a very low risk, while 53.1% felt that they

were not at risk at all (34).

Among the study participants who had sexual intercourse 84.4% started sexual intercourse below
the age of 18years, 45.6% of them having two and more than two sexual partners and 58.9% of
them never used condom during sexual intercourse due to trust on sexual partner and the mean
age at first sexual intercourse was 14.61+2.89 SD for male and 15.74+2.165 SD years for females
(39).

A study conducted among Mizan-Tepi university students in 2015, showed that more than one-
third of the respondents ever had sex, of which 42.1% had multiple sexual partners and 69.4% of
them whoever had multiple sexual partners never used condom. This showed that having multiple
sexual partners reduced the probability of using condom. In addition, among the respondents who
had a high perceived risk of acquiring STIs including HIV reduced the likelihood to have multiple
sexual partners (36).

A study conducted among high school students in Gurage zone Agena woreda showed that 70.5%
of the respondents out of those who had sexual experience had two and more than two sexual
partners in the past one year of the survey and the mean age of sexual initiation was 16.2 years
which is a risk for STIs, unwanted pregnancies and other reproductive health related
complications. Of those who had sex in the past one year of the survey 37% of them never used

condom during sexual intercourse (37).

The reproductive health behavior of street youth and associated factors were studied in Gondar.
Among sexually active study participants, 65.9% started sexual intercourse earlier than 18 years
of age. Of youth who had been sexually active, 62.4% had more than one lifetime sexual partner
and the mean number of sexual partners for them were 3.15 + 4.5 and out of sexually active

females, 37.5% had a history of unintended pregnancy(38).



2.2. Factors associated with risky sexual behaviors
Globally, it is estimated that around one-third (38%) of all pregnancies are unintended and studies

have indicated that risk factors for unintended pregnancy in Arab countries include early
marriage, low socioeconomic status, low education and certain local socio-cultural factors.
Furthermore, unintended pregnancies in the Middle East and North Africa countries were

estimated between 15% and 58%, either mistimed when occur or unwanted at all (39).

Perceived susceptibility to HIV/AIDS and Perceived severity of HIV/AIDS of the respondents
was quite high. The perceived effectiveness of using condoms to prevent HIV/AIDS was
relatively high. Majority of the respondents 77.6% agreed that correct and consistent use of
condoms during sexual intercourse can prevent HIV/AIDS. Relatively fewer respondents
perceived some barriers to condom use. It will land up in their stomach, latex condoms can cause
itching and 39.2% of them agreed that they feel embarrassed to ask their partners to use condoms.
For perceived self-efficacy for condom use, about 75% of the respondents agreed that they have
the confidence that they could refuse sex with their partners if they refuse to use condoms, while
67.7% agreed that they felt confident that they can convince their sexual partner(s) to use

condoms during sexual intercourse (40).

A study conducted among in-school youths of shendi town in west Gojjam showed that almost
half of youths claimed that the main reason for initiation of first sexual intercourse was falling in
love. In addition to this most of them didn’t use or use condom inconsistently due to trusting
partner, a shamed to ask partner to use, fear to buy from shops or pharmacies and reduce sexual
pleasure. It was supported qualitatively that majority of the focus group discussants didn’t
consider the use of condom as an acceptable means of prevention because of perceived reduction

in sexual pleasure (41).

Higher risk sexual behavior was strongly associated with youths’ level of education and economic
status. There is a significant association between higher educational attainment and higher risk
sexual behavior. Youth who had higher risky sexual behavior were likely to be characterized by
the middle to highest wealth index in the majority of the countries studied. The total odds ratio
suggests that, across countries, male youth in the middle to highest wealth index were 2.2 times

more likely than low-wealth youth to report higher risky sexual behaviors (42).



A study conducted among university students in Kenya showed that socio-economic factors,
negative beliefs towards condom use, inadequate information about risk reduction, condom

inaccessibility and perceived benefit of condom use were the determinant factors for risky sexual

behaviors (43).

The main reasons for early sexual initiation among youth were sexual desire and boy/girlfriends
pressure. On the other hand youth free from family control, substance use, peer pressure and
existence of night clubs and video houses were the determinant factors for having risky sexual
behaviors. In addition to this current substance users were about 3 times more likely to ever had

sexual intercourse as compared to non-users (OR=3.03; 95% CI: 2.00, 4.59) (44).

A study conducted among female youth in Tiss Abay showed that respondents had risky sexual
behavior such as having sex without using condom. Refusal of sexual partners to use condom,
low perceived benefit of using condom by the respondents, inaccessibility and cost of condoms

were the main reasons for this risky sexual behaviors (45).

Peer pressure is the prime driver of risky sexual behaviors among school adolescents in Addis
Ababa. Respondents were likely to experience risky sexual behavior if they had low knowledge of
STIs and/ or unwanted pregnancy, reported low self esteem and manifested low perceived
efficacy to use condom. Parental control was significantly associated with risky sexual behavior.
Restrictive parental norms towards sex were a protective from risky sexual behavior [AOR = 0.77

(95%CI: 0.61 - 0.99)] (46).

Increased use of Khat among youth is associated with unprotected sex. A majority of the key
informants interviewed expressed concern regarding the increased use of Khat by young people.
In particular, they talked about the chain of events that commonly accompanies use of the drug.
Adults and youth alike mentioned that frequent Khat -chewing often leads to increased alcohol
use, which ultimately leads to young people having unprotected sex. Many informants
recommended that youth centers and youth-focused programs need to better address this problem
by teaching young people about the consequences and dangers of drug and alcohol use and their

effects on the lives of young men and women (47).



2.3. Study frame work
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Figure 1: Conceptual framework to assess the effect of youth centers on reduction of risky sexual

behaviors among youth of Addis Ababa, 2016



3. OBJECTIVES OF THE STUDY

3.1. General objective
3.1.1. To assess the difference in risky sexual behaviors between youth center

utilizers and non-utilizers in Addis Ababa in 2016.

3.2. Specific objectives
The specific objectives of this study are the following:
3.2.1. To measure the magnitude of risky sexual behaviors among the youth who are

youth center users and non-users in Addis Ababa, 2016.
3.2.2. To assess the association of utilization of youth center reproductive health

clinics and engagement in risky sexual behaviors among the youth of Addis

Ababa, 2016.
3.2.3. To assess factors associated with risky sexual behaviors among youth of Addis
Ababa, 2016.
4. METHODS

4.1. Study area
The study was conducted in Addis Ababa, the capital city of Ethiopia. Addis Ababa is

administratively divided in to 10 sub cities and 116 Woredas. The projected total population on
July, 2015 by Central Statistics Agency of Ethiopia for Addis Ababa was 3,273,000 (48). In Addis
Ababa there are a total of 106 youth centers, of which 84 are functional (49) and which provide



services such as library for reading different type of books , internet, cafeteria, Digital Satellite
Television, sport games ,different type of trainings, hall renting service ,shower rooms to be used
by youth, reproductive health services like Voluntary Counseling and Testing of HIV/AIDS,
condom distribution, providing of contraceptives, information on reproductive health, peer

education by assigned health provider. Those youth centers were established five years ago.

4.2. Study design and period
The study was conducted from March to April, 2016. The study design for this particular research

was comparative cross-sectional study design. In this study, the comparative groups are the youth
who uses reproductive health clinic in the youth center and youth who didn’t use the reproductive

health clinic in the youth center. And the ratio of the comparative group was considered to be 1:1.

4.3. Population

4.3.1. Source population
All youth in the age range of 15 and 29 years residing in Addis Ababa city during the study

period.

4.3.2. Study population
The study populations were youth who are usual residents of Addis Ababa who had a chance to

use the youth center RH clinics in the ten woredas of Addis Ababa city administration.

