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ABSTRACT

Background

Sexual and Reproductive Health problems that the young people are facing are not localized to one
geographic location or one part of the world. Worldwide, 15 million adolescents experience
pregnancy each year. Since most of these pregnancies are unwanted, young women tend to have
induced abortions, whether legal or not. Moreover, half of new HIV infections are observed in the
15-24 age groups. On top of this, studies about STI in adolescents show that the incidence is
increasing. Today, each year, one in 20 adolescents suffers from an ST1 other than HIV (1).
Objectives and methods

A cross sectional institution based study was conducted to assess the reproductive health needs
of high school students in Hossana Town. 422 study subjects were identified by using multi stage
sampling method. Data was collected using structured questionnaire, entered and analyzed using
EPI info and SPSS statistical program respectively.

Results

About 35.8%, of the respondents had experienced penetrative sexual intercourse and 59.5% of
the respondents reported that their first sexual intercourse had been unplanned. About 16.9% of
the respondents have more than one sexual partner. Among sexually active students, 45.7 % had
used condom during their first sexual intercourse as a means of preventing pregnancy and/or
STlIs including HIV/AIDS. Majority (70.4%) of sexually active female respondents have ever
been pregnant out of which 52.9% of them had induced abortion.

Conclusion

In spite of the students need to get SRH services, the school clinics are not providing their
services adequately. The health service delivery system should consider the special needs of
youth and work out comprehensive and effective policies and strategies to provide young people

with the services appropriate to their needs.
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1. INTRODUCTION

1.1 Background Information

Youth represent one of the main pillars of any society. Recent estimates indicate that 17.0% of
the global population, 20.0% of Sub-Saharan Africa and 17.9% of Ethiopian population is
composed of youth aged 15-24 years. In addition, 85.0% of the 1.2 billion adolescents worldwide
live in developing countries and comprise over a quarter of their population. Globally the young
are facing different SRH problems like unwanted pregnancy, unsafe abortion, STI including
HIV. But people who are young are usually mistakenly perceived as healthy and as if they are

not in need of special health services (1).

Young people face a realm of challenges during their transitional years and need information,
skills, opportunities, and services to make healthy choices. Meanwhile, health service providers
and caring adults also need information and skills to address young peoples’ concerns and
support them in their effort to maintain their health. With youth becoming an increasing
percentage of the population, this is a growing concern in the public health field. Today, youth
between the ages of 15 and 24 make up 50% of new HIV infections with an estimated 6,000
youth being infected every day. 70,000 adolescent girls die each year from pregnancy-related
complications. Different cultural norms around the world lead to early marriage and childbirth,
early age of sexual debut, a lack of communication between adults and youth, and limited access

to reproductive health services (2).

Ethiopia is a nation of young people — over 65% of its population is under 25 years of age and a
nation whose youth have profound reproductive health needs. Among the many sexual and
reproductive health problems faced by youth in Ethiopia are gender inequality, sexual coercion,
early marriage, polygamy, female genital cutting, unplanned pregnancies, closely spaced
pregnancies, abortion, sexually transmitted infections (STIs), and AIDS. Lack of education,
unemployment, and extreme poverty exacerbates and perpetuate the reproductive health

problems faced by Ethiopian youth (3).




Young people in Ethiopia also disproportionately suffer from the country’s unsustainable
population growth. Ethiopia’s population of 71 million is projected to increase to 173 million by
2050, becoming Africa’s second most populous country after Nigeria. This rapid population
increase will strain the government’s ability to provide health care and education to young
people and create conditions for even greater unemployment, poverty, and unrest. Besides
unsustainable population growth, the specter of AIDS hangs heavy over Ethiopian youth. HIV
prevalence is 6.6% in the adult population and a large proportion of new HIV infection occurs in
young people under 25 years of age. A sign at the entrance to Addis Ababa University proclaims
“Get Addis Ababa University Degree, Not HIV Positive Certificate (4, 5, 6).

Young people, having survived all childhood health problems, have been enjoying a relatively
low morbidity and mortality period in the past. At present, due to changing conditions due to
civilization, urbanization and life style, the health of adolescents is increasingly at stake.
Sexually transmitted diseases, HIVV/AIDS and other reproductive health problems are the greatest
threats to their well-being. However, despite the growing needs, there is no adequate health
service or counseling specifically suitable for this specific age group unlike children, mothers or
adults (7, 8, 9).

Factors for youth vulnerability to sexual and reproductive health problems are several and
complex, i.e. lack of awareness and lack of correct information about the risks of unwanted
pregnancies and STIs are more common among this group. Peer and other social pressures, lack
of skills needed to resist such pressures and to practice safe behavior, lack of youth-friendly
sexual health and counseling services, poverty, traditional/cultural norms that give young women
a low social position, and little power to resist persuasion or coercion into unwanted sex

predispose them to many risks (10).




In Ethiopia where approximately 40.0% of the population falls between the ages of 10-29 (11), a
considerable proportion of the youth practice unsafe sex and sex at early age (12). This was
evidenced in the study conducted among high school students in Addis Ababa, young students in
Gonder University, youth aged between 15 and 19 years in Harar town and Jimma where more
than 30.0% of the study population were sexually active (13). Besides, knowledge of the youth
about the modes of HIV prevention was found to be low. For instance, only 37.0% of women
and 63.0% of men in this age category know that one can protect himself/herself from HIV by

using condom consistently (14).

Adolescent reproductive health issues were given particular attention after the 1994 ICPD carried
out in Cairo. Ethiopia was one of the countries that have agreed and signed the ICPD program of
action. However, most sensitive issues like special health needs of youth were not properly
addressed in the health policy. Health services that exist in the country mainly provide services
for adults and children and youth friendly services are not existent. Though there are very limited
number of studies conducted based on school adolescents and street youth, most were carried out
in bigger urban centers. To date, little is known about the sexuality of school youth, in general
the reproductive health behavior of this group, whether they have access to health services and

information and, if so, to what extent (15, 16).

1.2. Statement of the problem

Ethiopia is one of the highest-ranking countries in reproductive health risk worldwide with a
maternal mortality rate of 1800 per 100,000 deliveries; trained personnel attend only 6 percent of
birth and 42 percent of pregnant Ethiopian women have anemia. Besides almost in all of the
countries rural areas, no clinical services tailored for young adults in the public sector though

young adulthood is a newly acknowledged life phase in many regions (17).




Generally, the youth Reproductive health issue in Ethiopia is characterized by the following:

There is great difficulty for unmarried adolescents in accessing to reproductive health

services.

Most of the adolescents are too embarrassed to attend an open family planning or
reproductive health clinic and they anticipate the negative attitudes they will experience

from clinic staffers.

Teenage pregnancies and adolescent ignorance of their sexuality and their reproductive
right.

Young women who become pregnant will be shunned by their parents and forced to leave

home
Schoolgirls who become pregnant rarely return to school whether they are married or not.
After pregnancy women’s decisions is mostly influenced by male partners.

Negative cultural practices coupled with poverty have a devastating effect on ARH of
young women and sexually Transmitted infections (STI) are another challenge for young
people in the country. And the problems will become aggravated if further actions are not
taken (17). As a response to the above-mentioned problems, this study seeks for potential
solutions as to how the problems can be minimized (if not alleviated) through creating
public awareness on youth reproductive health. Besides, it shows direction for providing

SRH services that can address the SRH needs of the students.




2. LITERATURE REVIEW

Reproductive health is a major concern of the young adult period, in part because young women
are reaching menarche earlier and, in some countries, marrying later. As a result, a significant
number of adolescents of childbearing age around the world are sexually active, and an
increasing proportion of sexual activity is occurring outside of marriage (10).

It is undeniable that today’s youth face more complex dangers than previous generations did. By
and large, in-school youth specially reside in a separate compound and are usually away from
their parents, which may expose them to many Sexual and Reproductive Health (SRH) problems
even worse than other out of school youth. Moreover, in-school youth would have serious
concerns in areas like love, relationship and physical health problems; academic and school
related problems; and serious psychological concerns (18).

Adolescence is traditionally regarded as a period of relatively free of health problems (19).But
health is clearly more than the lack of illness. That is, in addition to surviving it also
encompasses thriving (20). Long-standing views of adolescent as period of optimal physical
health and therefore topic undeserving of research attention have been challenged by recent
empirical reports (21). The dramatic biological changes that accompany this transition are
essentially the same as they have been for millennia, but the social context in which they occur is
very different from earlier times and continues to change rapidly (22). Changes in the economic
structure, the media and the community have all affected the way youth live and interact with
peers and with the rest of the society. The reasons for this rising interest include an increased
focus on education and concern about industrialization of developing countries, which has
disproportionate impact on young people. Moreover, social environments like the existence or
lack of favorable policies, attitudes and norms including religious and cultural beliefs; relations

with family, friends, and other adults have important implications on youth health (23).




In addition to social changes that influence youth RH, there are several individual behavioral
factors. Youth frequently participate in behaviors that place their health at risk or impair their
social competence, often called risk taking or health compromising behaviors. Risk taking
behaviors relatively common among youth include early and unsafe sexual activities, premarital
sex, having multiple sexual partners, use of alcohol and drugs, violence and school
underachievement and school dropout (24).

2.1. Sexuality of the youth

One of the most sensitive issues associated with youth is sexuality. They receive inadequate
educational guidance and services that help them make the transition to adulthood. Often they
are denied complete access to reproductive health information and services. With their limited
knowledge about their bodies and their sexuality, they are vulnerable to sexually transmitted
diseases and infections including HIV/AIDS, substance abuse, sexual exploitation and violence.
Girls are further vulnerable and face higher risks due to their lower educational status and
inability to negotiate on issues related to reproductive and sexual health (25, 26).

The lives of millions of youth worldwide are at risk because they don’t have the information,
skills, health services and support they need to go through sexual development during
adolescence and postpone sex until they are physically and socially mature, and able to make
well-informed and responsible decisions. The main issues in adolescence sexual and
reproductive health include sexual development and sexuality including puberty, sexually

transmitted diseases/HIV/AIDS and unwanted and unsafe pregnancies (27).

Initiating sexual activity is a natural transition made nearly by all humans. Nevertheless, it is not
the occurrence of this transition but its timing and the circumstances under which it occurs that
has significant implications. Young peoples’ sexuality and its squeal is a major public health
concern all over the world (28). Many young people engage in sexual activity before marriage

and do so at early age often without any protection against pregnancy or STlIs (15).




