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Abstract
Background

Adolescents undergo a period of development when biological, physical, cognitive, and social traits
mature from childhood to adulthood. Many important life events and health-damaging behaviors start
during the youth years. As a result, adolescence is a time of both risk and opportunity.

Objective

The objective of this study is to assess, the role, individual and familial factors have on adolescent’s
engagement in risky sexual variable among high school adolescents in Addis Ketema sub-city, Addis

Ababa, Ethiopia.
Methodology

A cross-sectional study was conducted; comprising quantitative method of data collection, on 412
high- school adolescents with ages from 15-18 years. Sampling proportional to size technique was
used to select the study units from a total of 10,194 regular students enrolled in 4 private and 4
governmental secondary and preparatory schools. A pretested, structured self administered

questionnaire was used to collect the data in Feb. 2013.

Result



The response rate for this study was 99%. From the total of 412, 83 (20.1%) of the respondents
already had history of sexual intercourse with mean age of sexual debut 16.48 + SD 0.91year. Among
sexually experianced, 52(62.7%) reported havong sexual intercourse with 2 to more than 4 persons in
their lifetime, earning pocket money, relegious service attendance, substance use, peer influence and
parental monitoring, were some of the factors significantly associated with adolescents risky sexual

behaviour.
Dicussion and conclusion

The result of this study shows, adolescent risky sexual behaviour cannot only be decided by the
individual’s lifestyle rather it’s influenced by multiple social and familial characteristic. Addressing
determinants of adolescent risky sexual behaviour is the key step which provide for interventions
aiming to solve adolescent risky sexual behaviour problems, the findings of this study, thus, can serve

as an asset for programmers aiming to address adolescent’s sexual health.

1. Introduction

Adolescents undergo a period of development when biological, physical, cognitive,
and social traits mature from childhood to adulthood. During this stage, the challenges that
adolescents face and the decisions they make can have a tremendous impact on the quality
and length of their lives. Many important life events and health-damaging behaviors start
during the youth years. As a result, youth is a time of both risk and opportunity(1). Risk can
be measured subjectively, as the perception of the person involved (self-perceived risk). An
individual’s recognition of self-perceived risk can motivate him or her to take action to

change or not to change behavior(2).

The health of young people is seriously linked to the health-related behaviors they
choose to adopt. Adolescents’ risky sexual behaviors contributed in today’s major killers.

These behaviors, often established during youth, that may result in HIV infection(3).

Risky sexual behaviour can take several forms, ranging from a large number of sexual

partners or engaging in risky sexual activities to sexual intercourse under the influence of



substances such as alcohol or cocaine(4). Age at first sex (premarital sexual intercourse)
also is an important indicator of both exposure to the risk of pregnancy and exposure to
STIs(5).

Many adolescents around the world are sexually active and because many sexual contacts
among them are unprotected, they are potentially at risk(6). When compared to older
adults, teenagers and young adults are particularly at risk for contracting sexually
transmitted diseases (STD) or having an unwanted pregnancy(7). Adolescents’ lack of
knowledge of STDs symptoms and mode of transmission must be seen as part of a wider
problem, which comprises widespread lack of knowledge of all issues related to sexual

activity and reproduction(8).

Adolescence is characterized as historically based, socially specific period of
transition from childhood to adulthood, as well as a distinct physiological, sexual and
psychological life-stage (1, 6). While young people around the world may experience the
same physical changes and sensations during these years, the manner in which they are

interpreted and give rise to social and legal proscriptions varies tremendously.

Adolescents and young people constitute over one-third of the total population of Ethiopia.
And the majority of them are highly vulnerable to sexual and reproductive health
problem(9). According to the second round HIV/AIDS Behavioral Surveillance Survey in
2005, Ethiopia, it was found out that around 9.9 percent of the in-school youth (14.6 % of
males and 5.3 % of females) had sexual experience. = Substance use, use of alcohol and
other illicit substances are leading adolescents to involve in behaviors, such as risky sexual
activity and these behaviours are becoming an emerging concern among in-school
adolescents(10). A study Among high-school students in Addis Ababa, revealed, alcohol
drinking, cigarette smoking, Khat chewing, shisha and cannabis smoking were found to be
45.7% and 26.5%, 11.5% and 5.6%, 16% and 7.8%, 8.6% and 5%, 4.5% and 2.8%, for

males and females respectively(11).



Sexual activity patterns among adolescents seem to vary greatly according to religion,
social class, schooling, ethnic group, family situation and individual circumstances. Thus,
adolescents must not be seen to form a discrete subpopulation with uniform risk factors.
These realities have an important influence on the development of policies and

programmes which meet the needs of a diversity of young people(6).

2. Rationale of the study

In the developed country literature, it has been well documented that individual,
family, peer, school and community factors all influence adolescents sexual activity. Yet,
little is known about whether similar factors are important in influencing risky sexual

behaviour among adolescents in developing countries(12).

Addressing adolescents’ lifestyle and the impact of familial influences specifically
parent-teen connectedness, parental monitoring and communication has been linked by
studies as one point of intervention to reduce adolescents’ risk behaviors. This study, thus,
aims to explain the association between the roles of parents such as: parent-adolescent
connectedness, parental monitoring, parental role modeling and individual factors like; risk
assessment/perception and substance use, on adolescent’s engagement in risky sexual
practices among high school adolescents in Addis Ketema sub-city where, the likes of

predisposing factors; poverty and enormous substance use practices perceived to exist.
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3. Literature review

3.1 Overview of adolescents’ risky sexual behaviour

The high-risk behaviors of adolescence are the result of multiple causes, often
beginning in early childhood, that change with age and are interrelated in complex ways.
These causes operate at ecological (e.g., socioeconomic status, cultural context, social-
relational (e.g.,, family members, peers, teachers), and their individual characteristics(13).
Recent years have seen a widespread public concern with the practice of safe sex. Sexual

risk-taking behavior, or unsafe sex, is a prevalent problem among teenagers(7).

A finding from, a study done on sexual risk among adolescent in catalona, spain reported,
Risky sexual relations were observed in 73.6% of sexually active students, 82.3% of males
and 63% of females (P < .001)(14). Within sub-Saharan Africa, the percentage of young
women reporting higher-risk sex ranges from 6percent in Ethiopia and 7 percent in Chad
to 60 percent in Congo(1). Age at first sex is an important indicator of both exposure to

the risk of pregnancy and exposure to STIs. EDHS 2011 report indicates, Eleven percent of
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young women and 1 percent of young men had had sexual intercourse before age 15; 39

percent of young women and 13 percent of young men had had sex before age 18(5).

3.2 Individual characteristics

3.2.1 Adolescents risk assessment and self efficacy

Both girls and boys are occupied with common issues around sex. They want to
know more about practical issues such as copulation, pregnancy, birth control and sexually
transmitted diseases Also; they wish to know how to place sex within their own frame of
values so that they can be able to establish satisfactory and constructive relationships with
individuals of the same sex and the opposite sex. How girls and boys assess; their likelihood
of acquiring or transmitting a STI/HIV, or having or causing a pregnancy, insisting that
their partner to use a method of STI or pregnancy prevention, would affect their own lives
or the lives of their partner and influences adolescents to consider the consequences of
their actions to themselves and others(15). Risk can be measured either subjectively, as the
perception of the person involved (self-perceived risk), or objectively, using behavioral
indicators. An individual’s recognition of self-perceived risk can motivate him or her to take

action to change or not to change behavior(16).
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Adolescents’ earlier onset of sexual behavior was associated with relatively greater
liberal and permissive attitudes towards sexual behavior whether it is okay to have sex
during adolescence, and delaying onset was associated with having relatively stronger
abstinence attitudes, (whether it is better to abstain until later or marriage), perceiving
greater costs and fewer benefits of sex, and greater perceptions of being able to refuse and
refrain from intercourse(17). Furthermore, Knowledge of one’s HIV serostatus can
motivate a person to protect himself/herself or to practice safer sexual behaviour to avoid
transmitting the virus to others. However another study argues, for example, concern
about potential HIV infection or having an HIV test did not affect the numbers of sexual
partners that respondents had(5). In most countries in sub-Saharan Africa and
South/Southeast Asia, less than 10 percent of young females and males have ever been
tested for HIV(1). In Ethiopia, one in every four young women, age 15-24, (25 percent) and
about three in every ten young men, age 15-24, (28 percent) who had had sexual
intercourse, in 12 months prior to EDHS survey, had been tested and received the results of

the test(5).