4.3.3. Inclusion and Exclusion criteria
Resident youth of the city who lived in it for at least 6 months (the youth might be user of youth

center or non-user of youth center). Whereas the youth who were severely sick and suspected of
mental health problem and those who were unable to hear or speak, involuntary to participate and

those who did not have friend in either of the study arm were excluded from the study.

4.4. Sample size and procedure

4.4.1. Sample size determination
The sample size was determined by using the two population proportion formula. First an attempt

was made to calculate the sample size by considering the different attributes of risky sexual
behavior separately and the largest value has been taken to increase the power of the study. Youth
center RH clinic users and non-users were considered as main factor for risky sexual behavior and
used for sample size determination considering the following assumptions (level of confidence of
95% with a standard score of = 1.96), proportion of youth with risky sexual behaviors specifically

considering having multiple sexual partners among non-users of the youth center in the RH clinic



from the previous study was found to be 45.6% (46) and it was assumed that having multiple
sexual partners was 15% lower among youth center RH clinic users which resulted in 30.6%. A
power of 80% to detect the above difference and 15% non response rate was also assumed.

Moreover, a design effect of 1.5 was considered to control clustering effect due to the varying

nature of the youth in socio-economic status and we are also using multistage sampling technique.

Based on this assumption, the sample size for the study was calculated by using Epi-Info version
7 and it become 570, of which 285 were youth center RH clinic users and 285 were non-users of

the youth center RH clinic.

(Zal2%\2Px[1—P|+ZB\plxql+p2+q2)?
(P1-P2)2

nl=n2=

p= pl+p2
Where, ~ 2 and ql1=1-pl, q2= 1-p2

This is the sample size formula for comparison for two population proportion for equal sizes of

the comparative groups.

nl=n2

Where, = minimum sample size required from each group

Z, /= confidence level =1.96 (95% CI)

P1= proportion of youth (Non-users of the youth center RH clinic) with multiple sexual partners =

45.6%
P2 = proportion of users of the youth center RH clinic with multiple sexual partners = 30.6%
Zs= power with 80% = 0.84.

4.4.2. Sampling procedure
Multi-stage sampling was used to select youths. Five sub cities namely (Akake-Kality, Arada,

Bole, Kirkos and Yeka were randomly selected). In the next step two Woredas which are
functional and having registration book for users were randomly selected from each of the

selected sub cities. The total number of youth aged 15-29 living in each woreda were identified by



asking woreda administrators and youth center managers to draw the sample. But they didn’t
know the exact number of youth rather through estimation by using population projection. The
estimated youth in each selected woreda was as follows; Akaki-kality woreda 1=5600, Akake-
Kality woreda 8=6820, Arada woreda 4=7466, Arada woreda 10=2380, Bole woreda 3=8000,
Bole woreda 4=12000, Kirkos woreda 2=9000, Kirkos woreda 10=5000, Yeka woreda 6=7920
and Yeka woreda 7=6160. Among those youth living in each woreda users of the youth center RH
clinic and non-users were identified by taking the data from the health care providers / clinical
nurses in the youth center RH clinic and then the sample size was determined by proportional
allocation based on the number of users from each woreda. Therefore from Akake Kality sub-city
woreda 1 (44 samples) and woreda 8 (56 samples); Arada sub-city woreda 4 (50 samples) and
woreda 10 (30 samples); Bole sub-city woreda 3 (62 samples) and woreda 4(70 samples); Kirkos
sub-city woreda 2 (62 samples) and woreda 10 (50 samples); Yeka sub-city woreda 6 (40
samples) and woreda 7(60 samples) were selected by using simple random sampling technique.
The registration book in the youth centers RH clinic used as a sampling frame for youth center
RH clinic users and equal number of intervention and control groups were taken from each
woreda. If the selected study subject do not have comparative group or inaccessible then the next
subject was considered. The control groups were selected through convenience sampling who
satisfied the inclusion criterias. As much as possible matching by sex and age had been

performed.
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Figure 2: Schematic presentation of sampling for the study to assess the effect of youth centers on
reduction of risky sexual behavior among youth of Addis Ababa, 2016



4.5. Data collection method
Structured questionnaire was developed by reviewing different literatures on risky sexual

behaviors. The questionnaire was first prepared in English language and translated to Amharic
version and re-translated back to English to check its consistency. About 5% of the questionnaire
was pre tested in similar settings among youth of other sub-cities not included for the study to
alleviate problems related to understandability, simplicity and for the sake of planning before the
actual data collection. An appropriate modification was done before the questionnaire is used for
the main study. The data was collected by using interviewer-administered questionnaire or face-
to-face interview by adopting from similar studies (33) and EDHS standards and modifying it to
align with the study objective. Ten clinical nurses who are working in the youth center RH clinic
from each woreda were trained intensively for two days for data collection. The collected data

was checked for its completeness and consistency on daily base.

4.6. Measurement
4.6.1. Variables

4.6.1.1. Independent variables:
Socio-demographic characteristics (age, sex, income, educational status, occupation), Youth

center RH clinic services utilization status, knowledge, risk perception.

4.6.1.2. Dependent variables:
Risky sexual behaviors in this study when a respondent reported either of: - never using a

condom or inconsistent or incorrect use of condom during sexual intercourse or having multiple
sexual partners, starting sex before 18 years or commercial sex worker and having sex with
commertial sex workers.

4.6.1.3. Operational definitions
Risky sexual behavior - In this study it is defined as one of the following: never use of condom
(inconsistent or incorrect use of condom), having more than one sexual partner, and starting sex

before age 18 years or commercial sex worker/having sex with sex workers.
Early sexual initiation: starting sex before 18 years old.
Consistent condom use: use of a condom during every sexual act.

Users: youth who get either VCT, family planning counseling, contraception, training related to

RH issues, RH counseling etc.



4.7. Data quality control
The quality of data was assured by giving appropriate training for data collectors on the research

tools (questionnaires). Moreover, close supervision were also done during data collection for its
completeness and consistency. Pilot testing was also done in 5% of the study participants in Nefas
silk lafto sub-citiy which is not included in the actual study. The data was cleaned by running
frequency for each categorical variable and cross-cheking with the original questionnaire (hard
copy). Data were entered, and coded by using EPI-Ifo version 7 and SPSS version16.0. Double
data entry was done on 5% of the collected data to compare the quality of data and the finding

showed that the data has been entered properly and consistent.

4.8. Data analysis
The data was first entered into Epi Info version 7 and later exported to and analyzed by using

SPSS version 16.0. First composite score were calculated for the main outcome variable which is
risky sexual behavior. Then, descriptive statistics such as proportion was computed and the
distributions of study participants by various socio-demographic variables were presented for
users and non-users of youth center RH clinic. Moreover knowledge of the respondents about
STIs and unwanted pregnancy and distribution of sexual behavior and risk perception of the
respondents were presented using tables. Binary logestic regression model was employed to
determine the association between dependent variable and independent variables. Odds ratio
along with the 95% confidence interval was used to ascertain association. Moreover, multivariate
logstic regression was applied to control the effect of confounders with 95% confidence interval
and adjusted odds ratios were used to measure the strength of association. Statistical significance

was set at a P value of <0.05.

4.9. Ethical consideration
Ethical clearance was obtained from the Research Ethics Committee of the school of Public

Health in Addis Ababa University. Based on the ethical clearance, official permission has been
obtained from Addis Ababa City Administration health office and the respected subcities and
woredas. The respondents were informed about the objective of the study and oral consent has
been obtained from each respondent. Confidentiality issue was assured and the data was collected

anonymously.



