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ABSTRACT

Background: Several reproductive health challenges confront adol escents (10-19 years) globally
and are more pervasive in developing countries where services and facilities are absent. An
estimated 1.3 million adolescent girls and 780,000 adolescent boys are living with HIV
worldwide, and 79 percent of new HIV infections among adolescents are in Sub-Saharan Africa
With 104 births per 1,000 women aged 15-19, Ethiopia’s high adolescent birth rate was likely
associated with the low use of modern contraceptives. Regardless of the interventions put in
place for adolescents as a response for reproductive health needs of adolescents in Ethiopia
adolescent and youths are still facing reproductive health challenges; furthermore knowledge and
utilization of the youth friendly reproductive health service in available places has not been

assessed in an al inclusive manner.

Objectives: To assess knowledge and utilization of youth friendly reproductive health service

among adolescents in Addis Ababa.

Method: A community based cross-sectional study was conducted in a randomly selected 5 sub
cities in Addis Ababa. Data was collected from 755 adolescents aged 15-19 through structured
guestioner. Data was coded cleaned and entered using EPI data 3.1 and transported to STATA
12.1 for analysis. Descriptive anaysis of respondents was done. A bivariate analysis was done
identify factors associated with utilization of youth friendly reproductive health service and
reproductive health knowledge those with a P<0.25 were moved to multivariate analysis to
identify their significance with the dependent variables; those with P< 0.05 were taken as

independent factors affecting utilization of YFRHS.

Result: — Three hundred ninety eight (52%) of the adolescents had knowledge about
reproductive health. Age (AOR = 2.19, 95% CI: 1.28-3.73), sex (AOR = 2.52, 95% CI: 1.62,
3.97) and radio as a means of communication (AOR = 2.64, 95% ClI: 1.44, 4.81) were associated
with reproductive health knowledge. Three hundred twenty four(42.9%) of the adolescents had
ever used reproductive health services including counseling, IEC/BCC material, family planning,
sexually transmitted infections treatment, abortion and post abortion care. Reproductive health
services utilization was significantly associated with age (AOR = 1.99, 95% CI:1.3,3.05) , source
of information being HEW (AOR = 1.7, 95% CI. 1.1, 2.69) and awareness IEC/BCC



service(AOR=1.9 95%CI: 1.24,2.9). “Not needing the service”, lack of information about the
service, inconvenient working hour of the facility and embarrassment to ask for the service

were the main reasons mentioned for not using youth friendly reproductive health service.

Conclusion and recommendation: Both reproductive heath knowledge and services utilization
is low amongst adolescents in Addis Ababa .Factors like age, sex, having access to radio were
factors that determined reproductive health knowledge of adolescents while age, source of
information about YFRHS being health extension worker and awareness of services like
I[EC/BCC and post abortion care as components were factors that determined utilization. A
platform where adolescents could get quality information, concerning reproductive health should
be created; in addition urban health extension program that is integrated in schools should be
strengthened.
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1 INTRODUCTION

1.1 Background

Adolescents (10-19 years old) today make up 18 per cent of the world’s population of which
more than half of them live in Asia but sub Saharan countries are the place where adolescents

make up the mgjority of the population(1).

From early to late adolescence and young adulthood, there is a shift in the risk factors for the
leading causes of morbidity and mortality. For example, both environmental causes and
behaviora factors are prominent among adolescents aged 10-14. Risks related to individual
behaviors including alcohol use and unsafe sex, are more common for youth aged 15-24, while
environmental causes become less relevant particularly among boys. In Eastern and Southern
Africa, Unsafe sex is the most common risk factor for 15-24-year-olds in this region, but the risk

for femalesis nearly double that for males (1, 2).

International conference on population and development(ICPD) in 1994 in Cairo is one of the
most demarcated time in adolescent health because it shifted the focus from fertility reduction to
reproductive right of women and adolescents(3). According to the conference establishment of
tailored services that are at the preference of youth was one opportunity to address RH right of

adol escents.

Currently many countries have different policies and strategies on adolescent health. One of the
ways in which the world, countries in Africa and in particular Ethiopia is dealing with their
portion of adolescents is by availing Y outh Friendly Sexual and Reproductive Health (Y FSRH)
services in health facilities. As defined by WHO, YFSRH services are designed to treat this
specific age group on different health issues they may face including sexual and reproductive
counseling(4, 5).