3.2.2 Substance use and risky sexual behaviour

Much of what has been written about the interrelatedness of health risk behaviors among
adolescents has been concerned with substance use(18). Sexual intercourse when one or
both partners are under the influence of alcohol is risky because the couple may not be
fully aware of their actions, which may lead to failure to use a condom(5). A survey from
USA shows more than a third (36%) of sexually active young people 15 to 24 say that
drinking or drug use has influenced their decisions about sex including more than a quarter
(29%) of teens 15 to 17 and 37 % of young adults 18 to 24(19). A study conducted in
Ethiopia indicated, those students who were engaged in substance use are 2.714 times
higher to involve in premarital sexual practices than those who did not use(20). However
another study in Dessie argued that no association was found between risky sexual

behaviour and alcohol drinking and khat chewing(21).
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3.2.3 Adolescent’s contraceptive knowledge and practice of using Condom

Inadequate availability and access to sexual and reproductive health information and
services friendly to different groups of the youth is a major challenge affecting adolescent
health(9). Adolescents, who have knowledge about contraception as well as a positive
attitude about using contraception, are significantly more likely to use it. Although the
proportion of sexually active youth who use condoms has been increasing over the past 10
years, there is great variation among adolescents(12). Condom use rates, as high as 77%
are reported in France and 68% in England(22). However, in developing countries, the
percentage that used a condom the last time they had higher-risk sex ranges from 5 percent
in Madagascar to 62 percent in Guyana for young women(1)(1)(1)(1) (1). In Ethiopia,
EDHS 2011 report indicates Knowledge of at least one method of contraception is nearly
universal among both women and men. Whereas, among 4 percent of never-married young
women and 8 percent of never-married young men had sex in 12 months prior to the
survey, only 37 percent of women and 68 percent of men reported using a condom during
their last sexual intercourse(5). Many factors have been proposed to explain why
adolescents do not use condoms in spite of efforts by HIV prevention programs to reduce
or eliminate the cost of condoms in many African countries. Negotiation to use condoms
was mentioned as one of the reasons since; suggesting the use of condoms is often seen as a
sign of mistrust in a sexual relationship. Other reasons for non-use of condoms among
adolescents include dislike of condoms, and embarrassment to purchase or ask for
condoms from adult providers, which stems from disapproving attitudes from health
providers. The identification of the factors that influence adolescents’ condom use is

particularly important in developing effective HIV preventive interventions(23).

3.3 Familial factors and adolescent’s risky sexual behaviour

3.3.1 Family connectedness

14



The family environment can be a strong source of support for developing adolescents,
providing close relationships, strong parenting skills, good communication, and modeling
positive behaviors(24). Sexually active teens who talk with their parents about sexually-
related issues would be less likely to demonstrate sexual risk taking behavior compared to
teens who do not communicate with their parents about such issues(25). Cross-culturally
(e.g., in Africa; Asia; the Balkans; the Caribbean; the Middle East; Europe; North, Central, and South
America), adolescents who perceive themselves to be accepted by their primary caregivers are less
likely to engage in a wide range of health-risk behaviour(13). Few longitudinal studies have
found parental practices, such as talking about sex, or family attitudes and rules that
discourage different types of risk-taking, like smoking, can reduce these risky behaviors.
However, an equal number of studies find no effects or even contradictory effects. One
possible explanation is that findings may vary depending on when communication is
initiated (before or after parents discover their children are sexually active or using

drugs)(13).

3.3.2 Parental monitoring/control

Parental monitoring includes knowing children’s whereabouts after school, as well as
knowing children’s friends and activities. Parental monitoring has been associated with
fewer internalizing behaviors, such as withdrawal and depression, and externalizing
behavior problems, such as lower likelihood of drinking, smoking, and engaging in other
risky behaviors(24). The USA National Survey of Drug Use and Health shows that 90% of
young people reported that their parents would disapprove of them trying marijuana. 5.4%
of them proceeded to try that drug, but where parents would show less or no disapproval,
far more young people reported trying it (nearly 30%). However, some studies indicate
that sexual activity is more likely when parental control is excessive(2). It was found that
teens who perceived their parents to be “‘very strict”” with ‘‘many rules’’ were more likely to

have had sexual intercourse than teens who perceived their parents to be more moderate(26).
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3.3.3 Parental role modeling

Young people grow to adulthood within a complex web of family, peer, community, societal,
and cultural influences that affect present and future health and wellbeing(27). As
individuals with enormous influence in all aspects of development, parents establish these
norms within the household by their own behaviour and attitudes as well as interpreting
the norms of the larger society(28). Children reproduce the behaviours of their parents
through observational and social learning processes(29). Parents’ health-related behaviors
can affect adolescent well-being in several ways including providing positive (or negative)
role models and by contributing to healthy or unhealthy physical and social
environments(24). Parental proximity and mere survival may be important to the well-
being and sexual decision-making of young people in this setting. In addition to physical
and financial resources, parents may provide positive role modeling, -effective
communication about sexuality and safe sexual behaviors(30). A high correlation has been
repeatedly documented between substance-abusing parents and adolescent substance use
in the USA. It has been demonstrated that adolescents are increasingly more likely to use
alcohol as the number of people in their lives, including their parents, who do

increases(18).

3.4 Intermediate factors and adolescent’s risky sexual behaviour

3.4.1 Socio-demographic/background factors

Living arrangement is recognized as one of the strongest factors for adolescent’s sexual
behaviour. In Thailand, it was found that being raised with only one parent more than
doubled the likelihood of pre-marital sex among females, and being raised with neither
parent more than doubled the prevalence of premarital sex among males, and more than
quadrupled it for females(12). Also, A study conducted in Ethiopia revealed, living alone
and living with single parent are more sexually experienced than those lived with both
biological parents(20). Moreover, religiosity appears to be a potent, although not

universal, protective factor for youths. The extent to which religion influences attitudes and

16



behaviors of adolescents may depend upon the specific doctrine of the churches. In USA it
was found that, adolescents who attended religious services frequently were 46% less
likely to ever have had sex compared to adolescents who attended services less frequently
or not at all (OR = 0.55; 95% CI = 0.49-0.63)(31). However a study done in Dessie, Ethiopia
claimed, among students reporting sexual activity didn’t differ significantly with respect to

religious attachment(21).

3.4.2 Family socio-economic status

Low socioeconomic status and low education influences sexual experiences in diverse
ways. In a few countries in sub-Saharan Africa and in Latin America and the Caribbean,
higher household wealth status is associated with lower rates of primary abstinence(1). In
South Africa, among young women residing in a household with low wealth is associated
with higher rates of ever having received goods, money, or favors in exchange for sex; it
also raises females’ chances of experiencing coerced sex and females’ and males’ odds of

having multiple sexual partners(30).

3.4.3 Peer influence

The emergence of strong peer relationships is one of the key developmental changes of
early adolescence, and peers can have a positive or a negative influence on young people’s
health. Adolescents who perceive their friends or peers to be sexually active are
significantly more likely to engage in sex themselves, as well as have multiple sexual
partners. For example, in Ghana, male youth who perceived that their friends were sexually
active were more than two times more likely to have initiated sexual intercourse in
comparison with youth who perceived that their friends were not sexually
experienced(12). Furthermore, peer influences has been linked to adolescent risk-taking
behavior, including adolescents’ participation in antisocial activities, their use of alcohol
and other illicit substances, and their involvement in associated behaviors, such as risky

sexual activity(13) . A study done in Ethiopia, found that adolescents who claimed to have
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peer pressure and have friends who were sexually experienced were more likely to report
sexual activity. Accordingly 44.9% males and 16.1% females reported having peer
pressure to have sexual intercourse [OR=4.24; 95%CI=2.67, 6.73](21). In contrary, some
studies claim adolescents differ considerably in their susceptibility to peer influence(13).
There was some evidence of positive social adaptation among adolescents who had first sex
between the ages of 16 and 18. These young people had more connections to school and
had more positive relationships with their peers than those who had first sexual

intercourse either or later (at age 18 or later)(17).

4. Conceptual framework of the study

For the purposes of organizing this research, evidences that signify influences on
adolescents’ risky sexual outcomes is principally assembled in to individual and familial
conceptual sphere. Different views from literatures about; prevalence of adolescents’ risky
sexual behaviour, influences of individual factors (adolescents’; substance use, knowledge
of contraceptives along with adolescents risk assessment and self efficacy) and parent
adolescent relations (parental; connectedness, monitoring/control and role modeling) on
adolescent risky sexual behaviour is presented. Fig.1 shows, the schematic diagram of the

conceptual framework.
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Fig. 1 CONCEPTUAL FRAMEWORK

Schematic presentation showing the association of individual, familial and intermediate

factors with the outcome variable, adolescent’s risky sexual behaviour.

Individual Factors

Familial Factors
Adolescents risk assessment

and self efficacy - Family connectedness

- Parental control
- Parental role model

Substance use
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Condom/contraceptive
knowledge

Risky Sexual Behaviour

- Ever had sexual intercourse}
- Multiple sexual partner
- Condom use inconsistency

Intermediate factors
Background characteristics
Family socio-economic status

Peer influence

Source: Adapted and modified from; Risk and protective factors affecting adolescent reproductive
health in developing countries / R. W. Blum, Kristin Nelson Mmari, 2005.

5. OBJECTIVE

To assess the magnitude of adolescents risky sexual behaviour and; explain associations
between individual & familial factors and adolescents’ engagement in risky sexual

behavior among high school adolescents in Addis Ketema Sub-City, Addis Ababa, Ethiopia.

5.1 Specific objectives

20



- To determine the magnitude of risky sexual behaviour among high school adolescents.

- To describe the association between individual factors and adolescents’ engagement in
risky sexual behaviour.

- To explain associations between familial factors and adolescents’ engagement in risky
sexual behaviour

- To identify background characteristics influencing adolescents’ risky sexual behaviour.