5. RESULTS
Socio-demographic characterstics of the respondents

The socio-demographic characterstics of the study subjects are shown in Table 1. Out of the 570
youths, a total of 524 youths participated in the study making the response rate 92%. Nearly one-
third 185 (35%) of them were females. Among the total respondents 209 (40%) of youths were
between the age ranges of 15 to 19 years, 219 (42%) of them were between 20 to 24 years and the
mean age of youths were 21 (£3.49) years. About 195 (37%) of the respondents were Amhara and
nearly two-third, 319 (61%) were Orthodox chrstian by religion. Regarding to respondents marital
status 481 (92%) of them were not in union and 241(46 %) of them were living with both parents.
Of the total respondents 434 (83%) of them were secondary and above by their educational status.
There was no any significant diferrence between reproductive health clinic users and non-users in
terms of sex, age, ethnicity, marital status, educational status and household average monthly
income other than their utilization status of the reproductive health clinic. The distribution
indicated that the study population does not significantly vary across the different categories of

the variables considered for the study.



Table 1: The distribution of study participants by socio-demographic characteristics in Addis
Ababa, Ethiopia, 2016.

Characteristics | Category Number (Percentage) P-value
RH clinic RH clinic Non-users
Users (n=262) | (n=262)
Sex Female 89 (34%) 96 (37%) 0.583
Male 173 (66%) 166 (63%)
Age 15-19 110 (42%) 99 (38%) 0.162
20-24 99 (38%) 120 (46%)
25-29 53 (20%) 43 (16%)
Ethnicity Ambhara 106 (40%) 89 (34%) 0.683
Guragie 24 (9%) 30 (11%)
Oromo 62 (24%) 66 (25%)
Tigrie 32 (12%) 37 (14%)
Wolaiyta 17 (7%) 15 (6%)
Others” 21 (8%) 25 (10%)
Marital status | Currently married 22 (8%) 21(8%) 1.000
Not in union 240 (92%) 241(92)
Educational No formal education | 14 (5%) 20 (7%) 0.458
status Primary 25 (10%) 31 (12%)
Secondary 172 (66%) 169 (65%)
Above 12" 51 (19%) 42 (16%)
Household <1000 29 (11%) 24 (9%) 0.390
avegare 1001-3000 124 (47%) 125 (48%)
monthly 3001-5000 81 (31%) 73 (28%)
income >5001 28 (11%) 40 (15%)

“= Afar, Gamo, Sidamo, Siltie

Knowledge of youth about STIs and Unwanted pregnancy




Among the total respondents about 505 (95%) of youths heard about sexually transmitted
infections and the main source of information were mass-media 374 (75%) and school 273 (55%).
Almost all 496 (99.6%) of the respondents knew about STIs transmission mechanism and 446
(90%) of them reported unprotected sex as the major transmission mechanism followed by blood
contact 389 (78%). The respondents revealed that the main prevention method for both STIs and
unwanted pregnancies were correct and consistent use of condom. But there was no significant
difference between reproductive health clinic users and non users (COR= 0.748 (0.466, 1.201 and
0.699 (0.412, 1.185))) respectively.

Table 2: Knowledge of youth about STIs and Unwanted pregnancy in Addis Ababa, 2016



Variables Category Number (Percentage)

RH clinic RH clinic Non- Total

Users users (n=262)

(n=262)
Heard about Yes 252 (48%) 246 (47%) 498 (95%)
STIs (n=524) | No 10 (2%) 16 (3%) 26 (5%)
Source of Mass-media 173 (35%) 201 (40%) 374 (75%)
information Health personnel 127 (26%) 102 (20%) 229 (46%)
(n=498) School 130 (26%) 143 (29%) 273 (55%)

Reading materials 81 (16%) 72 (15%) 153 (31%)

Knowledge of | Blood contact 211 (43%) 178 (35%) 389 (78%)
modes of Physical Contact 59 (12%) 31 (6%) 90 (18%)
transmission of | Kissing 64 (13%) 38 (8%) 102 (21%)
STIs including | Mother-to-child 172 (35%) 141 (28%) 313 (63%)
HIV/AIDS Sharing sharp materials | 181 (36%) 161 (33%) 342 (69%)
(n=496) Unprotected sex 230 (46%) 216 (44%) 446 (90%)
Knowledge of | Abstained from sex 204 (41%) 202 (41%) 406 (82%)
Prevention Being faithful for
methods of boy/girl friend 169 (34%) 156 (32%) 325 (66%)
STIs including | By using condom 214 (43%) 199 (40%) 413 (83%)
HIV/AIDS Avoid sharing sharp 160 (32%) 128 (26%) 288 (58%)
(n=496) materials
Knowledge of | Abstained from sex 200 (38%) 216 (41%) 416 (79%)
Prevention By using condom 235 (45%) 225 (43%) 460 (88%)
methods for Prevent by other
unwanted modern contraceptive 46 (9%) 29 (5%) 75 (14%)
pregnancy method
(n=524) I don’t know 5(1%) 5(1%) 10 (2%)

Percent in some case is above 100% because of multiple answers by participants

Sexual behavior of youth in Addis Ababa

Among the total respondents 254 (48%) of them ever had sexual intercourse. Of which 115 (45%)

of them were youth center reproductive health clinic users. The over all prevalence of risky sexual




behavior was 226 (43%) and the prevalence of risky sexual behavior among youth center
reproductive health clinic users were 101 (38%) and among non-users were 125 (48%). The

diference is statistically significant at 95% confidence level with (P-value = 0.042).

The mean age of first sexual initiation was 18.56 (£3.019) years and about 94 (37%) of those who
ever had sexual intercourse were initiated sex before the age of 18 years, of which 34 (36%) of
them were users of reproductive health clinic and 60 (64%) of them were non-users. There is a
significant differenece between users and non-users with (P-value= 0.035) interms of their age at

the time of first sexual initiation.

About 107 (42%) of the respondents were had two and more sexual partners in the past 12
months. Among users who ever had sexual intercourse 44 (38%) of them had two and more
sexual partners and 64 (56%) of them had only one sexual partner in the past 12 months. Whereas
63 (45%) of non-users of the reproductive health clinic had two and more sexual partner and 64
(46%) of them had only one sexual partner in the past 12 months. But the diference between
users and non-users was not statistically significant indicating no siginifcant variation between

intervention and control groups across different attributes of the study population.

On the other hand, 119 (47%) of the respondents never used condom during sexual intercourse.
Among users of the youth center and who ever had sexual intercourse 48 (42%) of them never
used condom and among non-users had sexual intercourse 71 (51%) of them did not use condom

but the diferrence between users and non-users were not statistically significant.

Among males who ever had sexual intercourse 28 (17%) of them had sex with commercial sex
workers in the past 12 months and 7 (8%) of female respondents were commercial sex workers
themselves. There was no statistical significant diferrence between users and non-users youth
centers clinics interms of having sex with CSW and working as a commercial sex worker. The
prevalence of pregnancy from those who had sex were 26 (29%) and 9 (35%) of first pregnancies
occurred before the age of 18 years. Of those pregnancies 15 (58%) were unplanned and ended up

with abortion due to fear of families.