Health surveys and social studies conducted in different parts of the world, in recent years have
indicated that, in many countries, most teenagers (60.0% to 70.0%) are sexually active (29). A
study conducted in Nazareth high schools have showed that 24.0% of respondents reported
having experienced sexual intercourse, with 60.0% reported having had their first sexual
experiences between the ages of 15 and 16 years (15). The findings from out of school youth in
Ethiopia have showed that the rate of sexual activity is relatively higher (42.0% to 55.0%)
among out of school adolescents than high school students (16, 26, 30).

Sexuality is a pivotal component of adolescent development and the hallmark achievement of
adolescent sexuality is the establishment of intimacy with another human being (27). No matter
how much adults might like to ignore it, sex has great meaning in the lives of youth, whether
they have had any sexual experience or not. Adolescents are becoming sexually active at
increasingly earlier ages. It has been extensively documented that premarital sexual intercourse
is relatively common in many industrialized nations, with the majority experiencing their sexual
debut during their teen years. In untied states, for example, approximately 70% of women have
had intercourse by the age of 18 years (20). In another study in the same country, 18% of 15
years old, 28% 16-year-old females are sexually active, representing increases of 24% and 34%

respectively from the early 1970s (22).

2.2. Sexually transmitted infections and HIV/AIDS

The AIDS epidemic in Ethiopia is a generalized one, though the HIV prevalence rate in the
general population is far less than in many other Sub-Saharan countries of Africa. Data from 34
sentinel surveillance sites across Ethiopia indicate a national adult HIV prevalence rate of 6.6%
with an estimated 2.2 million persons living with HIV/AIDS in 2001.Ethiopia is now among the
most heavily affected countries, with 10% of the world’s HIV infections (the sixth highest in the
world). The highest prevalence of HIV is seen in the group 15-24 years of age (12.1%). Data
show that the number of females infected between 15-19 years is much higher than the number
of males in the same age group. This discrepancy is attributable to earlier sexual activity among

young females with older male partners (5).




Sexually transmitted diseases, including HIV/AIDS, pose serious threats for all sexually active
people, but they constitute a particular risk to young people due to physical, psychological and
social factors. Often, young adults do not understand how to protect themselves against sexually
transmitted diseases. Because most societies frown on premarital sex, young people may be
embarrassed to seek help and may be turned away if they do (31).

A more accurate indicator for trends of HIV infection may be STI rates, since behaviors
associated with the acquisition and transmission of STIs are identical to behaviors associated
with HIV transmission (16). As of 2001, an estimated 40 million adults and children around the
world were living with the HIV and 28 million alone in Sub-Saharan Africa. The majority of
new infections in the developing world are among young adults. Every minute, five people under
25 years are infected with HIV. Millions more have little or no knowledge of the disease and

don’t know how to protect themselves or take measures to prevent the spread of the disease (32).

AIDS challenges our ethical and moral foundations as no other disease has ever done (33).
HIV/AIDS outranks every other disease as the top killer in Africa (34). The continent has lost
nearly 15 million people to AIDS since the early 1980s. An estimated 860000 children in sub
Saharan Africa had lost their teachers to AIDS in 1999, 51000 of them were Ethiopian children.
In our country, out of cases officially reported to WHO in 1998, 5% (2% of males and 10% of
females) were adolescents (35). This figure raised to 44 % among those aged 20-29. As the
report from the MOH in 2000 indicated the peak ages for AIDS cases are 20-29 years for

females and 25-34 years for males (36).




Family members lack appropriate information on the causes of HIV/AIDS and the risk faced by
young people, especially girls. In addition, parents rarely discuss sexual matters with their
children and how to avoid unsafe behavior. Families may promote discriminatory and harmful
traditional practices involving adolescent girls that increase the risk of contracting HIV (37).
Denial remains one of the problems with regard to youth and HIV and AIDS. The assumption
that HIV and AIDS is somebody else’s problem is common. Perceived risk of encountering HIV
and AIDS has been remained very low among youth. Lack of youth friendly facilities coupled
with the stigma associated with HIV and AIDS discourage most youth from finding out their
HIV status. Without adequate information and the requisite skills to protect themselves, youth
are among the most vulnerable group susceptible to sexually transmitted infections (STIs) and
HIV infection (37).

2.3. The practice of condom use

Studies widely report that condoms are understood to diminish sexual pleasure and are
inconvenient to use (16, 38). Perceived negative consequences are among the most frequently
reported reasons for nonuse in Ethiopia. Fear of reduced sexual pleasure and perceived
unreliability of condoms because of presumed susceptibility to tearing and slippering off during
intercourse have often been cited (15). Studies conducted in Afar (Dubti) and Eastern Gojam
reported that 53.6% and 64.6% out of school youth do not use condom consistently and urban
out of school adolescents used condom better than rural out of school adolescents during their
last sexual intercourse in Eastern Gojam (1.3% Versus 30.6%) and in South Gondar none of

them reported consistent condom use during commercial sex (16, 26, 39).




A study conducted among high school students in Addis Ababa revealed that only 43.2% of the
sexually active ones knew about condom on their first coital encounter and a small proportion,
17.6% of them used it on their first sexual encounter (40). A study in northwest Ethiopia, found
that 45.7% of rural high school adolescents were found using condom (41). Survey on out of
school youths in Bahir Dar, revealed that 30.5% of youths were using condom (42). Similarly, a
study on out of school youth in Awassa, revealed that only 27.6% of the sexually active
adolescents used condom during their most recent sexual intercourse while their knowledge
about HIV/AIDS was found to be 90% (43).

A recent study among out of school adolescents in Addis Ababa found that 57.2% study subjects
reported having had used condom (44). Negligence, embarrassment in buying from shops and
pharmacies, lack of knowledge about its importance and fear of reduced sexual pleasure are
frequently mentioned in these reports as reasons for non use of condom (43, 45).

2.4. Contraception

Access to modern contraceptive methods is still sorely limited for adolescents, perhaps more
importantly though, several cross-sectional studies reported inaccurate and low levels of
knowledge about modern methods and relatively high levels of knowledge about methods for
inducing an abortion. Many of the studies recommended improved sexual health education or
family life education and the wider availability of Youth Friendly family planning services in
places where young men and women congregate. The importance of these recommendations for
the prevention of unwanted pregnancy cannot be overlooked; however, it is also necessary to
address issues of legal and induced abortion among young people if we want to save lives.
Intervention research that tests the operational effectiveness of new community-based programs

and learning instruments will become even more salient in the future (46).
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Young people, especially those unmarried, seldom use contraception. Sexually active single
young people who have sex with a steady partner often claim that intercourse is not the result of
premeditated or conscious decisions but just “happens”, so they are unlikely to be prepared with
contraception . In addition, many young people have limited knowledge of contraception. Ability
to name one or more contraceptive methods does not necessarily mean knowledge about use or
source of supply. Many young men believe that the use of condom violates their beliefs, causes

“weakness” or hampers sexual pleasure (47).

A study conducted to assess determinants of contraceptive use among urban youths in Ethiopia,
reported that there is a large discrepancy between knowledge and actual practice of
contraception. In this study the most widely (90%) known contraceptive method among sexually
active male respondents was condom while pill was the most (87%) widely known among
females. However, only 15% of males and 39% of females had used condom and contraceptives
respectively. Most adolescents mentioned, fear of side effects, believe that pregnancy could not
occur particularly at first coital encounter; partner opposed, and desire to have children to be the

most important reasons for not using modern contraceptives (48, 49).

2.5. Early marriage, pregnancy and abortion

In developed countries the issue of early marriage is not the case. The trend over the past
decades, in United States, has been towards increasing births outside marriage. In 1970, 30% of
all births to adolescents occurred outside of marriage, this figure has now risen to 67%. In rural
community in USA, 20% of girls became pregnant as teenagers and 12% were mothers before

age 20 while in the suburban community there was virtually no adolescent child bearing (24).
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To the young mother, pregnancy can be a health risk. A young woman is usually not ready for
childbirth until she is at least 18 years old. Yet approximately 15 million young women ages 15
to 19 give birth every year, accounting for more than 10 per cent of all babies born worldwide.
Pregnancy is much more dangerous for teenagers four times riskier than for 25 to 29 year olds.
For girls aged 10 to 14, maternal mortality rates may be five times higher than for women in
their early twenties, and their children are also more likely to fall sick or die in infancy.
Biological and socio-economic factors, including physical immaturity, poverty, lack of education
and lack of access to appropriate medical care, increase an adolescent's risk of pregnancy-related
complications. Very often, young pregnant women face severe social problems. Many girls find
themselves mothers on their own without responsible fathers for their child. Women who
become mothers during their teens generally end up with less education and fewer job
opportunities. This, in turn, exposes them to greater risk of poverty. In a minority of cases, this
may also work the other way around: getting pregnant and being supported by a man can be a

survival mechanism for a poor, uneducated woman (50).

One of the great health problems of adolescents is too-early pregnancy. Women in Algeria,
Bangladesh, Ethiopia, Indonesia and Nigeria who become pregnant when aged 15-19 ran a
greater risk of dying, sometimes twice as high as those in their twenties . Demographic health
surveys of 11 Sub-Saharan African countries showed, in many cases, sexual experience precedes
marriage. Early marriage is particularly common in Mali, Mozambique and Uganda. In Mali,
70% of young women first married before age 18. In all of the countries surveyed, more than one
fifth of recent births were being reported as unintended. Similarly, in Ethiopia, unintended
pregnancy was found to be 15% in Harar, 30% in Gondar and 50 % in Koladiba around Gondar
(30, 41, 51).
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A study conducted in Addis Ababa among youth reported that 50% female respondents were
pregnant in the past, of which 74% end in illicit abortion. In another study conducted in southern
Ethiopia, the lifelong prevalence of teenage pregnancy among adolescents was estimated to be
37%. Though these may not be representative, a study done to assess induced abortion and
prevalence of STDs and contraceptive behavior among abortion cases in Gambella Hospital
revealed that all of the induced abortion cases were less than 30 years of age. Similarly out of
148 abortion cases admitted to Debremarkos Hospital from July 1999 to June 2000, 140 (94.6%)

were induced abortions under 30 years of ages (52, 53, 54).