6. Research methods, materials and procedures
6.1 Study area

This study was conducted in Addis Ketema Sub-city. The sub-city is one of the 10 sub-cities
found in Addis Ababa, the capital city of Ethiopia. Overall, 10,194 regular students are
registered and enrolled in 4 governmental and 4 private, a total of 8 secondary schools

from grade 9 to 12 for the academic year of 2012/2013 G.C in the sub city.

6.2 Study design

21



A quantitative, school-based cross-sectional study was conducted from October 2012- July

2013.

6.3 Source/ target population

The sample population was drawn from four randomly selected secondary and/or

preparatory schools found, Addis Ketema Sub-city, in the academic year of 2012/2013.

6.4 Study population

The study subjects were randomly sampled adolescents with age ranging from 15-18 years,
who are currently attending their high school education of 9th, 10t, preparatory I and
preparatory Il grade in the selected secondary and preparatory schools. Found in Addis

Ketema sub-city; Addis Ababa, Ethiopia, in the academic year 2012 /13.

6.5 Sample size determination

The required sample size was calculated using a formula for a single population proportion.
Accordingly, to obtain reasonable sample size, prevalence of; ever had sexual intercourse,
multiple sexual partner and inconsistent condom use were taken from previously
conducted similar studies in Ethiopia with a prevalence of 40%, 47%, and 44.4%
respectively. And the average of this prevalence was taken to calculate the prevalence for
this study (20, 32, 33). Consequently, the prevalence (P) of was found to be 43.8%. The
margin of error (d) taken as 5% at 95% confidence level (Za/2 = 1.96) the sample size will

be calculated as(34).

n = (Za/2)>x p(1-p) => n=378.25 ~ 378

dz2

Since the study is about sexual issue, as most studied does, the non response rate is

assumed to be 10%. Therefore it will be 37.8 ~ 38

By adding the non-response rate, the total sample size will be =>378+38 =416

22



Where;

n= sample size Za /2= confidence level p=prevalence d= margin of error

6.6 Sampling methods

In this study, probability sampling, sampling with proportional to size (PPS) technique was
used. First, from the total of eight (4 private and 4 governmental) preparatory and High
schools in Addis Ketema sub-city, four (two from private and 2 from governmental) schools
were selected by Simple Random Sampling. Accordingly, from the total secondary and
preparatory schools, Addis Ketema Preparatory School and Yekatit 23 Secondary School
were chosen from governmental schools. At the same time, from private schools, St. Raguel
secondary and preparatory school and Betel Mekane Eyesus secondary and preparatory
school was selected. Next, from the selected schools, the total number of students was
determined by their strata of grade level (grade 9t, 10th, 11th and 12th) and by their gender.
The sampling was made proportionally with each selected school’s number of students (n /

N =nj /Nj) nj =Nj *n/ N, to earn the total sample (n=n1+nz+...nx). (See table on annex)

Where;
n;j = is sample size of the jth stratum Nj = is population size of the jth stratum
n=nl+n2 +..+ ngis the total sample size N =N1+ N2 + ..+ N is the total population size

6.7 Eligibility Criteria

» Inclusion criteria- regular students 15- 18 years of age and grades (9th, 10th,
preparatory [ and preparatory II) who registered to attend their education in the
selected high schools found in Addis Ketema Sub-City for the academy calendar year
2012-13 G.C.

» Exclusion criteria - married students and students who refused to participate in the

study and those who are not included in the inclusion criteria.
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6.8 Data collection procedure

A pre-coded, self administered questionnaire, adapted and modified from EDHS and other
similar international studies(5, 35), were provided to those students who were selected
randomly. Since sexual activity is a sensitive issue for most adolescents specially residing in
a culture, where discussion on sexual activity is sensitive issue like in Ethiopia,
administering face-to-face interview will be difficult to maintain the validity of the data. In
addition, there is evidence suggesting that self administered questionnaire data are as
accurate as interview data in assessing sexual-behavior prevalence rates among such
groups of subjects(36). The questionnaire was first written in English and then translated
to the local language Amharic for its understandability and was translated back to English

for data entry and analysis. (See English and Amharic version of the questionnaire on annex).

6.9 Description of variables

6.9.1 Dependent variable

Risky Sexual behavior

In this study, three criteria were used in selecting the risky sexual behaviors for the
analysis(31). The dependent variables: (1) ever been sexually active, (2) number of sexual

partners in a lifetime and (3) Condom use consistency.
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» Ever had sex - never married adolescents who experienced having sexual intercourse in a
lifetime was coded as 1 and who doesn’t as 0.
» Multiple sexual partners - Those who had two or more lifetime sexual partners were coded

as 1 and only one lifetime sexual partner as 0.
» Condom use inconsistency - subjects who used condom in their last sexual

intercourse was coded as 1 and who did not was coded as 0.

6.9.2 Independent variables

Individual variables

Adolescents risk assessment and self efficacy, substance use and condom/contraceptive
knowledge.

Family variables: parent-adolescent communication (open discussion on sexually related
and substance use issues), parental monitoring, parental role-modeling.

Intermediate variables- Socio-demographic variables, peer influence, family socio-

economic status.

6.10 Operational and/or standard definitions

Adolescents - for the purpose of conducting this research, those with ages’ 15-18 were
considered as adolescents.

Adolescent’s Risky sexual behaviour - in this study context, it's described as adolescents
who; initiated sexual intercourse before marriage, have multiple (two or more) sexual
partners and who do not use condom consistently.

Unprotected sex- having sex without any method to prevent pregnancy or sexually

transmitted disease.
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Substances - are matters that contribute to immediate as well as long term damage. These
includes; alcohol drinking, tobacco and drug use, khat (chat) chewing.

Risk behaviours - are those that can have adverse effects on the overall developments and
well-being of youth, or that might prevent them from future successes and development.
Sexually active- refers to those adolescents who have experienced heterosexual sexual
intercourse.

Multiple sexual partners- A respondent have multiple sexual partners if she or he has sex with

two or more partners.

6.11 Data entry and analysis procedures

Data entry was made using Epi info 3.5. Subsequently, using SPSS for windows version 16.0
the collected data was recorded and data cleaning was made. Univariate analysis was made
to summarize frequency distribution and to check for the normality of the distribution of
variables. Next, chi square was used to check for association between the dependent and
outcome variables. Those who showed significance was further assessed using Bivariate,
binary regression analysis. And after proving for the association, multivariate logistic
regression analyses was conducted, to control for confounders and to see the net effects of
individual and familial together with intermediate variables on risky-sexual behaviour by
statistically controlling other factors. And finally the result was presented using frequency

tables, figures and texts.

6.12 Data quality assurance

To assure the understandability and quality of the data collecting tool pre-test was
conducted in Medhanialem secondary and preparatory school found in another sub-city
(Gullele), and the identified gaps was corrected and modified as necessary, before
administering questionnaire for the actual data collection. Three B.sc holding health
professionals was recruited and training was given for them on the content and the context

of the questionnaire, how to effectively carry out on giving orientation for the students,
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answering students’ questions if necessary, and collecting the filled questionnaires and keep it in

an envelope.

During the time of data collection, the sampled students were distributed to 3 sections, at
the same time, in each school during a vacant class period to fill the questionnaires, to
prevent information contamination. In order to obtain honestly answers from the
students, a closed cartoon box was prepared and the students was told to drop the filled
questionnaire in to the box which was helpful to attain genuine data. In addition, close
supervision was made during questionnaire administering by the principal investigator.

And the filled questionnaire was checked for consistency and missing before data entry.

6.13 Ethical consideration

Ethical clearance was obtained from Addis Ababa University, College of Health Sciences School
of Public Health. At the time questionnaire administration, the objective of the research,
who the beneficiaries would be, the confidentiality of their answers and their freedom to
withdraw from the study at any point were briefed for the students. And, individual informed
verbal consent, to participate in the study, was obtained from the study participants before the

data collection.

6.14 Dissemination of results

The finding of this research Results was presented to Addis Ababa University Faculty of
Health Science, Department of Public Health and for those School administrations
participated in this research. In addition, this research work can be available for
programmers working to improve adolescent health and it will also serve as a reference for

other scholars, who are interested to investigate further on this matter.
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7. Results

In this study, 416 students were included in the study to complete/respond, a pretested
and accordingly revised self-administered research questionnaire and satisfactorily 412 of
the students have responded for the questionnaire which makes the response rate 99%.

The rest 4 were excluded because of incompleteness on the data.
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From the total of the respondents 193(46.8%) & 219(53.2%) were males and females
respectively. The grade levels of the respondents was 98(23.8%), 98(23.8%), 113(27.4%)
and 103(25%) for 9th, 10th, preparatory I and preparatory II respectively. Table 1 shows,

socio-demographic characteristics of respondents.

The four schools included in the study constitutes, Addis Ketema 147(35.7%), Yekatit 23
170(41.3%), StRaguel 62(15%) and Betel Mekaneyesus 33(8%) students. The
frequency/percentage distribution of ethnicity among the students is composed of Guragae
160(38.85%) followed by Amhara 91(22.1%), Oromo 82(19.9%), Tigre 44(10.7%), and
other ethnics 35(8.5).