Table 3: Sexual behavior of youth in Addis Ababa, 2016

Variables Utilization status number (Percentage) P-value

RH clinic Users | RH clinic Non-users




Ever had sexual Yes 115 (44%) 139 (53%) 0.044
intercourse (n=524) | No 147 (56%) 123 (47%)
Risky sexual Yes 101 (38%) 125 (48%) 0.042
behavior (n= 226) No 161 (62%) 137 (52%)
Age at first sexual <18 34 (30%) 60 (43%) 0.035
intercourse (n=254) | >18 81 (70%) 79 (57%)

Mean+SD 18.70+2.947 18.45+3.084
Number of sexual None 7 (6%) 12 (9%) 0.295
partners in the past One 64 (56%) 64 (46%)
12 months (n=254) | Two and more 44 (38%) 63 (45%)
Ever used condom Yes 67 (58%) 68 (49)% 0.174
(n=254) No 48 (42%) 71 (51%)
Frequency of Sometimes 11 (16%) 12 (18%) 0.496
condom use (n=135) | Most of the time 14 (21%) 9 (13%)

Always 42 (63%) 47 (69%)
Correct use of Yes 52 (78%) 53 (78%) 1.000
condom (n=135) No 15 (22%) 15 (22%)
Ever had sex with Yes 12 (15%) 16 (19%) 0.762
CSW in the past 12 | No 65 (85%) 70 (81%)
months (n=163)
Ever been a CSW Yes 4 (11%) 3 (6%) 0.645
(n=91) No 34 (89%) 50 (94%)
Ever become Yes 11 (29%) 15 (28%) 1.000
pregnant (n=91) No 27 (71%) 38 (72%)
Unplanned Yes 6 (55%) 9 (60%) 1.000
pregnancies (n=26) | No 5 (45%) 6 (40%)

Reason of sexual initiation

The overall prevalence of risky sexual behavior as mentioned above was 226 (43%). The main
reason of having sex for the first time were falling in love 72 (28%), personal desire 70 (27%),

peer pressure 43 (17%), got married 19 (8%), getting drunk 13 (5%), forced 12 (5%), attending

night clubs 10 (4%), followed by watching pornographic videos 3 (3%) for both groups. But there




is no significant diference between users and non-users with regards to the risky behaviors

mentioned above.
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Figure 3: Reasons to have sex for the first time in youth in Addis Ababa.

Reasons for not using condom

Of those who ever had sexual intercourse 119 (47%) of them did not use condom due to the belief

of condom decreasing sexual satisfaction 60 (36%), trust on sexual partner 48 (29%), ashamed to



buy condoms 25 (15%), partner refusal 24 (15%), drunk alcohol 13 (8%), followed by condom
inavailability 10 (6%) and there is no statistical significant diferrence between users and non-

users with regards to the different attributes related to rejection of condom use.
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Figure 4: Reasons for not using condom during sexual intercourse youths of Addis Ababa.

The main reason for abortion was fear of family to undergo abortion 9 (60%), the pregnancy was
unplanned 8 (53%) and it was outside marriage 8 (53%). There is no any significant diferrence

between users and non-users interms of reason for abortion.



60 53 53

50

40 33

30

20

10 11 2 2 3 3 4 4 >
- - o= o= O8
N )
x@&
o

30D =<0®

Reasons for abortion
Percent is above 100% because of multiple answers by participants

Figure 5: Reasons for abortion among female youth in Addis Ababa.

Risk perception of the respondents

About 41 (16%) of youth center reproductive health clinic users and 63 (24%) of non-users
thought that they were at risk of getting HIV virus. About 245 (94%) reproductive health clinic



user and 231 (88%) of non-users perceived that condom use is a practical protective option
against AIDS, 249 (96%) users and 230 (88%) non-users perceived that that the chances of
contracting STIs can be significantly reduced by having sex with only one sexual partner.
Therefore, there was a significant diferrence between users and non-users (P-value = 0.049 & and

0.005 respectively).

Among youth center reproductive health clinic users 242 (92%) and 221 (84%) of non-users were
perceived that condom is not too expensive. In this regard there was a significant diference
between users and no-users (P-value = 0.006 and Chi-square test = 7.421). About 165 (62%) of
youth center reproductive health clinic users and 128 (48%) of non-users perceived that they can
purchase and use condom confidently and there was a statistical significant diference between
users and non-users with (P-value = 0.002 and Chi-square test = 10.034). One hundred seventy
(64%) of users and 132 (50%) non-users perceived that they can convince their sexual partner(s)
to use during sexual intercourse and it was also a statistical significant diference between users
and non-users (P-value = 0.001 and Chi-square test = 10.700). Other perception items were not

statistically significant among users and non-users as shown Table 4.

Table 4: Risk perception of youth in Addis Ababa, 2016

Variables Category | Number (Percentage)

RH clinic Users (n=262) | RH clinic Non-

P-value




users (n=262)

I am at risk of getting HIV virus Yes 41 (16%) 63 (24%) 0.021
No 221 (84%) 199 (76%)

Alcohol consumption can Yes 224 (85%) 217 (83%) 0.473

predispose to HIV acquisition No 38 (15%) 45 (17%)

Belief of getting unwanted Yes 73 (28%) 59 (23%) 0.191

pregnancy No 189 (72%) 203 (77%)

Unwanted pregnancy can be Yes 240 (92%) 226 (86%) 0.070

significantly reduced by using No 22 (8%) 36 (14%)

condom

Condom use is a practical Yes 245 (94%) 231 (88%) 0.049

protective option against AIDS No 17 (6%) 31 (12%)

The chances of contracting STIs Yes 249 (96%) 230 (88%) 0.005

can be significantly reduced by No 13 (4%) 32 (12%)

having sex with only one partner

Using a condom reduce sexual Yes 138 (52%) 150 (57%) 0.334

satisfaction No 124 (48%) 112 (43%)

Condom is too expensive Yes 20 (8%) 41 (16%) 0.006
No 242 (92%) 221 (84%)

Confident to purchase and use Yes 165 (62%) 128 (48%) 0.002

condom No 97 (38%) 134 (52%)

Convince your partner(s) to use Yes 170 (64%) 132 (50%) 0.001

condoms during sexual intercourse | No 92 (36%) 130 (50%)

Factors associated with risky sexual behavior

There was a negative association between youth center reproductive health clinic utilization status

and risky sexual behavior. Non-users of the youth center reproductive health clinic were 1.570

times more likely to engage in risky sexual behavior compared to users of the youth center

reproductive health clinic (AOR= 1.570; 95%CI = 1.056, 2.333) when age, educational status,

knowledge about STIs, knowledge about condom use for prevention method of unwanted




pregnancy and perception of youth about decresing sexual pleasure by using condom are
controlled. Youth aged 15-19 years were 92.1% less likely to practice risky sexual behavior
compared to youth aged 25-29 years old (AOR = 0.079; 95%CI = 0.041, 0.150) and youth aged
20-24 years were 79.3% less likely to engage in risky sexual behavior compared with their elders
(AOR =0.207; 95%CI = 0.114, 0.376). Youth who had no formal education were 2.945 times
more likely to exercise risky sexual behavior than those youth who were above 12" grade (AOR=
2.945; 95%CI= 1.069, 8.116) and there is no statistical significant diferrence on primary and
secondary levels. On the other hand youth who knew about condom use as a prevention method
for unwanted pregnancy were 2.593 times more likely to engage in risky sexual behavior
compared to those youth who didn’t knew about condom use as a prevention method for
unwanted pregnancy (AOR = 2.593; 95%CI= 1.307, 5.143). Youth who perceived that condom
utilization during sexual intercourse reduce sexual satisfaction were 1.673 times more likely to
engage in risky sexual behavior than those who perceived condom utilization didn’t reduce sexual
satisfaction (AOR = 1.673;95%CI= 1.124, 2.491). Risky sexual behavior was not statistically
significantly associated with sex, ethnicity, religion, occupation, primary and secondary level of

education.

Table 5: Association of utilization status of youth centers, socio-demographic characterstics and

knowledge of the respondents with risky sexual behavior in Addis Ababa, 2016.