Similar to most developing countries, in Ethiopia, abortion remained illegal for several years but
now improved according to article 551 of the Penal Code of the FDRE. Hence, young women
resort to illicit abortion to terminate unwanted pregnancies with great risks to their health.
However, actual data on the prevalence of illegal abortion is difficult to collect, to date; the most
comprehensive study on abortion in Ethiopia was conducted in 1993. The study collected data
from 5 hospitals in Addis Ababa during a period of 9 months. Finding revealed that there were a
total of 1603 induced abortion cases, of which 15.0% occurred among women under age of 15
years; 31.0% occurred among women aged 16 to 20 years; and 62.0% occurred among women
16 to 25 years. Forty five percent of the abortions were among single women, 42.0% were

among women with only a primary school education or less (32).
2.6 The SRH problems of young people

The different SRH problems that the young are facing are not localized to one geographic
location or one part of the world. Worldwide, 15 million adolescents experience pregnancy each
year. Since most of these pregnancies are unwanted, young women tend to have induced
abortions, whether legal or not. According to WHO projections, nearly half of the induced
abortions occur under unsafe conditions. Moreover, half of new HIV infections are observed in
the 15-24 age groups. On top of this, studies about ST1 in adolescents show that the incidence is

increasing. Today, each year, one in 20 adolescents suffers from an STI other than HIV (1).
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This is also true in Africa. In a rare study conducted in Morocco, 40.0% of STIs recorded were
among young adults aged 15 to 29, putting the estimated number of new infections among this
age group at 240,000 per year (9). The poor knowledge that the young have and their risky
sexual practices would add fuel to the already existing fire. The 2005 DHS in Egypt revealed that
only 18.0% of married women aged 15 to 24 had heard of Gonorrhea, Syphilis or Chlamydia.
And it is only in 4 out of 19 Sub-Saharan countries, where more than 10.0% of unmarried

adolescents use modern contraceptives (1).

The situation in Ethiopia is not different from that of other countries mentioned above. In a study
conducted to investigate young people’s SRH needs and utilization of services in selected
regions of Ethiopia, a considerable proportion of young people were found to be practicing risky
behavior: about 39.2% reported having had sexual intercourse and 7.6% of them had early sexual
debut before the age of 15 years. Moreover, 45.1% acknowledged having had more than one
sexual partner, 15.8% admitted having had sexual intercourse with commercial sex workers, and
34.9% reported having had reproductive health problems, of which 28.7%, 24.1%, and 45.1%

claimed to have had unwanted pregnancy, abortion and STI, respectively in their life time (1).
2.7. Health service utilization of adolescents and their preferences

Viewing adolescents as specific group with their own needs is a relatively recent practice,
especially in developing countries. Young unmarried people in the past were not expected to
need reproductive health services. If young women —no matter how young — were married they
received the same services as older women, except no body assumed the young women need
pregnancy prevention. Adolescents avoid using existing RH services for a variety of reasons,
including policy constraints, operational barriers, lack of information and feeling of discomfort.
Laws in many countries restrict access to certain kinds of health services according to age,
marital status, or both. Operational barriers like inconvenient hours of operation, lack of
convenient transportation and high costs of services were considered the most important reasons
adolescents avoid using existing health services even though policies allowed them to use.
Moreover, current programs and health personnel in many developing counties are usually ill
equipped to reach and assist such young people (55).
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A need assessment report among NGOs in Ethiopia involved in RH revealed that with few
exceptions, health care providers and social sector professionals agree that the existing health
care services do not meet the needs of today’s young people. Few studies conducted on service
utilization patterns of adolescents in the country revealed the same fact. An interview of students
at Bahir Dar provides reasons why their friends do not seek RH information or services: shy,
shame, or believe that it is against the traditional culture think or unaware of services available
were reported to be the major ones. As school adolescents in Addis Ababa had mentioned, fear
of being seen by parents and others, embarrassment at needing RH services and expensive
services to be the major barriers to use RH services by adolescents. In addition, 70% of them
preferred special hours for adolescents, 44.3% young provider of the same sex and 53% special
discount on service fees for adolescents. It was also found that the concept of RH had not
properly understood by health care providers and health administrators at different positions in
the country (56).

2.8. Major youth focused activities in Ethiopia

Provision of a package of youth-friendly services including VCT in the youth centers: This
service includes counseling services, diagnosis and treatment of ST1, provision of diagnosis and
treatment of opportunistic infections, skill building training. This service is available for youth in
six youth centers in Addis, Gonder, Dire Dawa and Jijiga (37).

Building the capacity of in-and out-of-school youth groups: Several youth focused capacity
building endeavors have been underway. Such capacity building activities have enabled wider
majority of youth to actively participate in various youth development and HIVV/AIDS prevention
and control activities. The various capacity building strategies include:

* Youth group management and leadership to Anti-AIDS club (AAC) leaders.

* Peer education and life skills training in all regions;

* Youth programming training to club leaders to ensure youth to claim their rights, make
informed decisions, draw programs that concerns them and take steps to participate in various
interventions;

* Training on VCT for youth volunteers to avail counseling services at community level,
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* Establishment of networks among Anti-AIDS youth groups to promote cross fertilization of
experiences;

» Development of standardized training materials on life skills and peer education, youth
programming, youth focused VCT; and

* Operational researches on youth and youth clubs, which feeds in to programming (37).
Building the capacity of coordinating counterparts: Creating conducive environment for
youth involvement requires advocacy and capacity building of stakeholders working with and for
youth. To this effect, a number of activities have been supported by UNICEF and implemented
by counterparts at national, regional and woreda levels. These include:

* Series of advocacy activities for partners and the public at large in the form of

panel discussions, media briefing and public gatherings to promote the need to involve youth in
various forums;

* Youth programming training have also been provided to partners to better equip them with
skills that may help them to draw youth focused plans of action; and

* Provide opportunities to get first hand experiences from other countries with regard to youth

programming (37).
2.9. The SRH of students in high schools

Sexuality and Reproductive Health/HIV education are often controversial because some
individuals believe that talking about sexuality in schools may increase sexual activity. However,
according to two exhaustive reviews of studies by the World Health Organization (WHO) and
the United States National Campaign to Prevent Teenage Pregnancy, sexuality education
programs do not lead to an increase in sexual activity among young people. Even more
encouraging, the reviews found that effective SRH/HIV education in schools can result in
delaying first intercourse or, if young people are already sexually active, increasing use of

contraception (57).
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The need to provide SRH services to this segment of the population necessitated to take special
measure by countries like Iran and Tunisia. Iran has gone further in developing an age
appropriate reproductive health curriculum for senior high school students, which also requires
all university students to take a course on population and development that includes some aspects
of reproductive health. Across the region, high schools and universities are beginning to take on
extra-curricula activities on HIV/AIDS education, for example, by establishing anti-AIDS clubs
(55).

In Ethiopia, very little is done to address the SRH of students in high schools and universities.
According to a qualitative research conducted in four government universities of Ethiopia, many
students of the higher learning institutions are not well aware of RH issues. Those who are
marginally aware of the issues believed that unwanted pregnancy, abortion and STIs including
HIV/AIDS, are among the RH problems affecting many students. It was also stated that, despite
the high prevalence of the problem, the absences of appropriate health care and other related
interventions and the tendency to keep reproductive health secret, are the most important factors

that have aggravated the health problems of students (58).

In summary, though adolescents are considered by the societies relatively disease free, they are
at greater risk of various health problems, like early and unsafe sexual activity, unintended
pregnancy, STDs and AIDS. There are also several misconceptions abound concerning
HIV/AIDS, pregnancy, condom and contraceptive. Moreover, they lack adequate sexual and RH
information to make appropriate decisions. There are rapid social changes resulting in decreasing
age at menarche, increasing age at first marriage, unemployment and urbanization. There are also
western cultural diffusions and erosions of traditional cultures in the developing world all of
which have a disproportionate effect on the adolescents’ health. Due to fear of social disapproval
and lack of convenient health services for them, only very small numbers of adolescents were

found utilizing health services in many developing countries (56).
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2.10. Significance of the study

Addressing the reproductive health preferences of youth to the different attributes of health
services and ensuring supportive environment from parents and relevant others ensuring the
involvement of youth together with the community and government agencies in planning,
implementation and evaluation of interventions meant for them should be a prerequisite for the
successful implementation of youth reproductive health services . But there are very limited
number of studies conducted based on school youth to address their reproductive health needs.

Although there are lots of students joining high schools, the in-school RH services are given
unsatisfactory attention while health is believed to be a backbone for the production of fruitful

generation.

Therefore, this study serves as an input to the efforts that show the RH needs of youth attending
their high school studies at Hossana town and guides the ways of providing RH services that are
comprehensive and friendly to this group. In addition, the study gives an insight to the
opportunity of addressing lots of youth concentrated in one geographical area that is High school

campus. Moreover, the study will serve as baseline information for further studies.
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3. OBJECTIVE OF THE STUDY

3.1 General objective

>

To assess the reproductive health needs of high school youths in Hossana town.

3.2 Specific objectives

>

>
>
>

To assess knowledge, attitude and practice of high school youths on RH issues

To determine RH problems and service needs of high school youths

To assess health service utilization patterns and preferences of high school youths.

To describe socio- cultural factors influencing reproductive health needs of high school

youths
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4. METHODOLOGY

4.1. Study area

The study was carried out in Hossana city administration, the capital of Hadiya zone, SNNPRG.
Hadiya zone is one of the 13 zones in the region and is located 230 kms away from Addis Ababa
and 200kms away from Hawassa, the capital of SNNPRG. Hadiya zone has a total area of
3542.6km? and rainfall of 15632-46597 mm. The zone has a total population of 1,243,776, out of
which 618,245(49.7%) are males and 625,531(50.3%) are females. Hadiya zone is bordered by
Gurage in the north, Kambata Tembaro in north-east, Silte and Alaba special woreda in the
north-east, and Oromo and Yem special woreda in west and north-west (59).

The capital of the zone, Hossana, was selected to represent the urban community for this study
because it is the largest town in the zone and it has large number of school adolescents due to
various reasons. One of these reasons may be that it may serve as home for rural migrants of the
zone. The total population of the town is 54, 231, out of which 26,676 are males and 27,555 are
females (59).