In 1993 when the government of Ethiopia launched its national population policies establishing
teen-age and youth counseling centers in reproductive health was one of the strategies to improve
adolescents reproductive health (6). The policy was meant to address. adolescent sexua health
and reproductive rights; harmful practices, including early marriage by raising the legal age at

1



marriage for girls from 15 to 18 years old. The government also developed the national
adolescent and youth RH strategy in 2006-2015 with a goa to address RH problems of
adolescents. Following then later standard on youth friendly reproductive health
service(YFRHS),service delivery guideline and minimum service delivery package on YFRHS
was developed al in the effort of meeting the sexual and reproductive health needs of the youth.
Furthermore, federal ministry of health of Ethiopia (FMOH) integrated reproductive health
issues in the health extension package so that they can be addressed at the community level,
youth centers and schools. In addition to the government other loca and internationa
nongovernmental organizations like Packard foundation, Marie stops international/Ethiopia
,Sfamily guidance association of Ethiopia are working to avail YFRHS in both urban and rural
areas of Ethiopia(7).



1.2 Statement of the problem

Severa reproductive health challenges confront adolescents globally and are more pervasive in
developing countries where services and facilities are absent(5, 8). Complications related to
pregnancy and childbirth is among the leading causes of death worldwide among adol escent
mothers(9). An estimated 1.3 million adolescent girls and 780,000 adolescent boys are living
with HIV worldwide, and 79 percent of new HIV infections among adolescents are in Sub-
Saharan Africa. An estimated 16 million births annually occur to girls aged 15-19, and 95
percent of these births are in developing countries(1).

Sexual health is a mgor issue for young people in Ethiopia — despite decades of health
campaigns. Rates of new HIV infections are starting to fall, but still as many as 8% of people are
living with the disease in urban areas. Teenage pregnancy is widespread: more than half of girls
have had two babies by the age of 18. A lack of knowledge about sexual health issues, coupled
with traditional attitudes towards gender can lead to major problems for young women in
Ethiopia(5).

Early childbearing is linked to increased risk of maternal mortality as well asillegal and unsafe
abortions. In Africa about one quarter of the unsafe abortions are among teenagers (15-19) which
is higher than any region. Most abortions are clandestine and unmarried young women are more
likely to resort to clandestine abortions by unskilled providers(1, 8). In Africa teenage births and
Adolescent birth rates per 1,000 women aged 15 to 19 ranges from a lower 70 in Ghana to
highest 190 in Mdli(10).

According to Ethiopian demographic health survey (EDHS 2011) 25% of al pregnant
adolescents and young women (15-24 years) fed that their pregnancies are unintended (mistimed
or unwanted). With 104 births per 1,000 women aged 15-19, Ethiopia’s high adolescent birth
rate was likely associated with the low use of modern contraceptives. Only 12.4% of youth aged
15-24 were using a modern contraceptive method, and 29 percent of sexually experienced
women aged 15-24 had an unmet need for contraception(11).



Young people, particularly young women, were also among the most vulnerable to HIV
infection, 1.5% of young women aged 15-24 living with HIV in 2007, compared to 0.5 percent f
young men the same age. In addition only 20 percent of young women and 33 percent of young
men aged 15-24 had comprehensive knowledge of HIV and its transmission(4).

Although, attempts have been made by different stakeholders and the government to increase
accessibility and availability of Youth Friendly Services to adolescents in alignment with World
Health Organization (WHO) guidelines, emphasizing on privacy, confidentiality, respect;
comprehensive and integrated SRH services by a nonjudgmental trained provider; community
engagement to foster an enabling environment; (12); adolescent and youths are still facing RH
challenges as unsafe abortion, unmet need for family planning and ST including HIV (1, 5, 8,
13); Further more knowledge and utilization of the YFRHS in available places has not been
assessed in an al inclusive manner. Therefore the purpose of this study is to assess the
knowledge and utilization of youth friendly reproductive health service among adolescents in
Addis Ababa



1.3 Significance of the study

Attempts have been made by different stakeholders and the government to increase accessibility
and availability of Youth Friendly Services to adolescents in alignment with World Health
Organization (WHO) qguidelines, emphasizing on privacy, confidentiaity, respect;
comprehensive and integrated SRH services by a nonjudgmental trained provider; community
engagement to foster an enabling environment; (12); adolescent and youths are still facing RH
challenges as unsafe abortion, unmet need for family planning and STI including HIV(1, 5, 8,
13); Further more knowledge and utilization of the YFRHS in available places has not been

assessed in an al inclusive manner.