Variables Risky sexual behavior

Yes No COR (95%CI) AOR (95%CI)

Utilization status
Non-user 125 (48%) | 137 (52%) | 1.454 (1.028, 2.059)" 1.570 (1.056, 2.333)™
User 101 (39%) | 161 (61%) | 1.00 1.00




Age

15-19 48 (23%) | 161 (77%) | 0.078 (0.044,0.141)" 0.079 (0.041, 0.150)™
20-24 102 (47%) | 117 (53%) | 0.229 (0.131,0.401)" 0.207 (0.114, 0.376)"
25-29 76 (79%) |20 (21%) 1.00 1.00
Educational status
No formal education | 26 (76%) | 8 (24%) 2.676 (1.097, 6.527)" 2.945 (1.069, 8.116)"
Primary 21 (38%) | 35 (62%) 0.494 (0.251, 0.973)" 1.168 (0.511, 2.672)
Secondary 128 (38%) | 213 (62%) | 0.495 (0.311, 0.787)° 1.060 (0.616, 1.824)
Above 12" 51 (55%) |42 (45%) 1.00 1.00
Heard about STIs
No 18 (69%) | 8 31%) 3.137 (1.339,7.353)" 2.524 (0.871, 7.316)
Yes 208 (42%) | 290 (58%) | 1.00 1.00
Prevent unwanted
pregnancy by using
condom
No 18 (28%) | 46 (72%) 1.00 1.00
Yes 208 (45%) | 252 (55%) | 2.109 (1.187, 3.749)" 2.593 (1.307, 5.143)"
Using a condom reduce
sexual satisfaction
No 82 (35%) | 154 (65%) | 1.00 1.00
Yes 144 (50%) | 144 (50%) | 1.878 (1.318,2.675)" 1.673 (1.124,2.491)"

NB *Significant for Crude OR & **Significant for Adjusted OR.

6. DISCUSSION

The magnitude of risky sexual behavior among users and non-users of the youth center

reproductive health clinics were statistically significantly different with 39% and 48%

respectively. The youth who didn’t utilize youth centers reproductive health clinic were more

likely to engage in risky sexual behavior compared with users of the youth centers and there was a

significant difference between users and non-users.

Over one third of youth center users and half of non-users reported unprotected sex. This study

was comparable to a study conducted in Western Ethiopia among in-school and out-of-school

youths. On the other hand more than one third of users of the youth center and 45% of non-users

reported to have two and more sexual parteners in the past 12 months. This finding was slightly




higher that the above study (50). The diferrence might be due to environmental influence and

exposure status to diferrent events.

About 42% of the respondents were reported that had two and more sexual partner(s) in the last
12 months with confidence interval (37.8% to 46.2%) at 95%. This was higher than a study
conducted among Jimma University students (44). The diferrence might be due to educational as

well as environmental influences.

The overall prevalence of risky sexual behavior in this study was 43% with (95%CI = 39% to
47%). It was higher than the findings of a study conducted among high school students in Addis
Ababa (46). The diferrence might be due to the time laps and the awareness level of the youth.

The primary objective of Ethiopian national youth policy was create favorable conditions for the
youth to have proper access to information, education, counseling and leadership services in the
areas of reproductive health issues (51). Inorder to implement this policy the country develop a
strategy and programs like health extension program; which includes adolescent reproductive
health as one package. Accessibility and availability of health services for youth through youth
centers was another program. Therefore, this study particularly implied that risky sexual
behaviors of youth might be decreased through strengthening and launching diferrent youth

reproductive health programs in the country.

Almost half, 48% (with 95%CI = 44% to 52%) of the respondents ever had sexual intercourse in
this study. It was similar to the study conducted among youth in Addis Ababa. However, it is
higher than the finding from Bahir dar University students which was 36.4% and Agena
preparatory school students in Guragie zone which was 27.1% (29, 37, 52). This might be due to
the difference in educational status of youth and exposure status of youth to diferrent things due to

globalization effect.

The mean age of the respondents having sexual intercourse for the first time were 18.56 years and
it was comparable to the study conducted among Haromaya University students and greater by
almost two years than the study conducted among preparatory students in Guragie zone which
was 16.2 years. The difference might be due to intervention effect of the youth centers and
awareness level of youth to delay sexual initiation (37, 52). Moreover, in this study 37% of the

respondents had started sexual intercourse before the age of 18 years with 95%CI of (33% to



41%) and it is less than studies conducted in Benshangul Gumuz region, Gondar town and West
Gojjam zone (35, 38, 41). It implies that the mean age at the time of first sexual intercourse might
not detect youth risky sexual behavior but the median age tells us about the magnitude of risky
sexual behavior of youth. Because age of the respondents at the time of first sexual initiation was
not normally distributed so it is better to use median rather than mean age to assess risky sexual

behavior.

Another indicator for risky sexual behavior is having sexual intercourse with multiple sexual
partners. In this study about 42% of the respondents had two and more sexual partners in the past
12 months. It is similar to the study conducted among Mizan Tepi university students and less
than that of Agena, Guragie zone and Pawe, Benshangul Gumuz zone (35-37). The discrepancy
might be due to their residence and family control. In the rural part youth may perceive having
more than one sexual partner as a fashion due to lack of awareness and most of the time youth
may live alone without family control. The implication of this finding is that even though the
youth had a good knowledge about transmission and prevention methods of STIs and unwanted

pregnancies still they could be exposed to high risky sexual behavior.

Condom utilization is an important intervention strategy for STIs, including HIV/AIDS and/or
unwanted pregnancy prevention method. But in this study of those who ever had sexual
intercourse almost half, 47% of the respondents had never used condom with (95%CI = 43% to
51%) and it was highr than the study conducted in Addis Ababa youth center reproductive health
clinics which was 25.5% of the respondents were never used condom during their sexual
intercourse, Guragie zone which was 37% and South Africa University students (35%) (29, 33,
37). The diference might be due to the time laps. So it implied that the risk of youths had been
increased in general even though youth centers were effective on reduction of risky sexual

behavior.

The main reasons for not using condom in this study were respondents thought that using condom
reduce sexual satisfaction, they trust their sexual partner(s) and refusal of sexual partners to use

condom. It was consistent with other studies conducted in Shendi and Tiss Abay (41, 45).

On the other hand the main reasons for having sexual intercourse for the first time were falling in
love, personal sexual desire and peer pressure. It is similar to a study conducted in Shendi town,

West Gojjam zone and Jimma university students (41, 44).



According to this study, 17% of the sexually active youth ever had sexual intercourse with
commercial sex workers. It was similar to the study conducted among Haromaya University
students (52). But higher than the study conducted in Benshangul gumuz region which was 5.5%

of them reported having sexual contact with commercial sex workers (35).

Perceived susceptibility of youth to HIV/AIDs was high. Non-users of the reproductive health
clinics were more likely to feel that they are at risk of getting HIV virus compared to users and it
was statistically significantly diferrent. This was similar to the study conducted in Cameron and

Tanzania (30, 40).

There was a negative association between utilization of youth center reproductive health clinics
and risky sexual behavior. Youth center reproductive health clinics users were statistically
significantly at reduced risky sexual behaviors than non-users. This has been the target of the
youth center reproductive health clinics as revealed in the youth development program evaluation
that was conducted in 2012. Youth centers are expected to provide information about young
people’s sexual health behaviors and reduce their risk (11). Therefore, increased participation of
the youth in the activities of youth centres is essential and youth centres should expand their
services, and youth centers should be established in areas where they do not exist and equipping
them with more facilities so that young people can be attracted to youth centres and spend more

time in and around them thereby their engagement in risky sexual behaviors could be reduced.

7. STRENGTHS AND LIMITATIONS

7.1. Strengths of the study
This study could be considered as a baseline study to assess the association between

utilization of youth reproductive health services and risky sexual behavior.

7.2. Limitations of the study
» The study design was cross-sectional, which implies that the direction of causal

relationships cannot be determined.
» Face-to-face interview was used which may not be convenient to study sexuality in a

conservative societies like ours.
» Data collectors were nurses who are working at the youth center RH clinics; so there

might be professional bias.



» Since this study touches very sensitive and very personal issue; social desirability

responding cannot be ruled out.