There are two high schools (Yekatit 25/67 high school and Heto high school) and one
preparatory school in Hossana city administration. The total number of students in both high
schools (Yekatit 25/67 and Heto high school) is 6731, out of which 3205(47.6%) are males and
3526(52.4%) are females (59).

4.2 Study design and period

School based cross sectional study was used to assess the reproductive health needs of youths in
high schools from September 2009-June 2010.

4.3. Source and study population

The source population of the study was all high school students in Hossana city administration.

The study population was youth (age 15 to 24 years) attending high schools at the time of study.

Inclusion criteria: Those students in the age group 15 to 24 years and attending regular day
schools at the time of the study. Although, the WHO definition of youth includes all young

people within the age group 10 to 24 years, almost all of the high school students are >14 years.

20




Exclusion criteria: Those students whose age is <15 years and >24 years, students attending
night schools, school dropouts, and students who have not been willing to give an informed
consent.
4.4. Sample size determination
Sample size for the quantitative study was computed based on the formula for single population
proportion.
n= Z°P (1-P)
d2
Since the prevalence of the knowledge of the reproductive health needs among study subjects is
not known from previous studies, the value of p was assumed to be 50.0%. A z-value of 1.96 will
be used at 95% CI and d of 5% (n=sample size, p= proportion, d= tolerable margin of sampling
error).
Therefore;  n=(1.96)>x 0.5 (1- 0.5) =384
(0.05) 2
With adjustment for non-response (10% contingency), the final sample size for exit interview
was: 384 + 0.1(384); which equals to 422.

4.5. Method of sample selection

The two high schools (Yekatit 25/67 and Heto high schools) in Hossana city administration were
the study schools. There were 5827 students (males=2708, females=3119) in Yekatit 25/67 high
school and 904 students (males=497, females=407) in Heto high school. The schools were
grouped in to two (grade 9 and grade 10) of each consisting sub-groups (sections). The sample
size for the study, 422 was divided and allocated to each high school according to the principle
of probability proportional to size. Which means, high school that was found to have large
number of students, based on the measure of size, was given greater probabilities. Finally, group
(grade 9 or grade 10) in each high school that was found to have large number of students was
given greater probabilities and sub-groups (sections) were randomly selected from each high
school. Accordingly, 365 students were selected from Yekatit 25/67 high school and 57 students
were selected from Heto high school making a total of 422 study subjects. Generally, a multi-

stage sample technique was applied to undertake this study.
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4.6. Variables

4.6.1. Independent variables

Age

Ethnicity

Religion

Sex

Marital status
Socioeconomic status
Educational status

Service fee

4.6.2. Dependent variables

Reproductive health needs

Reproductive health service preferences and utilization

4.6.3. Operational definitions

Adolescents: All young people in the age group 10-19 years (60).

Reproductive health: A state of complete physical, mental and social well being not
merely absence of disease or infirmity, in all matters relating to reproductive system and
its functions and processes (61).

Reproductive health needs: perceived and unperceived health needs related to sexuality,
contraception, pregnancy, STDs, HIV/AIDS, access to services and reproductive health
information (61).

Reproductive health service preference- the reproductive health services provision

modalities and service types that students would like to get (61).
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e Sexual and Reproductive Health (SRH): in this study it refers to the reproductive
health in relation with HIV/AIDS, STI, Family Planning, Abortion and Gender Based
Violence (61).

e Youth: All young people in the age group 10-24 years (60).

e Youth-friendly services: are services with policies and attributes that attract youth to the
facility or programme, provide a comfortable and appropriate setting for youth, meet the
needs of young people and are able to retain their youth clients for follow up and repeat
visits (37).

4.7. Data collection instrument

After review of relevant literatures, a great number of questions that can address the objectives of
the study were gathered and adapted from previous similar studies and other materials.
Standardized Illustrative Questionnaire for Interview-Surveys with Young People developed by
John Cleland was modified and used in the study. The questions and statements were grouped
and arranged according to the particular objectives that they can address. Then, the first draft of
the questionnaire was produced and submitted to the advisors for comments. Valuable
suggestions were taken from these individuals to improve the instrument. Accordingly,
redundancy, vagueness, and logical flow of the questions were corrected. After extensive
revision, the final version of the English questionnaire was developed. An individual who has a
very good ability of both English and Amharic languages translated this final English version to
Ambharic. Another individual of similar ability then translated the final or the agreed Amharic
version of the questionnaire back to English with the first to see consistency in the content of the
instrument.

4.8. Pretest and data quality assurance

For validity and reliability of the questionnaire, data collection instrument was piloted on 5% of
the students in Wachamo preparatory school before being applied to the study subjects. The
quality of the data to be collected was assured by checking all questionnaires at the evening of
the date of collection for its completeness and unclear items were written in clear and easily

understandable language by the principal investigator.
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4.9. Data processing and analysis plan

Data cleaning and entry was carried out by the principal investigator using Statistical Package for
Social Sciences (SPSS) version 12.0. Descriptive and analytic analysis was computed with

summary frequencies, tables, figures, crude and adjusted OR using EPI INFO software.

4.10. Ethical consideration

Ethical clearance was obtained from the ethical review committee of the Centralized School of
Nursing, Medical Faculty of AAU. A letter of support from the Centralized School of Nursing
was given to the Hossana city education office and selected high schools in Hossana city
administration where the study was conducted. A consent form and information sheet translated
into Amharic was attached to the self-administered questionnaire and the students were
instructed to carefully read the consent and sign.

5. DISSEMINATION OF THE FINDINGS

The result of the study was submitted to the Centralized School of Nursing, AAU, Hossana city
administration education office, Hadiya zone so as to inform the output of the study which would
have important contribution for the program improvement. There was also presentation of the

study to parties interested and possibly for publication.
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6. RESULTS

6.1 Socio-demographic characteristics

A total of 422 students participated in the study. The non response rate was 19 (4.5%). The

majority 228 (56.6%) of the respondents were females. Most 240(59.9) of the respondents were

found to be aged 16-20 years. The religious affiliation of the respondents was dominated by
protestant 258 (64.7%) and most of them 255 (64.5%) belonged to Hadiya ethnic group.
Majority 347(86.7%) of the respondents were single. The detail on sociodemographic

characteristics of the respondents is illustrated in Table below.

Table 1. Sociodemographic characteristics of the respondents (n=403), Hossana, 2010

Characteristics

Sex
Male
Female

Age

Less than 16 years

16-20 years
21-25 years
Religion
Protestant
Orthodox
Muslim
Others
Ethnicity
Hadiya
Ambhara
Oromo
Tigre
Others

Frequency

175(43.4%)
228(56.6%)

150(37.4%)
240(59.9%)
11(2.7%)

258(64.7%)
82(20.6%)
30(7.5%)
29(7.3%)

255(64.5%)
67(17%)
16(4.1%)
7(1.8%)
50(12.6%)

25

Total

403

401

399

395




Marital status

Single

Married

Divorced

Widowed

Others

Level of education
Grade 9

Grade 10

Monthly income

Less than 50 ETB

50-100 ETB

101-200 ETB

Greater than 200 ETB
None

Do you ever go to clubs?
Yes

No

Do you ever drink alcohol?
Yes

No

Do you ever smoke cigarette?
Yes

No

347(86.7%)
18(4.5%)
9(2.3%)
8(2%)
18(4.5%)

222(55.4%)
179(44.6%)

70(17.9%)
21(5.4%)
10(2.6%)
17(4.4%)
272(69.7%)

255(66.4%)
129(33.6%)

26(6.9%)
349(93.1%)

10(2.7%)
367(97.3%)
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401

390

384
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6.2. Source of information on SRH issues

Health professionals were found to be the most common source of information on sexual and
reproductive health issues for the respondents 195(51.5%) followed by school teachers
70(18.5%), parents or family members 39(10.3%), friends 30(7.9%) and mass media 29(7.7%)
respectively. Majority 234 (61.1%) of the respondents have reported that it is easy for them to
talk about sexual and reproductive health issues with their parents and 225(57.3%) of the

respondents have ever discussed sex related matters with their parents.
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Figure 1. Shows common sources of information on SRH issues for high school students,
Hossana, 2010

6.3. Reproductive Health Need Assessment, Health Service Utilization and Preferences of
high school students in Hossana

The students were asked the most common SRH problems that students in their compound are
facing. Majority 195(46.9%) of the respondents have reported that sexually transmitted
infections including HIV/AIDS were the most common reproductive health problems that the
students are facing followed by unintended pregnancy 124(29.8%) and gender based violence
74(17.8%) respectively.
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Figure 2. Shows common RH problems of high school students, Hossana, 2010

Majority 252(62.7%) of the respondents would like to get information and education on
reproductive health. About 70(17.4%) of the respondents would like to get diagnosis and
treatment of sexually transmitted infections. The type of reproductive health services that
students would like to get is illustrated in the graph below.
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4 Figure 3. Shows RH services that high school students would like to seek, Hossana, 2010
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Majority 330(86.4 %) of the respondents have claimed that there are no clinics in the school
compound and about 295(73.9%) of the respondents have visited clinics outside school
compound to seek SRH services. About 49(49.5%) of the respondents have said that they prefer
to seek care outside because of the availability of qualified health professionals. Most
138(36.8%) of the respondents would prefer young providers of the same sex to be RH service
providers. The detail on RH service need assessment, service utilization and preferences is
illustrated in the table below.

Table 2. RH need assessment, service utilization and preferences of high school students,
Hossana, 2010

Characteristics Frequency  Total

Common RH problems of the students:

STls including HIV/AIDS 195(48.4%) 403
Unintended pregnancy and unsafe abortion 124(30.8%)
Gender based violence 74(18.4%)

Others 109(2.4%)

RH services that students would like to seek:

Information and education on RH 252(62.7%) 402
Diagnosis and treatment of STIs 70(17.4%)
Provision of contraceptives 36(9%)

Abortion care 26(6.5%)

Others 18(4.5%)

Is there clinic in the school compound?