Regarding to the religion of the study participants, the majority, 282 (68.4%) of the
students are Orthodox Christians where as 87(21.1%) are Muslims, 41(10%) Protestants
and the other 2(0.5%) are followers of other religion. And when asked on the occasions
they attend their religious institutions, the students responded, 99(24 %) always attend,
170(41.3 %) sometimes, 127(30.8 %) rarely and 16(3.9 %) of them reported they never
had attended religious institutions. Majority of the students, 235(57%), reported that they
earn a pocket money. Among pocket money earners, the reported source of pocket money

was from; parents 197(83.8%), work (self) 27(11.5%), and other money sources 11(4.7%).

Regarding to their parents monthly income, the students were asked to report on the
possible ranges of money amounts in Ethiopian Birr (ETB) that they think their parents earn.
And the response was, 50(12.1%) reported below 500 ETB, 86(20.9%) between 500-1000
ETB, 55(13.3%) approximately 1001-1500 ETB, 53(12.9%) nearly 1501-2000 ETB,
156(37.9%) more than 2000 ETB, and the rest 12(2.9%) reported they don’t exactly know

how much their parents earn. The results are shown in table 1 below.

Table 1 - Socio-demographic and background characteristics of survey respondents, Addis Ketema
sub- city; Addis Ababa, Ethiopia, March 2013 (n= 412)
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Variables

Frequency (Percentage

Sex

Male 193 (46.8%)
Female 219 (53.25%)
Total 412 (100%)
Ethnicity

Ambhara 91 (22.1%)
Oromo 82 (19.9%)
Guragae 160 (38.8%)
Tigre 44 (10.7%)
Others 35 (8.5%)
Total 412 (100%)
Religion

Orthodox 282 (68.4%)
Muslim 87 (21.1%)
Protestant 41 (10%)
Others 2 (0.5%)
Total 412 (100%)
Attend Religious Services

Always 99 (24%)
Sometimes 170 (41.3%)
Rarely 127 (30.8%)
Never 16 (3.9%)
Total 412 (100%)

Earn pocket money

............... Table 1 cont’d

No 177 (43%)
Yes 235 (57%)
Total 412 (100.%)

Family’'s Monthly Income

<500

50 (12.1%)

501-1000

86 (20.9%)
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1001-1500 55 (13.3%)
1501-2000 53 (12.9%)
>2000 156 (37.9)
I Don't Know 12 (2.9%)
Total 412 (100.0)

The living arrangement (with whom living currently) of the study participants is shown in
fig.2 below. The proportion of respondents who lives with both biological parents are
213 (51.7), with relatives 61(14.8), with single biological parent 94(22.8%), with brother
and sisters13 (3.2%), and who lives with others were 31 (7.5%).

Fig.2 - Currently living with status of survey respondents, Addis Ketema sub- city; Addis Ababa,
Ethiopia, March 2013
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7.1 Familial factors

In order to understand the degree of connectedness between the students and their
parents, the students were asked whether they engage with open discussion on sexual
related issues, boy/girl friend issues, and about substance use issues. Accordingly,

235(58%) claimed they have open discussion with their parents and the rest 177(42%) did
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not. From those who don’t have open discussion with their parents, the students stated
reasons responsible for absence of open discussion (n=177) as; 97(54.8%) ‘Felt ashamed
to discuss with their parents on this issues’, 25(14.12%) ‘Parents get furious on me when I
raise this issue’, 20 (11.30%) ‘We are not used to discuss on such issues’, 9(5.08%) ‘I'm not
interested to discuss on this issues’, 8(4.52%) ‘Parents have no time for this’ and the rest
18(10.17%) has mentioned ‘Other reasons for absence of open discussion’. Fig.3 shows the
proportion of reasons for not having open discussion between adolescents and their

parents.

Table 2 - Parent-adolescent connectedness and parental monitoring characteristics of survey
respondents, Addis Ketema sub- city; Addis Ababa, Ethiopia, March 2013 (n= 412)

Open discussion with parents Sex of respondents (n=412) Total
Male (n, %) Female (n, %)

No 100(51.8) 77(35.2) 177
Yes 93(48.2) 142(64.8) 235
Total 193 219 412
Parents know children whereabouts

No 43(22.3) 40(18.3) 83
Yes 150(77.7) 179(81.7) 329
Total 193 219 412

Fig. 3 - Reasons for absence of open discussion between adolescents and their parents, of survey

respondents, Addis Ketema sub- city; Addis Ababa, Ethiopia, March 2013 (n= 177)
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To assess the level of excessive parental control, another question the study subjects asked
was to describe the consequences they face when in case they might violate the rules set
for them by parents, and 283(68.7%) responded, they get advised not to do it again,
69(16.7%) claimed they get insulted or humiliated, 37(9%) reported they get physically
punished, whereas another 20(4.9%) stated nothing will happen to them and the rest
3(0.7%) mentioned different kind of punishments. To assess parental role modeling, the
study subjects was asked about, if a member(s) of family have history of substance use.
Accordingly 293(71.1%) responded there is no one with substance use history in their
family, whereas 94(22.8%) and 25 (6.1%) revealed a member(s) of the family uses
substance ‘sometimes’ ‘and mostly’ and the rest. When asked to rate their connectedness
with their parents, the students responded ‘very close’ 184 (47.7%), ‘medium’ 169(41%),

minimum 35(8.5%) and very minimum 24 (5.8%).

7.2 Adolescents substance use, risk assessment and condom contraceptive

knowledge

On the scope of this study, personal experiences and perceptions on different kinds of risk
factors was the interest of this study. In order to obtain such information, questions were
raised for the study subjects regarding to substance use, perception on sex and choice of
protecting self from STDs/HIV and their knowledge on contraceptives. The proportion of

substance use by schools shows that; Addis Ketema 39(22.9%), St. raguel 17(27.4%),
12(36.4%) and 35(23.8%). Table 3 shows adolescents’ substance use and risk assessment.

And fig. 4 shows adolescent’s perception towards sexual intercourse.

Regarding to condom contraceptive knowledge, six methods were asked to assess the
student’s knowledge of modern contraceptive methods. Accordingly, among subjects ever
heard of contraceptive methods (n=401), the most popular method mentioned by the

students were condom (93.8%) followed by Pills (83.8%), Implant (83.5%), IUD (79.8%)
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and Emergency contraceptive (56.1%). The least known method by the students was

Sterilization (27.7%).

Table 3 - Substance use, risk assessment, self efficacy and condom contraceptive knowledge of survey

respondents, Addis Ketema sub- city; Addis Ababa, Ethiopia, March 2013 (n=412)

Use substances Sex of participants (n=412) Total
Male (n, %) Female (n, %)

No 137(71) 164(74.9) 301
Yes 56(29) 55(25.1) 111
Total 193 219 412
Choice of protection from HIV/STDs
Abstinence 107(55.4) 136(62.1) 243
Being faithful 44(22.8) 58(26.5) 102
Using condom 34(17.6) 18(8.2) 52
I don’t know how 8(4.1) 7(3.2) 15
Total

193 219 412

Fig.4 kinds of perceptions towards sexual intercourse by gender of survey respondents, Addis
Ketema sub- city; Addis Ababa, Ethiopia, March 2013 (n= 412)
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7.3 Sexual characteristics of respondents

From the total of 412 respondents of the survey, 83 (20.1%) of the respondents already
had history of sexual intercourse. Of those, male and female constitutes 45(54.2%) and
38(45.8%) respectively. The mean age of those who ever had sex is 17.04 * 0.93 years (SD). The
mean number of lifetime sexual partners reported by the students is 1.98 = 2 persons with SD+0.94
and the majority of the students who experienced sexual intercourse, 52(62.7%) responded
they had sex with 2 to more than 4 persons in their lifetime and and the rest 31(37.3%)

claimed they only have had sex with 1 prson in their life time.

Among those who never had sexual intercourse, the reasons, mentioned for not havingin
sex are; intent to remain abstainaned before marriage 192 (58.4%), relegious reasons

89(%27.1), fear of contracting STDs11 (3.3%), fear of parents 7 (2.1%), fear of pregnancy 8
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(2.4%), other reasons 22 (6.7%). Below, Sexual characteristics of the study subjects are

shown in table 4.

Table 4 Characteristics of Sexually active survey respondents by sex and grade levels, Addis
Ketema sub- city; Addis Ababa, Ethiopia, March 2013 (n= 412)

Ever had sex | Sex (n=412) Total | Grade levels (n=412) Total
Male Female Oth 10th Prep | Prep II

Yes 45(54.2%) 38(45.8%) 83 11(11.2%) | 26(26.5%) | 19(16.8%) | 27(26.2%) | 83

no 148(45.0%) | 181(55.0%) | 329 | 87(88.8%) | 72(73.5%) | 94(83.2%) | 76(73.8%) | 329

Total 193 219 412 98 98 113 103 412

The proportion of adolescents who had sexual intercourse is higher for the older aged

students, 18years of age (39.8%) and lower for students with age 15 years (14.8%). From

the total of four schools included in this study, Addis Ketema preparatory school shares the

highest proportion students who have history of sexual intercourse (37%), followed by

Yekatit 23 secondary school (31%), St Raguel secondary and preparatory school (19.4%)

and Betel Mekaneyesus secondary and preparatory school (9.1%). The number of lifetime

sexual partners of the study participants is shown in figure 5 below.