8. CONCLUSION AND RECOMMENDATION

8.1. Conclusion
The magnitude of risky sexual behaviors was statistically significantly higher among non-users of

the youth center reproductive health clinic than users. This study has shown that a substantial
proportion of youth engaged in different risky sexual behaviors that are evidenced by the
existence of multiple sexual partners, none use of condom, inconsistent use of condom, incorrect
use of condom, early sexual initiation and having sex with CSW and being a CSW that predispose
youth to STIs including HIV infection and unwanted pregnancy. The study also revealed a
negative association between utilization of youth center and risky sexual behaviors. Besides, age

and risky sexual behavior were found to be statistically significantly to one another.

8.2. Recommendations

8.2.1. For general population
» Early sexual initiation was one indicator of risky sexual behavior and large

proportion of youth had early sexual initiation. Therefore, the wider public should
be aware on the disadvantages of early sexual debut.

8.2.2. For health care providers

» Information, education and communication (IEC) programs should be established
and emphasis should be put on reproductive health in order to encourage the
youths to delay sex, negotiate to use condom and to be faithful for their sexual

partner.



8.2.3. For programmers/policy makers
» Large proportion of youth had risky sexual behaviors and the proportion was

higher among non-users of the youth center. Therefore, emphasis should be given
for youth who are non-users of the youth center through social and behavioral

change communication (SBCC) and launching other youth-friendly services.
» Moreover the youth center reproductive health clinics have to be scaled-up in areas

where they are not available.

8.2.4. For researchers
» Further study needs specifically qualitative study to be conducted to explore the

reasons why youth are involved in risky sexual behaviors and to see the wider

social norms that may encourage risky sexual behaviors among urban youth.
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10. ANNEXES

Addis Ababa University
College of Health Science
School of Public Health
Questionnaire for a study on assessment of the effect of youth centers on reduction of risky
sexual behaviors among youth in Addis Ababa city
10.1.1. Study information sheet

My name is . I belong to the research team studying the effect of

youth centers on reduction of risky sexual behaviors among young people. The study is
being conducted by a graduate student of Public Health (Nigusie Fetene) at the School of
Public Health in Addis Ababa University. The objective of this study is to assess effect of



youth centers on reduction of risky sexual behaviors among young persons aged 15 to 29
years in Addis Ababa. I kindly ask you to participate in this study and give me genuine
answers for my queries. Your participation in this study is greatly helpful in identifying
problems related to sexual reproductive health among the use and the effect of youth
centers in reducing risky sexual behaviors. The interview will take about 30 minutes. Your
name will not be written in this form and will never be used mentioned in the report either.
You will not get payment because of your participation in this study and will not lose any
service rendered by the youth center or similar health service providers. All information
given by you will be kept confidential and no one except the research team members will
have access to the information. Your participation is completely voluntary and you are not
obligated to answer any question you are not willing to respond. If you feel any
discomfort with the question, it is your right to drop it at any time you want. You may
even decide not to engage in this study from the very beginning. I hope I have clarified the
purposes of the study. If you have any question you can ask me now or you may ask the
principal investigator, Nigussie Fetene, whose telephone is 0910364142 or

email:nigusiefetene2006@gmail.com.

10.1.2. Consent Form

I have understood the verbal explanation of the information sheet concerning this study and |
understood what will be required of me and what will happen to me if I take part in it. I also
understand that any time I may withdraw from this study without giving a reason and without me

or my families’ routine service utilization being affected for my refusal.
Are you willing to participate in this study?

| T Continue to the next page

2 NO. e Skip to the next participant

Signature of interviewer:




Date of data collection- / /

(Signature of interviewer certifying that informed consent has been given verbally by respondent)



10.1.3. English version Questionnaire

Addis Ababa University, College of Health Sciences, School of Public Health Questionnaire to

assess the effect of youth centers on reduction of risky sexual behavior among Youth of Addis

Ababa city, 2016.

001 Questionnaire ID

002 Addresses: Sub city woreda----------- House No.----------nmmn--

Phone number

003 Category 1. Youth center RH clinic user Youth Center RH clinic Non-user

|

Part I. Socio-demographic characteristics of youth in Addis Ababa, 2016

No Questions Responses and coding

Skip to

101 Sex of the respondent Female--------------- 1

102 How old are you in your last

birthday?

103 | What is your Ethnicity? Amhara————- 1
Guragie-------------- 2
Orormo-------------- 3

Silti- 4

Others (Specify)---------- 99

104 | What is your religion? CatholiCom—mmmememmmem 1
Muslim----------------- 2

Protestant------------- 4

Other (specify)------------ 99

105 What is your current marital | Divorced----------------- 1

status? Married 2

Separated---------------- 3

Single 4

Widowed--ncmemmemee- 5




106 Can you read and write in Yes 1
any language you are No 0 — 108
speaking with?

107 What is your attained grade? | Grade

Informal

108 With whom are you With both parents ---------------- 1

currently living? With father only ------------------ 2
With mother only ----------------- 3
With relatives 4
Under marital union -------------- 5
Alone 6

109 What is your main Government employed 1

occupation? House wife 2
Merchant 3
Privately employed 4
Student 5
Unemployed 6

110 What is your households’
average monthly income? Birr

Part I1. Knowledge of respondents about STIs and unwanted pregnancy

201 Did you heard about Yes 1
Sexually transmitted No O——F» 206
infections?

202 What was the source of Mass media 1
information? (multiple Health professionals 2
response possible) School 3

Reading materials 4

203 Do you know about the Yes 1
transmission mechanisms of | No 0O ————» 206
sexually transmitted
infections, including
HIV/AIDS?

204 Which transmission method | Blood contact 1
do you know? (multiple Physical Contact 2
response possible) Kissing 3




Mother-to-child- 4

Sharing sharp materials-------------- 5
Unprotected sex 6
205 How do we prevent Sexually | Abstained from sex 1
transmitted infections, Being faithful for boy/girl friend---------------- 2
including HIV/AIDS? By using condom 3
(multiple response Avoid sharing sharp materials 4
possible)
206 How do we prevent Abstained from sex 1
unwanted pregnancy? By using condom 2
(more than one response By using other modern contraceptive methods
possible) 3
I don’t know 4
Part I1I. Sexual behavior and related practices of youth in Addis Ababa, 2016
301 Have you ever had sexual Yes 1
intercourse? No 0 401
302 At what age did you first
have sexual intercourse? Age in completed years
303 Why did you decide to have | Attending night clubs------------ 1
sexual intercourse for the Chewing khat 2
first time? Forced 3
I got married 4
I was drunk 5
Love 6
Peer pressure 7
Personal desire 8
To get money 9
Watching porn video---------- 10
304 How many people in total
have you ever had sexual
intercourse in the past 12
months?
305 How many people in total

have you ever had sexual




intercourse in the past 1

month?
306 Have you ever used condom | Yes 1
during your sexual No 0 » 311
intercourse?
307 How often did you use Sometimes 1
Condom? Most of the time------------------ 2
Always 3
308 Have you ever use condom | Yes 1 —————P310
correctly? No 0
309 Which problem had been Condom tear off during sexual intercourse----1
encountered? Inappropriate insertion of condom------------ 2
Inappropriate removal of condom------------ 3
Other (specity)
99
310 Why have you used To prevent STIs/HIV 1
condom? To prevent pregnancy 2
(more than one response Other (specity) 99
possible)
311 If you have not used Ashamed to buy- 1
condom at all, or have not Decreases satisfaction/pleasure--------- 2
used it consistently what I trust my partner 3
was the reason? I was drunk 4
(multiple response My religion prohibits 5
possible) Not available 6
Partner refusal 7
Too expensive 8
others, specify 99
(Question 312-314 for male | Yes 1
312 respondents only) No 06— » 401

Have you ever had sexual
intercourse with commercial
sex workers during the last

12 months?




313

Have you ever used a

Condom when having Yes

sexual intercourse with No 401
commercial sex workers

during the last 12 months?

314 How often did you use Sometimes
Condom when having Most of the time------------------
sexual intercourse with Always
commercial sex workers?