Yes 52(13.6%) 382
No 330(86.4%)
Students who have visited school clinic:

Yes 43(12.6) 342
No 299(87.4%)
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Reasons for visit of school clinic:

To get condom 7(17.9%) 38
To get RH information 14(35.9%)

For treatment of STIs 13(33.3%)

For abortion care 1(2.6%)

Other 4(10.3%)

Students who have visited health institutions other than
school clinic for RH services in the past 12 months:

Yes 104(26.1%) 403
No 295(73.9%)
Reasons for visiting health institutions outside the school

compound:

For confidentiality 6(6.1%) 99
Free services 22(22.2%)
Availability of qualified health professionals 49(49.5%)
Convenient working hours 12(12.1%)

Others 10(10.1%)
Preferences of RH service providers:

Young providers of the same sex 138(36.8%) 375
Young provider of any sex 114(30.4%)

Adult provider of the same sex 37(9.9%)

Adult provider of any sex 51(13.6%)

Others 35(9.3%)

Bivariate analysis

Bivariate analysis was computed to determine the effect of socio demographic and selected
behavioral characteristics on school health service utilization. Accordingly, the pattern of school
health service utilization was not significantly associated with socio demographic and behavioral

characteristics.
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Table 3. Shows the effect of sociodemographic and behavioral characteristics on school health
service utilization by high school students, Hossana, 2010

Characteristics Utilization of SRH services OR(95% ClI)
within school clinic
yes No Crude Adjusted
Sex
Male 16 138 .69(.35-1.33)
Female 17 161 1
Age
<16 years 17 109 1.4(.16-11.7)
16-20 years 24 180 1.2(.14-9.89)
21-25 years 1 9 1
Marital status
Never married 38 260 .84(.27-2.560
Ever married 4 23 1
Level of education
Grade 9 25 167 1.08(.56-2.06)
Grade 10 18 130 1
Do you ever go to club?
Yes 19 131 1.17(.60-2.290
No 20 162 1
Do you ever drink?
Yes 1 19 .36(.04-2.79)
No 38 262 1
Do you ever smoke?
Yes 1 6 1.28(.15-10.99)
No 36 278 1
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Knowledge score in SRH

issues
<4.4(poor) 31 210 1.09(.53-2.22)
>4.5(good) 12 89 1

Attitude towards SRH

issues
>3(-ve) 15 101 1.05(.53-2.05)
=<3(+ve) 28 198 1

6.4. Sexuality, pregnancy and contraception

6.4.1. Sexual experiences

About 144(46.0%) of the respondents have ever had only one boy/girl friend where as 53(16.9%)
of the respondents have ever had multiple sexual partners. About 117(31.2%) of the respondents
have ever had physical contact with their boy/girl friends and 138(35.8%) of the respondents
have experienced penetrative sexual intercourse. Majority 78(59.5%) of the respondents have
reported that their first sexual intercourse was unplanned. Most 61(44.5%) of the respondents
started sexual intercourse by their personal desire where as about 30(21.9%), 23(16.8%), and

10(7.3%) by peer pressure, exchange for money, and rape respectively.

Majority 65(46.4%) have had sexual intercourse with a steady boy/girl friend where as
28(20.0%), 19(13.6%), and 12(8.6%) with relatives, causal friends, and commercial sex workers
respectively. As indicated in the table below, about 58(35.6%) of the respondents have
experienced penetrative sexual intercourse in the past 12 months out of which 33(56.9%) were
unplanned. Out of the respondents who have had sexual intercourse in the past 12 months,

13(22.4%) of them have ever been drunk while having sexual intercourse.
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About 38(45.7%) of the respondents have reported that they have used condom as a means of
preventing pregnancy and/or STIs during their first sexual intercourse where as 11(12.6%) have
used injections and safe periods and 8(9.2%) have used pills. Most 88(57.1%) of the respondents
have never used contraceptives apart from the time they had their first sexual intercourse and
43(27.9%) of the respondents have occasionally used contraceptives. Religious prohibition was
the most 34(31.8%) commonly mentioned reason for not using contraceptives as a means of
preventing pregnancy and/or STIs followed by unplanned sex, lack of knowledge about
contraceptives, opposition from sexual partners, and inaccessibility of contraceptives
respectively.

Table 4. Sexual experiences of high school students in Hossana, 2010

Characteristics Frequency | Total

Have you ever had a boy/girl friend?

Yes 161(40.8%) | 395
No 234(59.2%)

How many boy/girl friends have you had?

Only 1 144(46.0%) | 313
2-3 boy/girl friends 27(8.6%)

4-5 boy/girl friends 26(8.3%)
Unknown 116(37.1%)

Did you and your boy/girl friend have any physical

contact?

Yes 117(31.2%) | 375
No 258(68.8%)

Have you ever had sexual intercourse?

Yes 138(35.8%) | 386
No 248(64.2%)
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At what age did you first start sexual intercourse?

Less than 10 years 5(3.6%) 138
11-15 years 56(40.6%)

16-20 years 71(51.4%)

21-25 years 6(4.3%)

Was the first sexual intercourse planned?

Yes 53(40.5%) | 138
No 78(59.5%)

How did you start sexual intercourse?

Peer pressure 30(21.9%) | 137
Financial purpose/exchange for money 23(16.8%)

Rape 10(7.3%)

Personal desire 61(44.5%)

Others, specify 13(9.5%)

With whom did you make your first sexual intercourse?

With Husband/wife 6(4.3%) 140
With a steady boy/qgirl friend 65(46.4%)

With causal boy/girl friend 19(13.6%)

With a relative 28(20.0%)

With commercial sex worker 12(8.6%)

Others, specify 10(7.1%)

Have you had sexual intercourse in the past 12 months?

Yes 58(35.6%) | 163
No 105(64.4%)

Have you ever had unplanned sexual intercourse in the

past 12 months?

Yes 33(56.9%) | 58
No 25(43.1%)
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Have youl/your partner ever been drunk while having

sexual intercourse?

Yes 13(22.4%) | 58
No 45(77.6%)

On the first time that you had sexual intercourse, did you

and/or your partner do anything to avoid pregnancy or

STI?

Yes 57(38.8%) | 147
No 90(61.2%)

What method did you use?

Condom 38(43.7%) | 87
Pills 8(9.2%)

Injection 11(12.6%)

Safe period 11(12.6%)

Other, specify 19(21.8%)

Apart from the first time, did you and your partner ever

use a method to avoid pregnancy and STI including

HIV/AIDS?

Yes, always 23(14.9%) | 154
Yes, occasionally 43(27.9%)

Never 88(57.1%)
Reasons for not using contraceptives:

Inaccessibility of contraceptives 11(10.3%) | 107
Religious prohibition 34(31.8%)

Sex was unplanned 24(22.4%)
Opposition from boy/girl friend 18(16.8%)

Lack of knowledge about contraceptives 20(18.7%)

Others, specify 0
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Bivariate analysis

To determine characteristics that predict sexual activity of high school students in Hossana,
bivariate analysis was done on different variables. Accordingly, sexual activity of the students
has shown protective association with being male [AOR of .47(95% CI=.28, .81)], being
unmarried [AOR of .28(95% CIl=.11, .74)], but positive association with being drunk [AOR of
6.75(95% C1=2.38, 19.12)].

Table 5. The effect of socio-demographic and behavioral factors on sexual experiences of high

school students, Hossana, 2010

Characteristics Ever had sexual OR(95% ClI)
intercourse
yes No Crude OR Adjusted OR
Sex:
1. Male 49 119 59(.38-.91)* A47(.28-.81)**
2. Female 89 129 1

Marital status:
1. Never married 107 225 .22(.10-.48)** .28(.11-.74)**

2. Ever married 23 11 1
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Monthly income:

1. <50ETB 16 50 53(.29-.99)* 56(.27-1.14)
2. 50-100ETB 8 13 1.03(.41-2.58)

3. 101-200 ETB 4 6 1.12(.30-4.06)

4. >200 ETB 9 8 1.89(.70-5.06)

5. None 97 163 1

Do you ever drink?

1. Yes 20 6 7.17(2.79- 6.75(2.38-19.12)***
2. No 106 228 18.3)** 1
1

Knowledge score SRH

issues:

1. <4.4(poor) 104 166  1.51(.94-2.41)

2. =>4.4 (good)

34 82 1
Attitude towards SRH
issues:
1. >3(-ve) 52 78 1.31(.85-2.03)
2. =<3(+ve) 86 170 1

*p< 0.05; **p<0.01 ; ***p<0.001
The variables entered in the model were: Sex, Marital status, Monthly income,

Drinking alcohol , Average knowledge score, and Attitude towards SRH issues
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6.4.2. Pregnancy and abortion

As indicated in the table below, about 38(70.4%) of sexually active females respondents have

ever been pregnant out of which 18(51.4%) had only one pregnancy. Most 25(73.5%) of sexually

active female respondents have reported that their pregnancies were unintended and 18(52.9%)

of them have ever had induced abortion.

Table 6. Pregnancy and abortion among high school students in Hossana, 2010
Characteristics Frequency Total

Have you ever been pregnant?

Yes 38(70.4%) 54
No 16(29.6%)
How many times have you been
pregnant?
Only once 18(51.4%) 35
2 times 9(25.7%)
3 times 8(22.9%)

If you have been pregnant, were all your

pregnancies wanted?

Yes 9(26.5%) 34
No 25(73.5%)

Have you ever had induced abortion?

Yes 18(52.9%) 34
No 16(47.1%)

How many times did you have abortion?

Only once 20(66.7%) 30
2 times 7(23.3%)

3 times 3(10.0%)
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6.5 Knowledge, attitude, and practice on SRH issues

The majority of the students have heard about SRH mainly from mass media 135(29.8%), school
teachers 131(28.9%), and friends 73(16.1%). Most of the students 281(69.7%) have poor (<4.4)
knowledge on SRH issues whereas only 122(30.3%) students have good (>4.5) knowledge on
SRH issues.

Table 7. Shows knowledge score and attitude towards SRH issues of high school students,
Hossana, 2010

Characteristics Frequency Total

Knowledge score in SRH issues

1. < 4.4 (poor) 281(69.7%) 403
2. >4.4 (good) 122(30.3%)
Mean + sd 455+ 2.70

Attitude towards SRH issues

1. >3 (-ve) 135(33.5%) 403
2. <3 (+ve) 268(66.5%)
3. Mean +sd 3+2.06

6.5.1 Knowledge on STIs

About 319(81.8%) of the students have heard about STIs. Those that said they have heard of
STIs were again asked about the types of STIs they knew. Accordingly, about 96(22%) of the
respondents knew more than two types of STIs. The most common types of STIs mentioned to
be known were HIV/AIDS 289(57.9%), Gonorrhea 86(17.2%), and syphilis 75(15.0%).
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As indicated in the table below, about 66(16.5%) of the students have reported that they have had

symptoms of STIs like burning/pain on urination, genital ulcer and/or urethral/vaginal discharge.