Fig.5 - Total number of lifetime sexual partners of survey respondents by sex, Addis Ketema sub-

city; Addis Ababa, Ethiopia, March 2013 (n= 83)
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7.4 Adolescents condom use behaviour

Among those who ever had sexual intercourse, the proportion of students who claimed to
have used condom during their last sexual intercourse was 51 (61.4%) and the rest
32(38.6%) reported, there missed to use condom at their last sexual intercourse. The
reasons mentioned for not using condom consistently during sexual intercourse are shown

in fig.6 below

Fig.6 — Mentioned reasons for condom use inconsistencies among sexually active respondents,
Addis Ketema sub- city; Addis Ababa, Ethiopia, March 2013 (n= 32)
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7.5 HIV/AIDS related knowledge

HIV/AIDS related questions were asked to assess the student’s knowledge and

misconception towards the subject. Consequently, they were asked to identify modes of

HIV transmission, accordingly the percentage of students who correctly identified the

modes were; 96.2% having sexual intercourse without using condom , 83.2% from HIV

infected mother to child transmission during birth, 81.1% from HIV infected mother to

child during breast feeding , sharing of sharp objects 93.8% and blood transfusion and

67.3%. Moreover, 94.3% of the students believe a healthy looking person can have HIV.

Regarding to VCT service, 76% of the students claimed, they have heard about VCT. And,

when asked about, when is the appropriate time for someone to conduct VCT; the students

responded; anytime (97.8%), when getting ill (24.8%), before marriage (42.5%), during

traveling abroad (29.2%), when someone is in doubt on his/her status (33.7%).

8 Bi-Variate And Multivariate Results
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According to the objective of this study, the outcome/ dependent variables (multiple sexual
partners and inconsistent condom use) along with sexual experience
(ever had sex) are tested for association and significance with different demographic,

socio-economic, intermediate and independent

First chi square was used to assess the association between background characteristics,
individual characteristics, familial factors and intermediate variables with the outcome
variables; adolescents sexual activity, having multiple sexual partner and inconsistent
condom use. Those variables having a P-value < 0.05 were assumed statistically significant
for the presence of association with the dependent (outcome) variables. Next the
significance observed using the chi-square test was further investigated using binary

logistic regression for categorical variables.

And finally, multivariate analysis was performed using binary logistic regression for each

outcome variables, to observe the net effect of the associations of the variables.

8.1 ‘Ever Had Sex’

8.1.1- Bivariate analysis results of Ever Had Sex’

As the bi variate analysis result shows, being male or female was not statistically significant
with adolescent’s sexual activity. However, the age of the participants was found to
associate significantly with having sexual intercourse with a p-value 0.001, x? - 17.182. The
other variable entered in to the model was religion; nevertheless, the result hasn’t showed
any association with adolescent’s engagement in sexual activity. However, the level of
attending religious services was found statistically significant with adolescent’s sexual
activity with a P-value of 0.001, X?-17.04. Regarding to ethnicity, the result has showed
there is no statistically significant association between ethnicity and adolescent’s sexual

activity.

Getting pocket money was the other factor which showed statistically significant

association with experiencing sexual intercourse having a P-value 0.00 , X? 22.95 among
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high-school adolescents. Whereas the students’ educational level (grade) and the type of
schools they’re learning was not significantly associated with the sexual activity of

adolescents.

Substance use was one of the factors which showed significant association with having
sexual intercourse (P-value 0.000, X? -53.35). The choice of the study subjects to protect
themselves from HIV/AIDS or other STDs was also significantly associated with history of
sexual intercourse (P-value 0.000, X?-73.73). However, contraceptive knowledge was not

found to have significant association with sexual activity of adolescents.

Familial factor was another predictor assessed for its significance with the outcome
variables. Surprisingly, almost all of the factors tested for association were significantly
associated with having sexual intercourse. Such as; having an open discussion between
parents about sexual related issues and about substance use was significantly associated

with having sexual intercourse with P-value 0.01, X?-6.586.

Parental monitoring or parents’ knowledge of their child’s whereabouts was again
significantly associated with adolescents history of sexual intercourse with a P-value 0.000,
X2-55.285. In the context of parental role modeling, family history of substance use was
another factor associated with having sexual intercourse among adolescents by P-value
0.005, X2-10.68. Moreover, in order to asses parent-adolescent connectedness, the students
were asked to rate the level of connectedness (closely connected or not) they have with
their family, and their level of connectedness was significantly associated with adolescents

experience of sexual intercourse with P-value 0.000, X2-30.31.

Living arrangement (with whom the study subjects currently living) was one of the factors
tested for of association; however, it hasn’t showed significance with the outcome variable

with P-value > 0.05. The other factor tested was peer influence; accordingly discussion on
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sexual issues with peers hasn’t showed any significant association with the outcome
variable. But significance was observed on whether intimate friend has started sexual
intercourse with history of conducting sexual intercourse with P-value of 0.000, X?-27.63
Moreover, being encouraged to test/use substance by peers was significantly associated
with having sexual intercourse with a P-value-0.001, X? 11.84. Similarly, those encouraged
by their peers to have sexual intercourse were significantly associated with having sexual

intercourse with P-value 0.000, X2-52.11.

8.1.2 Multivariate results of ‘Ever Had Sex’

The demographic and socioeconomic factors, individual characteristics, familial factors and
intermediate factors which were assessed and showed significant association in the
bivariate analysis, were further assessed in the multivariate analysis. As shown in the table
5, the age of the students, earning a pocket money, presence of open discussion between
parent-adolescent on sexually related and substance use issues and the level of
adolescent’s connectedness with their parents were the variables which showed significant
associations with adolescent’s sexual activity in the bivariate analysis. However, these
factors have lost their significance when controlled for other factors in the multivariate
analysis. On the contrary, the following factors were found to associate significantly with

adolescent’s sexual behaviour.

Religious service attendance
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The intensity of religious service its attendance was identified as one of the predictor
variables which was significantly associated with adolescent’s sexual experience. Among
the study subjects, those who ‘never’ attend religious services were significantly at risk for
having sexual intercourse when compared with adolescent’s who always attend religious

institution. [OR (95% C.I) =7.42 (1.01, 54.2)].

Substance use

Substance use was another strong predictor for having sexual intercourse among
adolescents. The result of multivariate analysis shows, the proportion of adolescents with
substance use history were about 4 times most likely to engage on sexual intercourse [OR

(95% C.I) =4.21(1.73, 10.17)] than that of non substance users.

Choice of self protection

The choice of the students as a means of protecting themselves from HIV/AIDS and other
STDs was significantly associated with whether they engage themselves in sexual
intercourse. As indicated in the table 5, adolescent’s who choose; ‘Being faithful’ [OR (95%
C.I) =30.46 (10.13,91.5)] and Using condom [OR (95% C.I) =29.14(6.1, 78.9)] as a means of
self protection, from the mentioned health problems, were the most likely ones to
commence sexual intercourse with relative to those who choose ‘Abstinence’ as a means of

self protection.

Parental monitoring

As shown in table 5 below, Parents knowledge of where their child spends his/her time
after school was found to be a protective factor for commencing sexual intercourse [OR
(95% C.I) =0.24(0.09, 0.58)]. Adolescents who are monitored by their parents on how they
spend their time after school were less likely to engage in sexual activities.

Parental role modeling
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Family history of substance use was significantly associated with having sexual intercourse.
The students were asked to rate the level of substance use by their family member. And it
was rated as ‘never’, ‘sometimes’ and ‘most of the times’. As shown in table 5, The multi-
variate result affirmed, subjects from families using substances ‘sometimes’, were twice at
risk than subjects from families who never uses substances [OR (95% C.I) =2.65(1.02, 6.7)]

for engagement in sexual activity.

Peer influence

Peer influence was another factor found to predict having sexual intercourse. The multi-
variate analysis has indicated, Presence of peers who encourage having sexual intercourse
were found to predict adolescents sexual activity. As shown in table 5, adolescents who get
encouragement from their peers to have sexual intercourse were more likely to do it [OR
(95% C.I) =16.35(6.14, 43.5)]. However, discussing sexual matters with peers and whether
intimate peer started sexual intercourse were not found to significantly influence

adolescent’s sexual activity.