This study intends to determine adolescents’ knowledge of reproductive health, utilization of
youth friendly service; their knowledge on components of the service. The result of this study
will help to fill the information gap about the service uptake and identifying difficulties in
service provision and challenges to service utilization among adolescents in the study area.
Appropriate recommendations will be made based on the result in which health care planners can

use for improving ways of service provision and quality of the service.



2 Literaturereview

Youth Friendly Reproductive Health Services (YFRHS) must be accessible, acceptable and
appropriate for the young people to effectively attract them, respond comfortably to their needs
and retain them for continued care. The services offered should include provision of accurate
information on SRH, including puberty and sexuality, HIV counseling and testing and provision
of or referral for antiretroviral therapy, pregnancy testing, contraceptive counseling and
provision of a full range of method, sexua abuse and violence counseling, treatment, and
referral, sexually transmitted infection counseling, testing and/or syndromic management, and
treatment, post abortion care, antenatal and postnatal care, referral for delivery and Other
medical care(4).

Literature reviewed utilization of YFRHS globally, regionally in Africa and also in Ethiopia
scrutinizing demographic, economic, social and cultural factors of the adolescents and health

system factors that are likely to influence access and utilization of the service.

2.1 Barrierstoutilization of YFRHS

Globally, existing barriers to utilization of YFRHS include poor access, availability and
acceptability of the services, Lack of clear directions and services on offer, crowding, lack of
privacy, appointment times that do not accommodate young people’s work and school schedules,
little or no accommodation for walk-in patients, and limited services and contraceptive supplies
and options calling for referral are also impediments(14).

A study in Cambodia showed that the barriers to youth access to reproductive health services
included lack of confidentiality, shyness, poor relations with health staff, illiteracy and low
prioritization by parents for reproductive health services(15).

In a study to evaluate youth friendly services(YFS) in Shanghai, China, found that although

there was good infrastructure, equipment, staff and good environment at the city, district, and
6



school level, few youths used Y FS due to insufficient publicity, insufficient full time and skilled

professional health service providers, poor services and aweak referral system(16).

According to a study conducted in Tanzania a good number of health facilities do not have
skilled service providers (SPs) on sexual reproductive health rights. Girls start sexual intercourse
between 9 and 12 years the services sought included; education, family planning and voluntary
counseling and testing for HIV. However, the services were inaccessible due to lack of privacy,
confidentiality, equipment and negative attitudes from SPs. A quadlitative study in rura south
Africa agrees with the above research as the result indicated that one of the barriers to service
utilization was unfriendly service provider which in turn was due to lack of youth friendly

service provision training(17, 18) .

In a study conducted to assess the user friendliness of sexua and reproductive health service in
Botswana concluded that sexual and reproductive heath service in Botswana is doing well,
however there are still some few weaknesses that need to be addressed, particularly working
hours, and publicity of the sexual reproductive health services and information. In addition the
study found that health provider attitudes had the greatest impact on youth perceptions of the
Y FRHS provided (19).

In astudy conducted in Kenyaamong youth were asked if they had ever sought for Y FRHS but

if they did not get them. About 52% of the youth indicated that they actually did not get the
services they asked for. The reasons given for not getting the service were the long queue
,couldn’t afford the service , found neighbors and felt ashamed , the service provider refused to
offer services, the clinic was closed(20).

In a study done in Jimma city majority of adolescents are not utilizing RH services despite the
availability of a wide range of service giving centers in the city. The study concluded that
cultural acceptability may have more importance for utilization of health services than physical

accessibility, particularly for adolescent age groups(21).



According to a study done in Bahirdar to assess the utilization of YFRHS among high school
students the study indicated that among 818 students, 32% of youth utilized youth reproductive
health service. Barriers in utilizing reproductive health services for the students were due to
inconvenience hours and fear of being seen by parents or people whom they know; these are one

of the most frequently mentioned reasons as barriers of service (22).

In a study done in Harer ; the mgjority (63.8%) of the respondents used YFS at the time of the
survey while the remaining 36.2% did not. Among those who didn’t use the service 43% did not

know the places where they could get the service(23).