Out of the students who have had symptoms of STIs, only 22(33.3%) of them have sought

treatment.

Table 8. Knowledge of high school students on SRH issues, Hossana, 2010

Characteristics Frequency Total
Have you ever heard of RH?

Yes 267(68.6%) 389
No 122(31.4%)

What was the source of information?

Mass media 135(29.8%) 453
Friends 73(16.1%)

School teachers 131(28.9%)

Family 52(11.5%)

Youth club 43(9.5%)

Others 19(4.2)

Have you ever heard of STIs?

Yes 319(81.8%) 390
No 71(18.2%)

Which type of STI do you know?

Gonorrhea 86(17.2%) 499

syphilis
HIV/AIDS
Others

75(15.0%)
289(57.9%)
49(9.8%)
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Have you ever had burning/pain on urination, genital

ulcer, and urethral/vaginal discharge?

Yes 66(16.5%) 399
No 333(83.5%)

If yes to the above question, did you seek treatment

from health institution?

Yes 22(33.3%) 66
No 44(66.7%)

Frequency

6.5.2 Knowledge and practice of family planning methods

About 202(50.2%) of the respondents reported that they knew more than two methods family
planning. The most frequently mentioned family planning methods were condom 180(29.8%),
abstinence 173(28.6%), and oral contraceptive pills 111(18.3%). Only 59(15.6%) of the students
have ever used contraceptives as means of preventing pregnancy and/or STIs. Majority
157(40.7%) of the respondents claimed that contraceptives including condom should be made

available in the school :ompound.

35.00%

30.00% S

25.00% -
20.00% -
15.00% -
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5.00% - :
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Figure 4. Knowledge of high school students about different methods of family planning,
Hossana, 2010
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6.5.3 Knowledge on HIV/AIDS

About 175(44.9%) of the respondents said that they knew someone who was infected with HIV
or died of AIDS. The students were also asked about the methods of preventing HIV/AIDS. The
most common methods mentioned by the students were abstinence 189(33.8%), using condom
165(29.5%), and being faithful 151(27.0%) to sexual partner.

Nearly half 191(49.9%) of the respondents were not concerned that they might contract
HIV/AIDs from their sexual partner and majority 248(66.7%) of the students were not able to do

anything to reduce the risk.

About 239(64.1%) of the respondents have reported that they did not know where they could get
HIV test and about 269(69.0%) of the respondents claimed that VCT service should be made
available in the school compound. As indicated in the table below, about 220(56.3%) of the

students have never undergone VCT.

Table 9. Knowledge of high school students about HIV/AIDS, Hossana, 2010

Characteristics Frequency Total
What methods of preventing HIV/AIDS do you know?

Abstinence 189(33.8%) 559*
Being faithful 151(27.0%)

Using condom 165(29.5%)

Others 54(9.7%)

Were you ever concerned that you might catch
HIV/AIDS or other STIs from your boy/qgirl friend?

Yes, very much concerned 115(30.0%) 383
Yes, somewhat concerned 77(20.1%)

No, not concerned 191(49.9%)

Were you able to do anything to reduce the risk?

Yes 124(33.3%) 372
No 248(66.7%)
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Do you know where you could get HIV test?

Yes 134(35.9%) 373
No 239(64.1%)

Have you ever undergone VCT?

Yes 171(43.7%) 391
No 220(56.3%)

Should VCT service be available in the school?

Yes 269(69.0%) 390
No 57(14.6%)

Don’t know 64(14.4%)

*_Due to multiple responses

6.6 Attitude of high schools students towards sexuality, gender and norms

As depicted in Table below, most students have favorable attitude towards sexuality, gender and
norms. About 268(66.5%) of the students have +ve (=<3) attitude towards selected SRH issues
whereas 135(34.5%) of the students have —ve (>3) attitude towards selected SRH issues.

Table 10. Attitude of high school students towards sexuality, gender and norms, Hossana,
2010

Characteristics Frequency Tot
----------------------------------------------- al
Agree Disagree Don’t know

I believe it's all right for unmarried boys 182(46.2) _1_2_:_%21_3_1_;1&)_)___;3_7_(_2_5_11%;_______;,_9)_2__

and girls to have dates

| believe it's all right for boys and girls to 59(15.50%) 244(64.2%) 77(20.3%) 380
Kiss, hug and touch each other.

I believe there is nothing wrong with 57(14.5%) 247(63.0%) 88(22.5%) 392
unmarried boys and girls having sexual

intercourse if they love each other.
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| think that sometimes a boy has to force a 53(13.6%) 264(67.7%) 73(18.7%) 390
girl to have sex if he loves her.

A girl who agrees to have sex regrets 97(25.2%) 155(40.3%) 133(34.5%) 385
afterwards

Most boys and girls who have sex before 121(32.2)  127(33.8%) 128(34.0%) 376
marriage regret it afterwards

A boy and girl should have 65(16.9%) 204(53.1%) 115(30.0%) 384
sex before they become

engaged to see whether they
are suited to each other.

I am confident that | can insist on condom 156(40.6) 100(20.0%)  128(39.4%) 384
use every time | have sex.

It is mainly the woman's responsibility to 148(39.1)  113(29.8%) 118(31.1%) 379
ensure that contraception is used regularly.

| feel that | know how to use a condom 153(40.1) 84(22.0%) 145(37.9%) 382
properly.

Men need sex more frequently than do 141(37.0)  115(30.2%) 125(32.8%) 381
women

| would refuse to have sex with someone 160(41.0) 99(25(4%) 131(33.6%) 390
who is not prepared to use a condom
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7. DISCUSSION

This study has revealed that high school students in Hossana have huge unmet SRH needs.
Moreover, the study gives an insight in to the gap in the student’s knowledge on SRH issues and
their poor service utilization though there are risky sexual behaviors among students in Hossana.

Majority 330(86.4%) of the students claimed that there are no clinics in the school compound.
This points out that there is poor SRH seeking behavior among the students. Those that wanted
to seek help on SRH issues had to go to clinics outside the school compound. This makes SRH
service seeking very difficult for students with lesser time and financial constraint as perceived
barriers are one of the factors that evoke health concerns according to Health Belief Model (62).
Small proportion 43(12.6%) of the respondents have reported that they have visited school clinic.
Desire to get SRH information, treatment of STIs and access to condom were the three most

commonly mentioned reasons for visiting school clinics.

Sexually transmitted infections including HIV/AIDS 195(46.9%), unintended pregnancy
124(29.8%) and gender based violence 74(17.8%) were the most common SRH problems that
the students in their compound are facing. This is almost comparable to the study conducted on
Addis Ababa University students (63). High prevalence SRH problems among high school
students might be due to the earlier engagement in sexual practice during which most adolescents
lack accurate knowledge about sexuality and reproduction and lack of access to reproductive

health information including contraception.

This study has demonstrated that the students need SRH services like SRH information and
education, STI diagnosis and treatment, provision of contraceptives including condom and
abortion care. This result is comparable to the study conducted on Addis Ababa University (63).
The sexual practices of the students also verify the need to avail SRH services with the

knowledge and skills of utilizing the available services.
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A significant proportion 138(35.8%) of the students have reported they have had penetrative
sexual intercourse. Out of the students that had experienced sexual intercourse, the majority
58(35.6%) said they were sexual active in the past 12 months. This finding is comparable with
the results of KAPB (knowledge, Attitude, Practice and Behavior) assessment on Addis Ababa
University. Accordingly, 34.9% of the respondents had sexual experiences and 20.6% had sex
during the year before the survey (64). It is also consistent with the study conducted in school
youth in Nekemte (35.4%) (65). It is higher from the study conducted in school youth in Debre
Birhan (28.6%) (38).

This study has also pointed out that unsafe sexual practices are surprisingly high. Accordingly,
53(16.9%) of the respondents have had history multiple sexual partners. Out of the students who
had sexual intercourse, 19(13.6%) had causal sex and 12(8.6%) had visited commercial sex
workers. Moreover, out of the respondents who were sexually active in the past 12 months,
13(22.4%) of them were drunk while having sex. This result is comparable to the study
conducted in school youth in Dessie in which case 14.9% of the study subjects had sexual

intercourse with commercial sex workers (66).

The sexual experience of the students has shown protective association with being male [AOR of
47(95% Cl=.28, .81)]. Males were found to be .47 times less sexually active than females. This

might be due to high engagement females in risk taking behaviors.

Protective association was also found between sexual practice and being unmarried [AOR of
.28(95% Cl=.11, .74)]. Unmarried study subjects were .28 times less sexual active than married
ones. Married study subjects have increased access and freedom to be engaged in sexual
activities than unmarried study subjects. This might explain why sexual activity has shown
protective association with unmarried study subjects.. Further studies should be conducted to

appreciate the association between sexual activity and marital status of the respondents.
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On top of this, the significant association between sexual practice and being drunk [AOR of
6.75(95% Cl=2.38, 19.12)] is suggestive of the unsafe sexual practices among the students. Two
possible explanations can be suggested for the association between sexual practice and being
drunk. First, substance use and premarital sexual intercourse may both indicate a general
inclination to take risks. Second, substance use tends to diminish the ability to make rational
decisions, thereby increasing the likelihood of risky sexual contact (67).

Of all sexually active study subjects 66 (16.5%) reported history of signs/symptoms of STIs.
This finding is lower than a study conducted among homeless youth in Korea (43.8%) however it
is higher than reports from south Gondar (2.7%), Eastern Gojam (5.3%) and Bahir Dar
(9.6%)(68,69, 70). Self report on STI signs/symptoms lacks sensitivity and specificity and hence

explains these varying results.