315 (Question 315-322 for Yes
female respondents) No
Have you ever commertial
sex worker in the last 1
year?

316 Have you ever become Yes
pregnant? No >401

317 How old were you when you
were first become pregnant? | Age----------------- years

318 Did you ever have Yes 1
unplanned pregnancies? No 0

319 Have you ever aborted or Yes 1
stopped a pregnancy? No 0”401

320 How many times did you
have abortions?

321 Why did you abort or Fear of my family- 1
terminate the last To continue my education 2
pregnancy? It was unplanned 3
(multiple response It had been outside marriage 4
possible) Economical problems 5

Others (specify) 99

322 Where did you the last At public health institution- 1

abortion have? At private clinic 2
At abortionist house 3
Others, specify- 99

Part IV. Risk perception of youth in Addis Ababa, 2016




401 Do you believe you are at Yes 1
. ) o
risk of getting HIV virus? No 0

402 Do you perceive that alcohol | Yes 1
consumption can predispose | No 0
to HIV acquisition?

403 Do you believe that you will | Yes 1
get unwanted pregnancy? No 0

404 Do you think that unwanted | Yes 1
pregnancy can be No 0
significantly reduced by
using condom?

405 Do you believe that condom | Yes 1
use is a practical protective | No 0
option against AIDS?

406 Do you think that the Yes 1
chances of contracting STIs | No 0
can be significantly reduced
by having sex with only one
partner?

407 Do you believe that usinga | Yes 1
condom reduce sexual No 0
satisfaction?

408 Do you believe that condom | Yes 1
is too expensive? No 0

409 Are you confident to Yes 1

")
purchase and use condom? No 0

410 Can you convince your Yes 1

partner(s) to use condoms No 0

during sexual intercourse?

Thank you very much!




A%.0 ANN &LOCAA:

?m.q AL hAP:

PUNLHON MG HIPUCT hGA

NA4.0 AN WETT L7UTVR @ “I0hAT CoNL 17 ARTE @ONR 41017 hap b1l ARG
PAF @7 @371 ATITGF CFHIPE PATICE aov @ P

PTGk avldl PR

mas SOTAT:

N2 ANAAD- PONT “90hAT PN T ALTE @R 1°10Z- I

hao b0l A7RC CAF @7 @M1 hTLEemMrT ANAT A7G.[-8, 1% To-k ¢7LhYL Lo (AS.N ANN
euicot eUNLTAN ms TIPUCT (L PUNLTON MG CLUL-I°LP T4 N 1@+ (77 R(L &MY
Y- ¢TGk PG IATD @M T90hAT ¢ N7 (h 15-29 9Gavt) ALIE @ONR -7 havdin
ATRC PAF @ @ M3 711 I°7 LavN1AA PTLAD-7 ATITGT 1< AoH7 717 ¢9°me U/ T (HY
TG A A7 TATE/4 AT ATERPE ThNAT I°AT AT TOMT /A7 1@ @71/ (HY
TG AL oG hRIRS ¢017 +PAL MG IC +LLHD- ¢7Lhark T°1C 17 Naw AT PN
TQONAT PO T ALTE @R MLt hao it ATRC PATF @« 10067 I°7 AL LavN1d



A APt 2P TIAzPA-ap Bk 30 L£P 2T AL 2 TAA: (HY PR AL NI°U/ T ALRGI®
ATGUI° 122°Ck AL ALMPNIE (IHY TG+ AL NaoFGU/ T F°7I° ALY he ® PA@-I°I
ATG.0-I° @ “90hAT @LI° (1ap AL PG NAao- €2 T hTLOm ANt T
PI°FMN@-[I° Fop @ 1IC hETCIC: UAI° CI° Mm@/ @+ ool I°Nm.C- Rk C-hamNd jo-:
NG (& NOTPC T979° A LVT D ALTAICE 71/ 1ATE 0-° N8P L% 1T AL Pl avndel
Y- &P RE CAVThO T LAV 7ONTT TR ATLTav AN/ “779° A LU/ T AL TATO:
N.me® TLEP T I°H4 WA/ N175 @-9° LH PA ap @&k ¢TIR LT ao- (V[T ¢
Y@~ hHUI® OA4. hao B avd @-9° HU TG AL PAm AT ao-(1F AAV/Ti: NA Tk FA7T7 17210
ANECFAY AV ANC-CFATAD- CTLA 1014 ANT = TR hAU/T AU-F1 apm@P AT AAU/ 1T PATH
@LI° PG +apd.T1LD TI(L .My NTLNTAD ALLT an PP LFAA: ndh &« PC 0910364142

@29° h-"224: nigusiefetene2006(@gmail.com.

P14 LT L.PLE T P&

OA TGk NP A CTLLNAT TINLLE AG hAas I°7 ATLTL.mNP 1710 L& FAV=ATE.V)-I°
N5 @-9° LH I°h7 0147 ¢990DP 183 ALTCNT hPA aomPd av @M A7LI°TAG hPA
amPd Nao@- Nt Ar9° P 7h L HONE ¢1Aap L/ ao 807G @+ A1ANAT AL I°3I° ALYT 00T

ATLTILLLANT AL LT AV

NGk AaAtq 4.2 L% 1I[T17?

L O ®L TP TAD 1R L&/

2. A8 @L TP TAD TAFE L&]$

PA-aomP ey Ph4Lm- avlE (1NA 4-.C7

a8 o« eFONONNT ¢ / /

(PA-apmL e PHLL D avlE NAN &CTT PTLLLINND: I8 D 8.P L% '1k:7 avlivk:"7 1 @-)



001 ¢aomP+k avA P &TC

002 Ag¢.a: h/n+o7

T°OLA

003 9°e1: 1. eont+ “Fdohr TP Y,

@48 M g N

2. e om +mP L, CAU -

NGA A8 ao(14. 3P €210 avlE P T

4.k TeEP T

A9 AT G av AP AT

ANG

101 2

102 ALY/t Nav-A Gaot+ O
yo-?

103 eI F @ NLC ToAP: YU/T7?

—

AT

1

~C9°

AN o N

A m.

T

o O

AL S
NI — 99

104 TG o VR2ITT thi8
yIIt?

heAh 1
ao-(1A. I° 2

NOE =X 1T B 1100 o I A o SR 3
TCEEONI 7T hCOd: 29— 4

AA (£1A87) 99

105 eINF V-1 S

&t FAv- 1
e10/F 2
A LLFAV- 3

LA/ T 4

LT R A e R i G 5

106 QNG ao /G

AL 1




FFAAY/ T LAT? PAT® 0 —*»108
107 | ehed 2485U/17? haa
NG LAVY D
108 AU~ W77 IC - hO-AEI° @ALE IC------mmmmmmmmm- 1
I L Ld-? han-t DG 2
hask DG 3
hHam & DC 4
hePC ADé IC 5
NFR7
109 Pe@- NV I°7&7 1-? ao 70T (T F 1
L+ Aav(Lt 2
108,
2914\ 012 TP Né 4
49
- PA I°
110 | NA“7h% enann-u- foc N,
a7t jo-? NC

hGA U-AT: PAS.0 ANN @2 T NANAHC N FP T AG PATE.AT ACTIHG HLP PATF @) Ao-Pt

Aao %00 PTHIE av @ P

201 0A AQAHC (032 T hP 1
g/t o-P AU/ T PAI® 0 206
202 a % @y LT o[t hed | iY77 a0 19 1
v+ (hA7L (AL av I°LP hn.§ OAao- 22 T 2
LT AQ) h9°UCT N 3
1A L2 11C T 07770 4
203 | A ANAHC OS2 T AP 1
AT AR T/ 07 e I°C PAI® o r 206
av-ANG £ a0 7127
Jo-2AU/4 LT
204 O TG @7 a1 ANEL £ an Y& nege hh,
Fo-2AU/E AT (A7 NAL | NAhAR 7hh, 2
a J°LT LT AQ) NapAQg®
hAGT @L A% 4