Table 5 Bivariate and multivariate results of predictors of ‘ever had sex’ by the survey
respondents, Addis Ketema sub- city; Addis Ababa, Ethiopia, March 2013 (n= 412)

Ever had sex Crude ORs(95%ClI) | Adjusted ORs(95%Cl)
No (n, %) Yes (n, %)

Age
15 68(20.7) 4(4.8) 1 1
16 74(2255) | 22(265) | °-054(1.651541)* 3.41(0.75, 15.64)
17 102(31.0) | 24(28.9) | *000(1.32,12.04)* 1.21(0.26, 5.62)
18 85(25.8) | 33(39.8) 6.6 (2.23,19.54)" 1.84(0.42, 8)
Attend religious services
Always 89(27.1) | 10(12.0) 1 1
Sometimes 138(41.9) 32(38.6) 2.06(.96, 4.406) 2.091(0.65, 6.66)
Rarely 94(28.6) | 33(39.8) 3.12(1.45, 6.712)* 1.284(0.40, 4.11)
Never 8(2.4) 8(9.6) 8.90(2.74, 28.906)* 7.419(1.01, 54.2 )*

.............. table 5 cont’d

pocket money
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No 160(48.6) | 17(20.5) 1

Yes 169(51.4) 66(79.5) 3.67(2.06, 6.53)* 1.260(0.49, 3.22)
Substance use

No 274(83.3) | 27(32.5) 1 1

Yes 55(16.7) 56(67.5) 10.33(6.00, 17.78)* 4.201(1.73,10.17)*
Choice of self protection from HIV/STDs

Abstinence 235(71.4) 8(9.6) 1 1

Being faithful 63(19.1) | 39(47.0) 18.18(8.09, 40.87)* 30.462(10.13, 91.5)*
Using condom 19(5.8) 33(39.8) 51.02(20.6, 125.8)* 21.949(6.10, 78.9)*
I don’t know 12(3.6) 3(3.6) 7.34 (1.72,31.24)* 4.623(0.56,37.8)
Open discussion with parents

No 131(39.8) | 46(55.4) 1 1

Yes 198(60.2) 37(44.6) | 047 (0.28,0.76)* 1.120(0.46, 2.68)
Parents know where after school

No 42(12.8) | 41(49.4) 1 1

Yes 287(87.2) | 42(50.6) 0.15 (0.08, 0.76)* 0.24(0.09, 0.58)*
Family history of substance use

Never 246(74.8) | 47(56.6) 1 1
Sometimes 66(20.1) 28(33.7) 2.22(1.29,3.81)* 2.625(1.02, 6.70 )*
Most of the times 17(5.2) 8(9.6) 2.46(1.01, 6.03)* 1.102(0.28, 4.23)
Rate your connectedness with family

Very close 162(49.2) | 22(26.5) 1 1

Medium 133(40.4) | 36(43.4) 0.330(.123,.884)* 0.857(0.34, 2.15)
Minimum 17(5.2) 18(21.7) 0.657(.253,1.707) 1.210(0.31, 4.69)
Very minimum 17(5.2) 7(8.4) 2.571(.854,7.740) 1.018(0.18, 5.68)

Peers encourage you to use substances

No 298(90.6) | 61(73.5) 1 1

Yes 31(9.4) 22(26.5) 3.46(1.88, 6.39)* 0.485(0.16, 1.44)
Peers encourage you to have sex

No 294(84.9) | 29(34.9) 1 1

Yes 35(10.6) | 54(65.1) 15.6(8.83,27.69)* 16.357(6.14, 43.5)*
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8.2- ‘Multiple Sexual Partners’

8.2.1 Bivariate results of Multiple Sexual Partners’

To test for association between individual’s background characteristics, and having
multiple sexual partners, variables such as; ‘sex’, ‘age’, ‘religion’, ‘religiosity’, of subjects
and whether they earn a pocket money were checked using chi-square test. And the result
obtained indicated, all the variables in the test, except for ‘pocket money’, hasn’t showed
any significant association with the outcome variable (having multiple sexual partner). But
earning pocket money was significantly associated with having multiple sexual partners

among the study subjects with a P-value- 0.045, x2 -4.063.

Among the intermediate factors, in the bivariate analysis, ‘the living arrangement of adolescents’,
‘discussion with peers on sexual matter’, ‘intimate peer started sex’ and ‘peer encourage you to
have sex’ were tested for significant association with having multiple sexual partners using chi-
square. However, only ‘peer’s encouragement to have sex’ was found to associate significantly with

adolescent’s practice of having multiple sexual partners with a P-value 0.026, x?-4.93.

No significant associations were observed between parental factors (open discussion with
parent on sexually related issues and substance use, parental role modeling and parental
monitoring) and adolescent’s experience of having multiple sexual partners either in the bi-

variate or in the multivariate analysis.

From the individual characteristics, as the bivariate analysis shows, the kind of relation
that the study subjects (who ever had sexual intercourse) had with their first sexual
partner was found significantly associated with adolescent’s experience of having multiple
sexual partners (P-value 0.003, X2-14.098). Using substance also has showed significant

association with having multiple sexual partners (P-value 0.002, x2-9.65).
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8.2.2 Multi-variate results of having ‘multiple sexual partners’

Pocket money

Earning pocket money has showed significant association with adolescent’s practice of
having multiple sexual partners in the multivariate analysis, as shown in table 6 below,
adolescent students who earn pocket money in this study were found four times at risk to

practice sexual intercourse with two or more persons [OR (95% C.I) =(4.58 (1.14, 18.36)].

Type of relation with first sexual partner

Moreover, the type of relation with first sexual partner was also significantly associated
with having multiple sexual partners. in this study, as the result in the table 6 shows; those,
who commenced their first sexual intercourse with a casual friend were found to engage in
having multiple sexual partners [OR (95% C.I) = 5.27(1.48, 18.7)] as well, who reported
their first sexual partner as a person they don’t know were more likely to engage in having
sexual intercourse with multiple persons [OR (95% C.I) =11.82 (1.62, 86.07) than their

counter parts, who reported their first sexual partner was their boy/girl friend.

Substance use

As observed in predictors for having sexual intercourse, substance use was again found to
be a predictor for having multiple sexual partners. As indicated in table 6, it was found that
substances using school adolescents were five times more likely to engage in having two or
more sexual partners than that of non substance using adolescent. [OR (95% C.I) =5.14 (1.5,

17.6)].
Peer influence

Peer influence, being encouraged to have sexual intercourse by peers, was one of the variables
which showed significance when tested for association in the bivariate analysis, however this
significance were proved to have no factual association when adjusted for another factors in the

multivariate analysis [OR (95% C.I) =1.93 (0.58, 6.4) ].
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Table 6 bivariate and multivariate results of predictors of ‘multiple sexual partners’ by the
survey respondents, Addis Ketema sub- city; Addis Ababa, Ethiopia, March 2013 (n= 83)

Multiple sexual partner

Crude ORs(95%ClI Adjusted

No (n, %) Yes (n, %) ( ) ORS(J95%CI)
Pocket money
No 10(32.3) 7(13.5) 1 1
Yes 21(67.7) 45(86.5) 3.06 (1.02,9.16)* 4.584 (1.14, 18.36)*
Peers encourage you to have sex
No 16(51.6) 13(25.0) 1 1
Yes 15(48.4) 39(75.0) | 3.20(1.24, 8.22)* 1.93 (0.58, 6.4)
Substance use
No 17(54.8) 10(19.2) | 1 1
Yes 14(45.2) 42(80.8) 5.10(1.89,13.69)* 5.14(1.50,17.6)*
Relation with first sexual partner
Boy/girl friend 17(54.8) 10(19.2) 1 1
Casual partner 10(32.3) 30(57.7) 5.10(1.76,14.7)* 5.275(1.48,18.7)*
A personldon’t 3(9.7) 12(23.1) 6.8(1.53, 30.07)* 11.82 (1.62, 86.07)*
know
Other 1(3.2) 0(0.0) 0.0(.00, ----) 0.00(0.00, ------ )
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8.3 ‘Inconsistent Condom Use’

To asses for significance, selected variables were tested for their association, in the
bivariate analysis, with inconsistent condom use. Among the variables, open discussion
with family on sexually related and substance use issues was significantly associated with
inconsistent condom use (P-value 0.09, - x?-6.77). Ability to negotiate with sexual partner
towards condom use (condom use self efficacy) was also found to associate significantly

with inconsistent condom use (P-value 0.00, x?-25.49).

To determine the net effect of the variables, having significant association, with
inconsistent condom use, multivariate analysis was further conducted. However, none of
the predictor variables were observed to show significance with the outcome variable

(inconsistent condom use)

Table 7 bivariate and multivariate results of predictors of ‘multiple sexual partners’ by the
survey respondents, Addis Ketema sub- city; Addis Ababa, Ethiopia, March 2013 (n= 83)

Condom use inconsistency | Crude ORs(95%CI) | Adjusted ORs(95%Cl)
No (n, %) Yes (n, %)

Open discussion with parent
No 34(66.7) 12(37.5) 1 1
Yes 17(33.3) 20(62.5) 3.33(1.32,8.38)* 2.739(0.89, 8.42)
Condom use self efficacy
Definitely could 32(62.7) 6(18.8) 0.30 (0.07, 1.23) 0.230(0.05, 1.02)
Probably can’t 10(19.6) 10(31.2) 1.60(0.38, 6.62) 1.373(0.31, 5.94)
Can't 1(2.0) 11(34.4) 17.60(1.71,181.3)* | 10.388(0.93,115.9)
Not sure 8(15.7) 5(15.6) 1 1
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9. Discussion

The interest of this study was to measure the prevalence of sexual activity and identify to
what extent individual characteristics and familial factors together with socio-demographic
factors influences student’s engagement in sexual activity, above all in risky sexual
activities. From the total of 412 respondents of the survey, 83 (20.1%) of the respondents
already had history of sexual intercourse. Of those, male and female constitutes 45(54.2%)
and 38(45.8%). No significant differences were observed based on gender on either

having had sex or the number of lifetime sexual partner and inconsistent use of condom.

According to the criteria used for classifying risky sexual behaviors, all of sexually active
students had initiated sexual intercourse without being married. And 52(62.7%) had sex
with at least with two persons in their lifetime. Moreover 32(38.6%) of the students

reported not using condom consistently.