This study has revealed that 202(50.2%) of the respondents knew more than two methods of
family planning. However, the proportion of youth who ever used contraceptives did not go
parallel with their knowledge of methods (15.6% versus 50.2%), which is consistent with the
study done in Bahir Dar (70). Condom was reported to be the most frequently used methods of
contraception. Easy accessibility of condom compared to other contraceptive methods might
explain why condom is most frequently used method. However, consistent use of condom was
low; only 23(14.9%) reported consistent use of condom which is lower than reports from Debre
Birhan (44.9%) and Ghana among school youth (21.0%)(38, 71). The reported low consistent
use of condoms implies that high risk behaviors are widely practiced by the study group.
Inaccessibility of condoms, reduced perception of the risk and inadequate knowledge on SRH

issues probably explains the lower level of condom use in their sexual exposure in this study.
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Out of the female study subjects who were sexually active, 25(73.5%) had history of unwanted
pregnancy which is higher than studies conducted on street youth in Dessie (25%) and out of
school adolescents in Eastern Gojam (43.4%), out of which 18(52.9%) of them reported history
of induced abortion at least once (16, 72). This result might be attributable to the fact that
students have poor access to SRH services including information and education and provision of
condoms in the school compound. The problems faced by youth are multidirectional; including
abandonment of school, hasty and unpromising marriages, health problems, lesser employment
opportunities, legal and cultural problems (73). This calls for an urgent need to protect young

men and women from such incidences through information and education on safe sex.

This study has demonstrated that almost half 191(49.9%) of the respondents were not concerned
that they might catch HIVV/AIDs or other STIs from their boy/girl friends and 248(66.7%) of the
respondents were not able to reduce the risk. This might be due to reduced risk perception of the
youth that predisposes to high risk sexual activity as supported by this study. Unplanned sex,
lack of knowledge, opposition from sexual partners, and inaccessibility of condoms might be
additional reasons which explain why they practice risky sexual behaviors and don’t bring
behavioral change. This study found out that only 43(12.6%) of the study subjects have visited
school clinics. The major reason mentioned as barriers to use SRH service in the school
compound was its unavailability. About 104(26.1%) of the respondents have visited clinics
outside the school compound for SRH services. The main reasons for these were availability of
qualified health professionals, free services, convenient working hours and confidentiality
respectively. These findings, when compared with the set standard for youth friendly services,
give the general picture on the friendliness and status of the SRH services in school clinics for

addressing the needs of students (74).
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8. STRENGTHS AND LIMITATIONS OF THE STUDY

8.1 Strengths

e Pre testing of questionnaires and close supervision by principal investigator were used to

maintain the reliability of the data

e The study addressed most important components of SRH as a whole rather than focusing

on a single SRH problem
8.2 Limitations
e Non response because the study used self-administered questionnaires

e Risk factor analysis for some of the dependent variables (e.g., sexual experiences) was

difficult because of the small sample size.

9. CONCLUSION

In spite of the students need to get SRH services, the school clinics are not providing their
services adequately. Evidences indicate that in our set up, the existing health services delivery
system is not suitable for youth. The health service delivery system should consider the special
needs of youth and work out comprehensive and effective policies and strategies to provide

young people with the services appropriate to their needs.
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10. RECOMMENDATIONS

e A clear program perspective about the rights of youth to a full range of SRH information
and services need to be communicated to the public to create an enabling policy

environment for the provision of SRH services.

¢ Planning of youth health care services should be initiated with participation of youth, so

that the services will be more users friendly.

e Ensuring the involvement of youth at all levels of the planning, implementation, and
evaluation processes as well as properly addressing their family and community in which
they live is highly recommended to successfully provide friendly health services to youth.

e Building the capacity of in-school youth groups: peer educators could play a very
effective role in awareness programmes since friends and peers are the most preferred
sources of information for boys and girls on SRH issues. Investigating ways that
providers, social workers, peer educators and other working youth can help them develop

the necessary skills to negotiate condom use.

e Assessing missed opportunities for meeting the unmet SRH needs of youth within the
context of existing services in order to understand the root causes of service gaps

including replication of studies similar to this one in other settings.

¢ High schools in Hossana with other stake holders need to avail SRH services to students
in all schools in a way that is friendly, accessible and targeting special segments like

female students.

e School administrators in collaboration with education and health offices of Hossana city
administration should device a mechanism for motivating the health service providers in-

school clinics and need to insure their competency.

e Curriculum based programmes should be adopted on SRH issues as this can show
promising results on preventing adverse outcomes of youths SRH problems. There fore,
Ministry Of Education has to device a mechanism to incorporate SRH information and

education in curriculum development.
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IEC campaigns should be established in schools by concerned bodies and emphasis

should be put on SRH issues to encourage youth to delay sex and negotiate condom use.

The SRH services provided by external organizations and projects should be integrated to

the school clinics and students’ clubs in the long run, for sustainability and ownership.
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12. ANNEXES

ADDIS ABABA UNIVERSITY, FACULTY OF MEDICINE, CENTRALIZED SCHOOL
OF NURSING

Annex-l. Consent form

In signing this document, | am giving my consent to participate in the study titled as”assessment
of the reproductive health needs of high school students in Hossana”.

| have been informed that the purpose of this study is to assess the reproductive health needs of
high school students in Hossana. | understood that I am selected randomly to participate in this
study from high school students.

| have understood that the participation in this study is entirely voluntarily. I have been told that
my answers to the questions will not be given to any one else and no reports of this study ever
identify me in any way. | have also been informed that my participation or non-participation or
my refusal to answer questions will have no effect on my grades and me. | understood that
participation in this study does not involve risks.

| understood that Tadele Kegnu is the contact person if | have questions about the study or about

my rights as a study participant.

Address of the principal investigator:
Tadele Kegnu
Mobile number: 0911702001

E-mail: tadele _kegnu@yahoo.com

Address of Addis Ababa University, faculty of Medicine, Institutional Review Board:
Telephone number: 0115538734

E-mail: aaumfirb@yahoo.com

Respondent’s signature

Date

Signature: Date:
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ADDIS ABABA UNIVERSITY, FACULTY OF MEDICINE, CENTRALIZED SCHOOL
OF NURSING

Annex-11. Information sheet

Survey questionnaire prepared to collect data on the assessment of the reproductive health needs

of high schools students in Hossana, student’s self-reporting questionnaire.

Dear students,
Good morning/Good afternoon?
My name is . | am here today to collect data on the assessment of the

reproductive health needs of high school students in Hossana. The questions which you will be
asked are intended to come up with responses which are very essential for the program
improvement. All information you provide to us will be kept confidential and your name will
not be asked to maintain anonymity. No other person participating in this study will be told any
information about you.

The information which you provide us will be a feedback for both the governmental and non
governmental organizations to improve the quality of reproductive health services. Therefore,
you are kindly requested to respond voluntarily with patience. You have a full right not to

participate in the study or withdraw yourself from the study at any time.

If you have any question, you can contact the principal investigator.
Address of the principal investigator:

Tadele Kegnu

Mobile number: 0911702001

E-mail: tadele _kegnu@yahoo.com

Address of Addis Ababa University, Faculty of Medicine, Institutional Review Board:
Telephone number: 0115538734

E-mail: aaumfirb@yahoo.com

Are you willing to respond to the questionnaire? Yes, go to the next page
No, thank you!
Supervisor’s Name Signature Date
59



mailto:tadele_kegnu@yahoo.com
mailto:aaumfirb@yahoo.com

ADDIS ABABA UNIVERSITY, FACULTY OF MEDICINE, CENTRALIZED SCHOOL
OF NURSING

Annex-111. Questionnaire

Instruction: Dear students/participants, you are politely requested to respond to the following
questions honestly, your confidential response is crucial for the success of my study. The result
of this survey will be utilized for future planning of quality reproductive health service in the

study area.

Section 1-Sociodemographic characteristics

Q.No. | Questions/Items Alternative options

101 Sex 1. Male
Female

102 Age <16 years
16-20 years
21-25 years

> 25 years

Orthodox

Muslim

103 Religion

Protestant

Others, specify

104 Ethnicity Amhara
Tigray
Oromo

Others, specify

105 Marital status Single
Married
Divorced
Widowed

Others, specify
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106

Level of education

Grade 9
Grade 10

107

How much do you earn in a month

(monthly income)?

<50 birr
50-100 birr
101-200 birr
>200birr

None

108

What is the source of income?

Parents(family)
Part-time work
Donors

Others, specify

109

What is your family’s economic status?

Rich
Medium
Poor

Others, specify

110

Do you ever go to clubs or parties where

young people dance?

Yes
No

111

IF Yes to Q.110, how often?

Every night
Twice per week
Weekly

occasionally

112

Do you ever drink alcohol?

Yes
No

113

Do you ever smoke cigarettes?

Al - T o A ol B S R A e R S A A el Lo < A el B A

Yes
No
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Section 2-Sources of information on, and knowledge of reproductive health

201 What has been the most important 1. School teacher
source of information for you on the 2. Parents/family members
sexual and reproductive health issues? 3. Friends
4. Health professionals
5. Mass media/films, video
6. Others, specify
202 From whom, or where, would you 1. School teacher
prefer to receive more information on 2. Parents/family members
this issues? 3. Friends
4. Health professionals
5. Mass media/films, video
6. Others, specify
203 Some schools have classes on puberty, 1. Yes
on sexual and reproductive systems and 2. No
on relationships between boys and girls. 3. Not sure
Did you ever attend school classes on
any of these topics?
204 Do you think that there should be more 1. More
classes on these topics, fewer classes or 2. Less
were the number about right? 3. Noidea
205 Do you find it difficult or easy to talk 1. Easy
with your parents about things that are 2. Difficult
important to you? 3. Not sure
206 Have you ever discussed sex-related 1. Yes
matters with your parents? 2. No
207 If Yes to Q.206, how often? 1. Often
2. Occasionally
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208 A woman can get pregnant on the very 1. True
first time that she has sexual 2. False
intercourse. 3. Don’t know
209 Masturbation causes serious damage to 1. True
health. 2. False
3. Don’t know

Section 3-Reproductive Health Need Assessment, Health Service Utilization and

Preferences
301 In your opinion what are the most 1. Sexually transmitted
common reproductive health problems infections including
that students encounter? HIV/AIDS
2. Unintended pregnancy and
unsafe abortion
3. Gender based violence
4. Others, specify
302 What are the reproductive health 1. Information and education
services that you would like to get? on reproductive health
2. Diagnosis and treatment of
sexually transmitted
infections
3. Provision of contraceptives
4. Abortion care
5. Others, specify
303 Is there any clinic in your school 1. Yes
compound? 2. No
304 Have you ever visited the school Clinic 1. Yes
for reproductive health service in the 2. No, if No skip to Q.307
past 12 months?
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305 What was the reason for your 1. To get condom
Visit? 2. To get reproductive health
information
3. For treatment of STI
4. For abortion care
5. Others, specify
306 Were you satisfied with the 1. Yes
service you received from the 2. No
School Clinic?
307 Have you visited health 1. Yes
institution other than the 2. No, if No skip to 309
school clinic for RH service in the past
12 months?
308 Why did you prefer to seek care out 1. For confidentiality
side, rather than the 2. Free service
school clinic? 3. Availability of qualified
health workers
4. Convenient working hours
5. Others, specify
309 What are the barriers to use RH services 1. Violation of confidentiality
in the school? 2. Inadequacy of the service
3. Long waiting time&repeated
appointment
4. Others, specify
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310 Where do you prefer the school clinic to 1. In a hidden place in the
be located? school compound
2. Anywhere in the school
compound
3. Outside the school
compound
4. Others, specify
311 Who would you prefer to be the RH 1. Young providers of the same

service provider?