In a study that assessed health service utilization pattern of adolescentsin Addis Ababa indicated
that considerable proportion of the adolescents reported that existing headth services are
inaccessible (30.5%), unaffordable (20.2%) and unacceptable (24.2%). The magjor barriers to
utilizing reproductive health services are feeling of embarrassment (72.0%) and fear of being
seen by parents or people who know them (67.8%). Adolescent’s preference regarding the
service place and person serving varied widely; but the magjority preferred special service hours
designated for adolescents (70.1%), and a discounted price or free service (80.0%). Disclosing
reproductive health problems to parents, and seeking appropriate medical care for these problems
ismuch less likely compared to other non-reproductive physical heath problems(24).

2.2 Factorsthat affect utilization of the YFRHS

2.2.1 Socio demographic and socioeconomic factorsthat affect utilization

Socio-demographic and economic characteristics including, marital status, religion, ethnicity,
families’ educational background, family size, family income and means of communication had
no statistically significant association with RH services utilization. However, sex, age, being in-
school and educational status showed statistically significant association with RH services
utilization in a study in Bahir Dar and Gojjam(22, 25).

A finding in a study conducted in Kenya indicated that age and sex of an individual were greatly
associated with utilization of amost all reproductive health services except counseling services

but in contrary to the findings in studies Bahir Dar and Gojjam religion had association to some



services mainly family planning, VCT and counseling services. It was established that some
religions prohibited the youth from utilizing Y FRHS (20, 22, 25).

In a study conducted in Jimma demographic and socio-economic variables such as education
level and schooling did not show statistically significant association with ever or current use of
RH services(21).

A study in Addis Ababa revealed that about one fifth of the respondents live with single parent
and about athird of the respondents have both parents going out for paid work, which could have
a negative effect on parent adolescent connectedness that facilitates further intimacy to discuss
sensitive issues at this critical stage(26).

The employment status only showed significant association to treatment of Sexually Transmitted
Infection in a study in Kenya(20). Cultural taboo and lack of skills to discuss sensitive issues
have been identified as factors that affect utilization of RHS in most studies in Africa(7, 19, 20,
24, 27).

2.2.2 Effect of knowledge on utilization

Reproductive health services utilization was significantly associated with knowledge for
reproductive health (20, 21, 25). Knowledge about types of RH services showed significant
association with ever use in a study in Jimma. Adolescents with knowledge of family planning
and VCT services were 9 and 3 time more likely to ever use RH services, [adjusted OR =8.9, 95
% (2.3 26.6)] and [adjusted OR=2.8 95% CI (1.5 5.3) respectively. Whereas adol escents who had
knowledge of STI treatment as components of RH services 71.0% were less likely to ever use
RH services (adjusted OR= 0.3 (0.2 0.4);the finding on knowledge and utilization of STI
treatment was explained that it could be because those who knew STI treatment might have been

treated as clandestine and may deny asif they do not know such RH problems(21).

Adolescents who had interaction with family and peers and had access to pamphlets and posters
as source of information for RH services were more likely to be ever user(21). RH services
utilization was associated with IEC, adolescent-parent discussion of SHR topics and RH

knowledge this agrees with a study in Gojjam in which the likelihood of services uptake was



about 4 times higher where there was adolescent-parent communication regarding RH topics.
(22) (25).

2.2.3 Health system factorsand health service utilization

The most repeated health system factors that affected utilization of the service were unfriendly
service provider, long waiting hours, lack of confidentiality among service providers,

inconvenient hours of service provision and lack of privacy(infrastructure) (20, 28-30).

Among the sampled 690 adolescents in a study conducted in Dejen district in Amhara region
,Ethiopia that studied utilization and satisfaction of YFRHS, 313 (45.4%) used health services
during the last one year; Of these, 190 (60.7%) were satisfied. Physical proximity), drug
availability, hedth services availability treatment in separate room , checked all adolescents
problem, treated with respect and opportunity to explain feeling were predictors of
satisfaction(29).

In astudy conducted in Bahir Dar city despite better access, the utilization of health services was
low. This indicated that geographic accessibility only does not imply the utilization of health

services; studies donein Jimmaagrees with thisfinding(21, 22).

In a study that assessed service providers attitude towards SRH service for unmarried
adolescents in Ethiopia indicated being married ,|lower education level, being a health extension
worker, lack of training on RH services and participants that do not use family planning were
significantly associated with negative attitudes toward provision of sexual and reproductive
health services to adolescents(31).