The mean age at first sex is 16.48 + 0.91years (SD) and the median age was 17yrs. This
finding was found different from similar studies done in Agaro and Dessie towns, Ethiopia

(17.12+£2.05), and 17(%1.55) years respectively(21, 37).

A growing body of research indicates that religiosity is a protective factor that appears to
contribute to decreased sexual risk behaviors. Most researches supported that adolescents
who were more religious tended to delay sexual activity(31). The finding of this study also
strengthens this thought. Engaging in sexual activities was associated significantly in favor
for the groups who rarely and never attend religious services compared to who always
attend religious services. This finding is supported by related studies done in Metu,

Ethiopia, and in USA (31, 33).
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Parental monitoring and supervision reduce adolescent sexual activity by restricting
opportunities for sexual activity(38). Also, as the interest of the objective of this study, an
association was found on parental monitoring and sexual activity. Parent’s knowledge of
where their children spend their time after school (parental monitoring) was noticed as a
determinant factor for adolescent’s engagement in sexual activities. This result was
supported by another studies, for example, A study done in U.S.A discovered, adolescent's
perceptions parenting styles (i.e., after school whereabouts, who the adolescent is out with)
were not directly associated with sexual risk-taking, there was an inverse relationship
between the adolescent's perceptions of parental monitoring and the odds of being

sexually at risk. (25).

Studies explain, in mid to late adolescence, parents have much less influence to directly
structure peer group affiliation. Parents that are not involved at all (neglectful), may cause
youth to be overly focused on peers as a way to address their unmet needs for acceptance
and belonging(13). Along with this idea, as shown in the result in this study, being
encouraged by peers to experience sexual intercourse was a significant predictor for both,

being sexually active and also for having multiple sexual partners.

A possible explanation for this could be, individuals may take more risks, evaluate risky
behavior more positively, and make more risky decisions when they are with their peers
than when they are by themselves. Studies done in Harrar and Dessie, Ethiopia also noted
that, adolescents who claimed to have peer pressure were more likely to report sexual

activity. furthermore, similar finding was observed in Cameroon(20, 39).

Several studies allege using substances as responsible for increasing the probability that an
adolescent will initiate sexual activity and furthermore for leading to risky sexual
intercourse unprotected sexual intercourse and multiple partners as well as putting young
people at risk for sexually transmitted diseases (STDs), unintended pregnancy. Sexual
intercourse when one or both partners are under the influence of substance is risky

because the couple may not be fully aware of their actions(4).
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Another finding which addresses the objective of this study is that, using substance was
found to be significantly associated with both having sexual intercourse and having
multiple sexual partners. This result has conformity with a study conducted in Ethiopia;
High school adolescents who were engaged in substance use were 2.714 times more likely
than those who did not use substances to be sexually experienced(20). Another study in
the USA indicated, 12 percent of sexually active teens 15 to 17 report having had

unprotected sex because they were drinking or using drugs(19).

It is assumed that adolescents take risks because they lack knowledge about the
consequences of risky behavior(40). From the findings of this study, it can be understood
that, adolescent’s permissive attitudes towards sexual intercourse is significantly
associated with the likelihood to experience sexual activity. Students who chose to be
faithful with one sexual partner and who choose to have sexual intercourse using condom
were found to engage in experiencing sexual intercourse when compared with adolescents,
who choose to remain abstained from having sexual intercourse. This finding is consistent
with other studies. A report on key reproductive and sexual health indicators for youth in
38 countries in the developing world indicates, the attitude to sex is clearly an important
factor for adolescent sexuality. Out of the eight studies that analyzed the relationship
between sexual experience and attitudes to sex, all of them found that having more
permissive attitudes to sex greatly increased the risk for adolescents to have had sex(1).
Similarly, in Malaysia, it was found that adolescents with more permissive sexual attitudes

were five times more likely to be sexually experienced(1).

51



10. Strength and limitations of the study

Strengths

Strong data quality control measures were taken in this study, such as; since sexual
relation issues are considered as a taboo in the society, to make the respondents

comfortable, a closed cartoon box was arranged to place the filled questionnaire.

Unlike most of similar studies conducted in the country, this study has addressed
the problem of adolescent sexual behavior as beyond sexual initiation to individual

and familial factors associated with sexual risk-taking.

Limitations

The nature of the information in this study was sensitive and self reported.
Therefore, the responses of the study subjects could not probably be completely
accurate, either because some health risk behaviours are difficult to recall or
because respondents may not want to report them.

Because of the minimal prevalence of some outcome variables, the confidence
interval of few variable associations was noticed to get widened.

Recall bias could happen on the number of lifetime sexual partners and on usage of

condom during last sexual intercourse.
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11. Conclusion

In this study, the mean age of sexual debut was found to be lower than identified by
other similar studies conducted. And the mean number of lifetime sexual partners
was 2 sexual partners per life time.

Religious service attendance was found to protect adolescents from engaging in
risky sexual behaviours.

Parent’s knowledge about where about of their children spend their time after
school (parental monitoring) was a protective factor for adolescent’s sexual activity.
Along with this finding, students from substance using family, were found to get
involved in risky sexual behaviour.

Substance use was another factor which was assumed to promote adolescents to
engage in sexual activity, furthermore to have sexual intercourse with more than
one sexual partner in their lifetime.

Permissive attitude of adolescents towards sexual activity, in this context, choice of
protecting themselves from sexually related problems such as HIV/AIDS and other
STDs, was identified as a factor which leads adolescents to experiment sexual
intercourse.

Peer influence was noticed as a factor for adolescent’s practice of sexual intercourse
and for having multiple sexual partners.

In this study, no perceived predictor variable was found to signify inconsistent use

of condom.
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12. Recommendation

Adolescence is a foundation for future health of the individual, the risky behaviours

developed during adolescence has effect on their future health and their countries’

economic and social prospects.

The existing study has addressed factors influencing adolescent’s sexual behaviour.

Meanwhile the following recommendations are suggested to alleviate the risks.

1.

In this study, the adolescents’ perception towards sexual intercourse; particularly,
adolescent’s permissive attitude towards sexual intercourse was recognized as one
of the exposing factors for experiencing sexual intercourse. To increase the
awareness of the students’ on risky sexual, effective health education/ promotion
service on adolescent sexual and reproductive health should be incorporated using
adolescents’ friendly and interactive means. Such as; Mini- Medias, brochures, SRH
information booths, entertaining programs. And also encouraging students to
participate in different health enhancing activities such as anti-aids clubs is crucial
for adolescents to make a healthy choice.

Building the self esteem of students on how to resist peer pressure is the other area

of concern that could protect adolescents’ from engaging in sexual activities.

Involving families in addressing adolescents’ sexual behaviours should be
considered as a crosscutting means since the role of families was observed as a
significant factor for adolescents’ sexual activity; both, negatively(being a negative
role model for their child) and positively (closely monitoring where their child

spend his/her time after school)
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4. Substance using is the other huge concern emerged as adolescents’ engagement in
different antisocial activities including risky sexual behaviour. Schools, parents,
government bodies and other stakeholders on adolescent health should act on the
means to protect the students from multi adverse nature of using substances. such
as by limiting the access of students for substances and setting strict rules in schools

and houses towards substance abuse.

5. Advocating the role of attending religious services, on protecting adolescents from
being involved in health impairing activities, is also influential means as to enhance

adolescents health.

6. Finally, the recommendation goes for scholars who have expertise on adolescent
sexual and reproductive health issue, to investigate for further determinants that

influence adolescents’ sexual health.
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Appendix

Research Questionnaires

8.2 Information sheet and Individual consent form

My name is , I'm studying masters of public health at Addis Ababa

University and I'm conducting a research, designed to measure prevalence of risky sexual
behaviour and identify the association between Individual and Family factors, and
adolescents’ engagement in risky sexual behavior among high school students. The purpose
of this study is to produce information necessary for the planning of appropriate possible
intervention to improve the sexual health of adolescents and to observe over all sexual
behavior of adolescent students. As your participation is very important for this research,
you are chosen to participate in this study. The choice of the participants was done
randomly using a lottery type of approach. Therefore, I would like to ask you some
questions, related to adolescents sexual behaviour, which may take about 30 minutes and
you are kindly requested to fill all the questions below. And I would like you to understand,
your name will not be written in this format and all the answers and your identity are kept
anonymous. You are not obliged to answer any question that you do not want to answer and
you may end answering this questionnaire at any time you want. If it’s your will to participate;

your truthful answer is of supreme importance to the outcome of the research.

Are you willing to participate in the interview?

Thank you in advance!

If you have any concern regarding this study, please do not hesitate to contact by the

following address!

Tewodros Fantahun

Tel- 0911 48 43 29
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Questionnaire
ADDIS ABABA UNIVERISITY COLLEGE OF HEALTH SCIENCES

SCHOOL OF PUBLIC HEALTH

1. Questionnaire ID

2. Name of the school

General instructions - for the questions listed below, please answer the questions
from the possible choices and write the selected answer code in the box, provided
next to the alternative answers.