sex
Young providers of any sex
Adult provider of the same
sex

Adult provider of any sex
Others, specify

Section 4- Sexuality, pregnancy, and contraception

401 | Have you ever had a girl/ boy friend? By 1. Yes
girl/boy friend, I mean someone to whom 2. No
you were sexually or emotionally
attracted and whom you 'dated’
402 | How many girl / boy friends have you 1. Only1l
had? 2. 2-3 girl/boy friends
3. 4-5 girl/boy friends
4. Unknown
403 | When you started you relationship with 1. Full-time student
your boy/girl friend, was he/she a full 2. Working
time student, working or neither? 3. Neither
404 | Did you and your boy/girl friend have any 1. Yes
physical contact, such as holding hands, 2. No

hugging or kissing?

64




405 | Have you ever had penetrative sexual 1. Yes
intercourse? 2. No— skip to part 5
406 | At what age did you first have sexual 1. <10 years
intercourse? 2. 11-15 years
3. 16-20 years
4. 21-25 years
5. >25 years
407 | Was your first sexual intercourse planned 1. Planned
or unexpected? 2. Unexpected
408 | How did you start sexual 1. Peer pressure
intercourse? 2. For financial
purpose/exchange for money
3. Rape
4. Personal desire
5. Others, specify
409 | With whom did you make your first 1. With Husband/wife
sexual intercourse? 2. With a steady boy/girl friend
3. With causal boy/girl friend
4. With a relative
5. With commercial sex worker
6. Others, specify
410 | On the first time that you had sexual 1. Yes
intercourse, did you and/or your partner 2. No

do anything to avoid pregnancy or STI1?
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411 | What method did you use? 1. Condom
2. Pills
3. Injection
4. Safe period
5. Other, specify
412 | Apart from the first time, did you and 1. Yes, always
your partner ever use a method to avoid 2. Yes, occasionally
pregnancy and STI including HIV/AIDS? 3. Never
413 | If no to Q.312, why not? 1. Inaccessibility of
( Multiple answers are possible) contraceptives
2. Religious prohibition
3. Sex was unplanned
4. Opposition from boy/girl
friend
5. Lack of knowledge about
contraceptives
6. Others, specify
414 | Have you had sexual intercourse in the 1. Yes
past 12 months? 2. No— skip to section 5
415 | Have you ever had unplanned/ unintended 1. Yes
sex in the past 12 months? 2. No
416 | Have you ever received money/gifts to 1. Yes
have sex in exchange in the past 12 2. No
months?
417 | Have you/your partner ever been drunk 1. Yes
while having sex in the past 12 months? 2. No
418 | Have you ever been pregnant? 1. Yes
2. No— skip to section 5




Health workers

419 | If yes to Q.318, how many times have you 1. Only once
been pregnant? 2. 2times
3. 3times
4. 4times
5. More than 5 times
420 | How old were you when you first became 1. <16 years
pregnant? 2. 16-20 years
3. 21-25years
4. > 25 years
421 | If you have been pregnant, were all your 1. Yes
pregnancies wanted? 2. No
422 | If no to Q.421, what happened to your 1. Abortion
pregnancy? 2. Miscarriage
3. Live birth
4. Currently pregnant
5. Not sure
423 | Have you ever had induced 1. Yes
abortion? 2. No
424 | How many times did you 1. Onlyonce
have abortion? 2. 2times
3. 3times
4. 4times
5. More than 5 times
425 | Whom did you first discuss the issue with 1. Husband/boyfriend
to have induced abortion? 2. My peers
3. My parents
4,
5.

Others, specify
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426

Where did you abort?

1
2
3.
4

. At public health institution
. At private clinic

At abortionist’s home

. Others, specify

Section 5-Knowledge, Attitude and Practice about reproductive health issues

501 | Have you ever heard of Reproductive 1. Yes
health 2. No
502 | What was the source of 1. Mass media
information? 2. Friends
3. School education
4. Family
5. Youth club
6. Others, specify
503 |Have you ever heard of Sexual 1. Yes
Transmitted infections 2. No
504 | Which type of Sexually Transmitted 1. Gonorrhea
Infections do you know?(multiple 2. Syphilis
answers are possible) 3. HIV/IAIDS
4. Others, specify
505 | Have you ever had burning pain during 1. Yes
urination, genital discharge or genital 2. No
ulcer?
506 | If yes to Q.505, did you seek a medical 1. Yes
treatment from a health institution? 2. No
507 | What type of contraceptives/ 1. Abstinence
methods of preventing pregnancy 2. Pills
do you know?(multiple answers are 3. Condoms
possible) 4. Norplant
5. 1UD
6.

Others, specify
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508 | Have you ever used any contraceptives? 1. Yes
2. No
509 | Do you know some one who was infected 1. Yes
with HIV or had died of AIDS? 2. No
510 | What methods of preventing HIV/AIDS 1. Abstinence
do you know? (multiple answers are 2. Being faithful
possible) 3. Using condom
4. Others, specify
511 | Were you ever concerned that you might 1. Yes, very much concerned
catch AIDS or another sexually 2. Yes, somewhat concerned
transmitted disease from your boy/girl 3. No, not concerned
friend?
512 | Were you able to do anything to reduce 1. Yes
the risk of infection? 2. No
513 | What did you do? 1. Use condoms
2. Take medicine
3. Otbhers, specify
514 | Do you know where you could get a 1. Yes
confidential HIV test? 2. No
515 | Have you ever undergone 1. Yes
voluntary HIV testing? 2. No
516 | Does the school clinic provide SRH 1. Yes
services? 2. No




get information on reproductive health

issues?

Talk to friends
Go to school clinic

Go to private clinic

517 | What component of RH services does it 1. Counseling&Health
provide? (multiple answers are possible) education
2. Distribution of educational
materials
3. Condom distribution
4. Diagnosis&treatment of STI
5. Abortion related care
6. VCT for HIV
7. Others, specify
518 | Should contraceptives including condom 1. Yes
be easily available in the school 2. No
compound? 3. Don’t know
519 | Should VCT service be available in the 1. Yes
school compound? 2. No
3. Don’t know
520 | What would you do when you have 1. Talk to parents
Sexually transmitted infections (STI1)? 2. Talk to friends
3. Go to school clinic
4. Go to private clinic
5. Others, specify
521 | Where would you go to when you want to 1. Talk to parents
get counseling services? 2. Talk to friends
3. Go to school clinic
4. Go to private clinic
5. Others, specify
522 | Where would you go to when you want to 1. Talk to parents
2.
3.
4,
5.

Others, specify
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Section 6-Sexuality, gender and norms

601 | believe it's all right for unmarried boys 1. Agree
and girls to have dates 2. Disagree
3. Don’t know
602 | believe it's all right for boys and girls to 1. Agree
kiss, hug and touch each other. 2. Disagree
3. Don’t know
603 | believe there is nothing wrong with 1. Agree
unmarried boys and girls having sexual 2. Disagree
intercourse if they love each other. 3. Don’t know
604 I think that sometimes a boy has to force a 1. Agree
girl to have sex if he loves her. 2. Disagree
3. Don’t know
605 | A boy will not respect a girl who agrees to 1. Agree
have sex with him. 2. Disagree
3. Don’t know
606 Most boys and girls who have sex before 1. Agree
marriage regret it afterwards. 2. Disagree
3. Don’t know
607 | A boy and a girl should have sex before 1. Agree
they become engaged to see whether they 2. Disagree
are suited to each other. 3. Don’t know
608 I am confident that I can insist on condom 1. Agree
use every time | have sex. 2. Disagree
3. Don’t know
609 It is mainly the woman's responsibility to 1. Agree
ensure that contraception is used regularly. 2. Disagree
3. Don’t know
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610 | feel that I know how to use a condom 1. Agree
properly. 2. Disagree
3. Don’t know
611 Men need sex more frequently than do 1. Agree
women 2. Disagree
3. Don’t know
612 I would refuse to have sex with someone 1. Agree
who is not prepared to use a condom 2. Disagree
3. Don’t know

Thank you very much for your patience and confidential information!
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8. Abstract

Introduction: Sexual and Reproductive Health problems that the young people are facing are not
localized to one geographic location or one part of the world. Worldwide, 15 million adolescents
experience pregnancy each year. Since most of these pregnancies are unwanted, young women tend
to have induced abortions, whether legal or not. Moreover, half of new HIV infections are observed
in the 15-24 age groups. On top of this, studies about STI in adolescents show that the incidence is
increasing. Today, each year, one in 20 adolescents suffers from an STI other than HIV (1).

Obijectives: The main objective of this survey was to assess the reproductive health needs of high
school youth in Hossana.

Methods: A cross sectional institution based study was conducted from September, 2009 to June,
2010. 422 study subjects were identified by using multi stage sampling method. Data was
collected using structured questionnaire, entered and analyzed using EPI info and SPSS
statistical program respectively.

Results: About 35.8%, of the respondents had experienced penetrative sexual intercourse and
59.5% of the respondents reported that their first sexual intercourse had been unplanned. About
16.9% of the respondents have more than one sexual partner. Among sexually active students,
45.7 % had used condom during their first sexual intercourse as a means of preventing pregnancy
and/or STls including HIV/AIDS. Majority (70.4%) of sexually active female respondents have
ever been pregnant out of which 52.9% of them had induced abortion.

Conclusion

In spite of the students need to get SRH services, the school clinics are not providing their
services adequately. The health service delivery system should consider the special needs of
youth and work out comprehensive and effective policies and strategies to provide young people
with the services appropriate to their needs.