Promoting the responsiveness of the health system to adolescents’ needs, including health
workforce development and financing in order to remove barriers to access to youth-friendly
health-care services, was stated as a resolution to health facility factors that affected utilization
of YFRHS (32)
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2.3 Conceptual frame work

Sociodemographic
factors

-Age

-Sex

-Educational status
-Residence
-Religion

-Educational status
of parents

[

Socioeconomic factors
-HH income

-Occupation of
parents

Health system factors
-Availability of YFRHS
-Distance of the facility

-Friendliness of the
service

-Working hours

-Waiting time

-Perceived risk of
RH problem

-Perceived benefit

-Access to information
about YFRHS

-Tv/radio

-Access to pamphlets

W

of seeking health
care

Vv

> Utilizatior of YFRHS

Knowledge about

A

reproductive
health

Figure 2.1 conceptual framework of the study; developed by the resear cher
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3 OBJECTIVES

3.1 General objectives

To determine reproductive health knowledge and utilization of youth friendly reproductive
health services (Y FRHS) among adolescents in Addis Ababa.

3.2 Specific objectives:

To determine the knowledge of reproductive health among adolescents in Addis Ababa.
To identify factors associated with reproductive health knowledge.

To measure utilization of youth friendly reproductive health among adolescents in Addis
Ababa

To identify factors associated with utilization of youth friendly reproductive health
among adolescents in Addis Ababa.

12



4 METHODOLOGY

4.1 Study design

A community based cross-sectional study was conducted to assess the reproductive health
knowledge and utilization of YFSRH service among adolescents in Addis Ababa. The study was
conducted from August2015-June 2016.

4.2 Study area

The study was conducted in Addis Ababa. It is the capital city of Ethiopia, with a population of
3,194,990 with annua growth rate of 2.1%.The population of adolescent is 29.1% of the total
population(33) . The city is divided into 10 administrative sub cities and has 91 health centers of
which 86 are governmental and the rest are owned by NGO. In Addis Ababa there are 52
hospitals (13-governmental, 35-private and 4 NGO) and 534 clinics out of which 34 are owned
by NGOs.

Youth friendly service is provided in 85 youth centers in the city. The total trained health
professionals in al youth centers in Addis Ababa are 88 nurses. In addition 40 hedlth officers

and BSc nurses are trained to give the service in health centers.
4.3 Source population

All adolescents (15-19) years living in Addis Ababa.

4.4  Study population

Selected adolescents aged 15-19 years living in selected sub cites of Addis Ababa during the
study period.

13



45 Inclusion and exclusion criteria

45.1 Inclusion criteria

Adolescents who are in the age group of 15-19 years who lived in the area for at least 6 months

and who gave verba consent were included in this study.

45.2 Exclusion criteria

Adolescents (15-19 years) who were not able to participate in the study due to mental illnesses or

severe physical illnesses were excluded.

46 Samplesize

A single population proportion formula was used to estimate the sample size. From the study
conducted in Addis Ababa taking health service utilization as 40%(24) , a confidence level of
95%, marginal error of 5%, a design effect of 2 and considering 10% non-response rate. The

final total sample size was 812.
n = Z°pg/d?

Where: n = the desired sample size (N>10000)

z = 1.96 which corresponds to 95% confidence level

p=04

d=5%

g=1-p; (1-0.4=0.6)

Therefore n=1.96* 1.96* 0.4* 0.6/0.05* 0.05=369

Adding 10% non-response rate and a design effect of 2 the final sample size equals

(369+369*0.1)* 2=812

14



4.7 Sampling procedure

A multi stage cluster sampling technigue was used to select samples for this study. Out of the 10
sub cities in Addis Ababa 5 sub cities were selected by simple random sampling. Sample size
was calculated proportional to each sub city’s adolescent population and the corresponding
sample size was divided to two woredas under each sub city which were randomly selected. On
average 6097 households are found per woreda. A survey was done to identify households with
eligible adolescents then households were selected randomly until respective numbers of
respondents were selected from each woreda. In order to get the desired sample size a total of
2790 HHs were visited. In cases where adolescent in a selected HH were not available during the

first data collection, a second visit was done before replacing it with another HH. And when two

eligible adolescents were found in one HH one was randomly selected as a respondent.