Section One - Socio-demographic character of respondents

Sr.No. Questions Alternative answers Code
101 How old are you? (In 115 2)16 3)17  4)18
completed years)
102 Sex 1) male 2) female
103 Which grade are you? 1) 9th 2) 10t 3) prepl 4) prep Il
104 What is your ethnic group? | 1. Oromo 2. Amhara

3. Gurage 4. Tigre
5. Other, specify

105 What is your religion? 1) Christian 2) Muslim
3) protestant  4) catholic
5) other, specify

106 How often do you attend 1) Everyday 2) Once or twice a week

religious services? 3) Rarely 4) Never 9) Noresponse

107 Can you get a pocket | 1)yes 2) no
money? if the answer for this question is yes;
continue the next questions if no, please go to

question No. 201

108 How much pocket money | 1) Below birr 100
do you get per month? 2) 100-200 birr 3) 201-300 birr
4) 301-400 birr 5) Above 401 birr

109 What is your source of | 1) Parents 2) Ngo’s
3) Friends 4) government

?
pocket money 5) other specify
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Section two - Family structure and socioeconomic status

201

What is your

educational status?

father's

1) Illiterate
3) Grade 1-4
5) Grade 9-12

2) Read and write only
4) Grade 5-8
6) University/college

7) father not available

202

What is your

employment status?

father's

1. Unemployed 2. Government employed
3. Merchant 4. Self-employed
5. Other

6. father not available

203

What is  your

educational status?

mother's

1) Illiterate
3) Grade 1-4
5) Grade 9-12

2) Read and write only
4) Grade 5-8
6) University/college

7) mother not available

204

What is  your

employment status

mother's

1. Unemployed 2. Government employed
3. Merchant 4. Self-employed
5. Other

6. mother not available

205

With whom are you living now?

1) Both biological parents

2) with mother alone

3) with father alone

4) with biological mother & step father
5) with biological father & step mother
6) with my relatives

7) Alone /rental house

8)O0ther, Specify

206

How much do you think your

family’s monthly income? (In

birr)

1) below500 birr

2) 501-1000 birr

3) 1001- 1500 birr

4) 1501-2000 birr

5) more than 2000 birr
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Section three - Parental factors
Parental communication

The following 6(six) questions are related to your communication with your parents.

How do you rate your communication with your parents (or other adults you live with)

about each of the following?

301 Is there an open discussion 1) Yes 2) No
between you and your parents? Your answer to this question is yes,
please answer the next questions. If No,
then go to question number 305
302 Substances like chewing chat, | 1) never 2) rarely 3) sometimes
smoking cigarettes/ drugs and | 4) often 5)very often
alcohol?
303 About sexually related issues 1) never 2) rarely 3) sometimes
4) often 5)very often
304 Boy/girl friend issue? 1) never 2) rarely 3) sometimes
4) often 5)very often
305 If you chose no from one of the | 1) [ am afraid to talk with them about

questions 301 what was the
reason for not discussing with
your parents? (More than one

possible answer)

these issue

2) 1 am not interested in discussing
these issues

3) This topic irritate them

4) Other, specify--------------

Parental Monitoring and role modeling.

306 Do your parent(s) usually know | 1) yes 2) no
where you are after school?
307 What will be the consequence if | 1) I'll be advised not to do it again

you violate your parent’s rules

towards you?

2) I'll getinsulted/humiliated
3) I'll get physically punished
4) nothing will happen to me
5)other, specify
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308 Do any of your parents (or other | 1) Never 2) rarely
adults you live with) use |3)sometimes 4] often
Substances like chewing chat, 5) very often 6) no adult at home?
smoking cigarettes/ drugs and
alcohol?

309 In general, how do you rate your | 1) very close 2) medium
relationship between you and | 3) minimum 4) poor
your parents?

Section four - individual factors

The following 7 (seven) questions

friends/peers.

are about your relationship with your

401

with your peers friends?

Do you discuss about sexual issues | 1)Yes 2)no

If the answer for this question
is yes; continue the next

questions. if no, please go to

question No. 403

402 How do you rate, the usefulness of
different opinions, your friends’

give on how you should behave?

1) very useful
2) partially useful
3) rarely useful

4) not useful at all

403 Have your intimate friend already | 1) Yes 2) No
started sexual intercourse? 3) I do not know

404 Do your friends encourage you to | 1) Yes 2) No
use substances such as (chat,
cigarrate, shisha or alchol drinks?)

405 Do your friends encourage you to | 1) Yes 2) No
have sex?
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The following questions are related to your experience in relation to substance use

406 Have you ever tested or used | 1)Yes 2) No

one of the following? Khat, | if the answer for this question is yes;
continue the next questions if no, please go

alcohol, tobacco? to question No. 410
407 If your answer for the above sometimes | Most of [Never
question (Q 406) is yes, which of the time
the following have you tested? 1. khat
2. alcohol

Mark «v'« on the options chosen | 3, cigarrate

4. shisha

5. ganja/hashish

6. other, specify

408 Have you ever used substances | 1) Yes 2) No

mentioned above before having | 3) [ never had sexual

sexual intercourse? intercourse at all
409 What do you want to do after | 1) Sexual intercourse
taking the substance you like? 2) Quarrelling

3) having sexual intercourse
4) nothing unusual

5)Other, specify
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Now I would like to ask some questions about sexual activity in order to gain a better

understanding of some important life issues. Let me assure you again that your answers

are completely confidential and will not be told to anyone.

Sexual Behavior

410 | What is your perception towards |1) No sex before marriage
sexual intercourse? 2) Having sex after reaching 18yrs of age
' 3) Having sex if a high school student even
if not reaching 18yrs of age
4) Having more than one sexual partners
5) Other, specify
411 | Have you ever had sexual | 1)Yes 2) No
intercourse?
If the answer for this question is yes;
continue the next questions. if no, please
go to question No. 424
412 | How old were you when you had | 1) Below 15yrs 2) 16 yrs
sexual intercourse for the very first | 3) 17 yrs 4) 18 yrs
time?
413 | On what circumstance your first | 1) Willingly 2) Forced
sexual intercourse was conducted? 3) Persuaded .
4) Other, specify
414 | With whom, were you had your first | 1) With my boy/girl friend
sexual intercourse? 2) With casual partner
) 3) With someone [ don’t know
4) Other specify
415 | During your life in total, with how | 1) 1 person 2) 2 persons
. 3) 3 persons
any different people have you had
many qiierent peop ve you 3) four and above persons
sexual intercourse?
416 | Have you ever had sexual | 1) Yes 2) No
intercourse in the last three 3) I do not remember
months?
417

does a person, with whom you had

sex with, gave you gifts or money?

1) Yes 2) No
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418

Have you ever had sexual

intercourse with a person greater

than your age?

1) Yes 2) no
If the answer for this question is yes;

go to next question. if no, please go to

question No.420
419 | How do you estimate the age | 1) <5 years
difference between you and this | 2) 5-10 years
person? 3) more than 10 years
4) I can’t predict
420 | Do you use any of the following | 1) Condoms
Contraceptive =~ method  during | 2) Pills
sexual intercourse? More than one | 3)Others
answer possible. 4) I do not use contraceptive methods
421 | Have you used condom during your | 1) yes 2) no
last sexual intercourse? If the answer for this question is no ;
g0 to next question. if yes, please go to
question No.423
If your answer for the above |1. Itwasnotavailable atthe time
2 question (Q 421) is no, what was | 2. My partner objected to use it
the reason? 3. Condom reduces sexual pleasure
4. Using condom is difficult to practice
5. Ibelieve Using a condom is a sign of not
trusting your partner
6. Itwas embarrassing to buy or ask for
condoms
7. Other, specify
423 | Can you be able to refuse sex if your | 1) Definitely could

partner does not want to use

condom?

2) Probably could not
3) Definitely could not

4) I'm not sure
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424 | If you never had sexual experience, | 1) Fear of HIV/AIDS and other STDs
what was your main reason for | 2) Fear of pregnancy

that? 3) Fear of parents

4 ) Religious reason

5) Wants to wait until marriage

6) Other, specify-----------

The following questions are about your knowledge towards sexually transmitted

diseases and contraception.

425 How do you think AIDS virus Transmission ways Yes | No

can be transmitted by?

1. Having sex without wearing
Check ‘Y’ if you choose “Yes” condom

or 'N’if you choose “No”.

(more than one answer is 2. A mother to child during pregnancy

possible) - - -
3. A mother to child during delivery

4. A mother to child during

breastfeeding

5. Sharing sharp objects with others

6. A blood transfusion
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Which of the following contraceptive Contraceptive types Yes | No

?
methods do you know? 1) Sterilization

426 2) Pills

3) IUD

4) Implant

5) Condom

6) Emergency contraceptive

Which one(s) of the following do you | 1. Delaying of sex until marriage
427
prefer to be protected from 2. Being faithful to sexual partner
HIV/AIDS and other STDs? 3. Condom use

4. Do not know

428 Do you think that a healthy looking | 1. Yes
person can be infected with HIV, the | 2. No

virus that causes AIDS?

429 Have you ever heard of VCT? 1. Yes 2.No

If your answer to this question ‘No’,

then you have finished the questions.

430 When does a person should test for 1. During any time 2. During illness
HIV? 3.Before Marriage

4. During travel to a broad

5. when In doubt
6.0thers (specify)

7. Do not know

431 Do you have the desire to have VCT 1. Yes 2.No

whether you have it before or not?

Ok, this is the end of the questionnaire. | would really like to thank you again for your
participation in the interview.

Date of data collection
Name of data collector
Name and signature of Supervisor
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