AASTT 1C T7% NI av b I°




P [T e & A VA B B [ 20 3 2 — 6

205 | eAAHC OS2 T Moo &mA 1
h T AL ML K207 e I°C A7LE (lao J-apy 2
A7% T aohAhd LFAA? h729°% Naome I° 3
(hA7& QAL av gl £FAQ) | DASI° 7I1C 17 NI Nhao mb FO------- 4
206 LATE.AT ACTHG? A7 T N 3= 1
avhAhd LFAA? h7 2.9° ao b I° 2
(hA7& NAL avdnl aot it AdeT HaG R PN & avhAh €7 Nao mb I°
LFAd) 3
hAo-$I° 4
NG 200 PAS.0 ANN @M T @ANR AS -+ LT 40¢-+7 NFav At Aao S0 PHIE av S
301 ML) V7Rt A&CWITH | A2 1
@ oAU/ eage 0 401
302 Aao B avd f “LH. £114-N)
V7R OG0 0 Yav-t
Yao V[0 NC?
303 Aao B av € LH. P1N4-N) 7o hA-N aA-+-hd-FAhe---------------- 1
VYR AT L0 5 AP I°h
fon7ho-/tim AIJ°787 1@-? | 187 3
AMOE 4
MTE AN 5
GPC LHT
NALE 14t
271 GATE A0 8
17HA A7V 9
(1A (.95.¢ NAt+ao AhThe--------———-- 10
304 | 04T 12 @t hg°7 LUA
1@+ IC 71040 V7 Frt
ALLWIT7?
305 | nAd.o- 1 @C h9°7 fUA (@-
IC MNE-0) 17 Frr
ALLW/17?
306 1NL-0D V7R h® 1




ALLWNT/ANT LH h729° | eAT° 0 » 311
TP an?AGA?
307 h729° Ng°7% LUA £119°1 A9 LH
TP IV TP TLENG? AHG @ LH
U-A'LH.
308 h7 2.9°7% NAT0N- AP 1 —» 310
TP A[GA? s Vi 0
309 h7 27%9° ORIk eh729° avd L0 1
hamm+I°h/t I°7 AL b7 29°% AN AATT T AP -—-——mmmmmm e 2
¢ ATV INC? e me ao-0 17 h7L9° NANN-
ANTIND& 3
AA (8108 99
310 AI°7 8y Y- h7y 2.9° PANAHC N F2 17/ h T .0 .0L7
¢tmeIeho-/tio-? AaohAhA 1
(hA7& NAL avdnl a1t LATE.A1 ACTHS? AavhAhA -------- 2
2FAd) AA (£148°) 99
311 U-&\'LH. h7 2.g° Aao° M1 WGlo 1
9 md I°NTH LN ACHhI DATLP 70N 2
I°h7? O I°7e7 17 ALEeT NATTII°GT/ATTI° @<mmmmmm - 3
(hA7& NAL avdnl a1t mTF AANC 4
LFAQ) V&G E NATTLE.P L 5
h72.9° NAAT TV~ 6
A5 QAT P @™ [ % 7
NNM9° o-& AU 8
312 | (h312-314 ¢A T L2 hP
A@7 L5 NF) AT 0 > 401
OAE.@* A7& havi @O
WO kg A% IC 29104 0D
VYR RECI) Fo-PAU?
313 hts A IC 291NE 0D AP 1
VYR QLG hy L 9° PAI® 0 401
TmPanyA?
314 N9°7% PUA LH @ h7L29° | A7S78 LN

TP TIAU?

A (HG @7 “LH,




U-ALH. 3

315 | (h315-322 A oo T hP
AL T ) he 0
and.@« 1 Gaot o7 (15
A8l Ut GG
Fo-tPATI?

316 ACMHT F -k PAT? AL

eaze —» 401

317 AavBand @ LH. L1V Yao-t
AN Q7 INC?

318 LATE.AT ACTHS ADT I h® 1
PP A? eAI® 0

319 PRI QR LT/TIND L AL 1

I?
ALCTH - PAT PAI° 0 > 401

320 071 LH AN@L LT o-C8
1mnaoti?

321 Cav el @ &N NAAET 4.CF 1
ATC.PLT/ A8 OCE TI°UCE7 Aavdmi 2
et AI°Y Ly Y- LfaF+L NAINC 3

hI-NF o Naw P - 4
90127 NATFAT A CAhTTL T1C-----
AnA (8108 99

322 Cav el @y CRIN QR LT a0 CG b I° 1
1 J NG LLLNTI@-? ha h.alkh 2

0é4.C @071 3
AnA (£148) 99

NEA Al-T: PAS.0 ANN @M T ALTE @(N7 NavAht CAF @ AQTANA

401 ANhAV-7 OA®@- LH. AP 1
AR T AL L T DAELAD- PAI° 0
NAY/ T FO0AU/LLAT?

402 AAhA ao Ty ao - AL 1
AR LN NS LIANN eAI® 0
NAU/T FI°SAU/FAT?

403 PCATE.AT ACTHG A LITav™ | hP 1

2 TAA NAV/ T AanNV/ Tt

eAI° 0




Fo-P AU/ LAT?

404 LA1E.01 ACIHSGY h7 2.9° AL
Nao P I° avd N AI°
LFANNAV/T
FO0AU/NLAT?

405 Nh729° aom+I° Ah. €0 AL
Nt J anhAN P HL 1o NAD- AI®
LI°qTn?

406 ATE PRPC ALE NF AP
A79.5C N99£:4.°1 NANAHC PAI°
OS2 T Cao 0H ALAT
a1 LFAA NAV/T
F00AU/NLAT?

407 n729° aomd I° AChI7 AL
L+7A0 NAY/ T FI°cAU/1? | eAT°

408 ¢h729° ) NMI° @& - AL
NAV/ T FI°GAU/LPATI? PAI°

409 h729°% PH-U/ T aond I° AL

(?
T TAAU/ LAY e AgO

410 N 1NE-0D 17 R LH AP
7 29°7% Aaomed I° PAI°

225U/t “90any
TTAAU/ LAT?

NNI° havif1g AV




	ACKNOWLEDGEMENT
	LIST OF TABLES
	LIST OF FIGURES
	ACRONYMS
	ABSTRACT
	1. INTRODUCTION
	1.1. Background
	1.2. Statement of the problem
	1.3. Rationale of the study

	2. LITERATURE REVIEW
	2.1. Magnitude of risky sexual behaviors among youth
	2.2. Factors associated with risky sexual behaviors
	2.3. Study frame work

	3. OBJECTIVES OF THE STUDY
	3.1. General objective
	3.2. Specific objectives

	4. METHODS
	4.1. Study area
	4.2. Study design and period
	4.3. Population
	4.3.1. Source population
	4.3.2. Study population
	4.3.3. Inclusion and Exclusion criteria

	4.4. Sample size and procedure
	4.4.1. Sample size determination
	4.4.2. Sampling procedure

	4.5. Data collection method
	4.6. Measurement
	4.6.1. Variables
	4.6.1.1. Independent variables:
	4.6.1.2. Dependent variables:
	4.6.1.3. Operational definitions


	4.7. Data quality control
	4.8. Data analysis
	4.9. Ethical consideration

	5. RESULTS
	6. DISCUSSION
	7. STRENGTHS AND LIMITATIONS
	7.1. Strengths of the study
	7.2. Limitations of the study

	8. CONCLUSION AND RECOMMENDATION
	8.1. Conclusion
	8.2. Recommendations
	8.2.1. For general population
	8.2.2. For health care providers
	8.2.3. For programmers/policy makers
	8.2.4. For researchers


	9. REFERENCES
	10. ANNEXES