Bole sub city
N=102,070

n=158

79
79

Woreda 1
Woreda 3

Lideta
sub city

N=68,858

n=1f6

L

=53
=53

Woreda 7
Woreda 10

ADDIS ABABA CITY
Addis Kolfe
ketema keranio
sub city sub city
N=85,409 N=165,310
R=ia2 N=256
ol &
(o] (o]
e ST
S |5 &3
C| @©
g 8 8 8
5 | 5 5l 5
= | = = =

N

Yeka sub
city

N=103,139

n=160

|
e

80
80

Woreda 3
Woreda 1

A4

812 Adolescents

Figure 4.1 Schematic presentation of sampling procedure



48 Variables

4.8.1 Dependent variable

Reproductive health knowledge of adolescents
Utilization of youth-friendly reproductive health services.

4.8.2 Independent variables

The independent variables in this study were demographic factors such as age, sex, educational
status, socioeconomic and school factors such as, educational and employment status of the
parents/household heads. Socio -cultural factors included religion and ethnicity. Health system
factors included health facility organization and service delivery, health provider attitude and
availability of youth-friendly health services within the study area.

4.9 Data collectorsand collection procedures

Four diploma nurses and two BSc level health professionals were recruited and trained as data
collectors and supervisors, respectively. The survey training was held for one day focusing on
the objective of the study, definition of terms that are in the questionnaire and on issues of
confidentiality, privacy and how to approach and interview study participants. Interviewer

administered questionnaire was used for data collection.

4.10 Operational definitions

Utilization: The ability to access and make use of, one or more sexual and reproductive health

services that are available.

Adolescent(s): These are young people who are in the age group between 15-19 years in this

study.
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Youth Friendly Reproductive Health Service; Services that are accessible, acceptable and
appropriate for the youth. They arein the right place at the right price (free where necessary) and
delivered in the right style to be acceptable to young people and are effective, safe and
affordable. They include counseling, family planning, voluntary counseling and testing of HIV
and treatment of sexually transmitted infections as defined by WHO.

Knowledge of RH; A summary index was developed to categorize respondents as
knowledgeable or not knowledgeable. The response of each respondent was graded in terms of
the correct answer and it was compared with the mean score of the total response. Those
respondents with a result equal or greater than the mean were categorized as knowledgeable
while those with aresult |ess than the mean were |abeled as not-knowledgeable.

4.11 Data Quality Management

A close ended structured questionnaire was adopted from a similar study conducted to collect
data. The questionnaire was translated from English to Amharic. It was not possible to conduct a
pretest because of resource limitation but changes were made on the tool based on the feedback
from the data collectors during early stage of data collection. Collected data was checked for

completeness and consistency by the supervisors and principal investigator.

4.12 Dataprocessing and Analysis

Collected data was coded, entered and cleaned using EPI data 3.1 and the data was be exported
to STATA version 12.0 for analysis. Descriptive analysis of al the variables were done after
checking the distribution of the data. Continuous variables were expressed as mean + standard
deviation. Categorical variables were expressed as number (percentage). Cross-tabulation with
frequencies and percentage of each variable was performed to explore the relationship between
the dependent variable and independent variables. Bivariate logistic regression was used to select
associated independent variables for multiple logistic regression. Multivariable logistic
regression model was fitted to predict the association between knowledge and utilization of
Y FRHS and their determinants. First, bivariate analysis was done to identify candidate variables

for multivariable logistic regression and those variables with a P<0.25 were included in the
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multivariate analysis to identify their association with the dependent variables. All statistical
analysis was set a P value of <5% level of significance (i.e. p < 0.05). The results were reported
as Odds Ratio and 95% CI ). In addition to the narratives appropriate tables and diagram were
used to present findings.

4.13 Ethical consideration

Ethical clearance was sought from Research and Ethical Committee of the School of Public
Health of Addis Ababa University. Permission was asked from Addis Ababa city administration
and health bureau and woreda health office. Data collection was conducted after verbal and
written consent was obtained from participants. Verba consent was taken from each selected
participant after honest explanation of the survey purpose, description of the benefits and an
offer to answer all inquiries was made to the respondents. It was explained that answering the
interview questions will have no harm on the participants and that their participation will help to
create awareness concerning the issue. It was also explained that their participation would help
the government to plan youth friendly health service better. Also affirmation that they are free to
withdraw consent and to discontinue participation at any time was made. Privacy and
confidentiality of collected information was ensured through use of anonymous data collection

tools.

4.14 Dissemination plan

Result will be communicated to Addis Ababa university school of public health and other
responsible governmental and non-governmental organizations. Effort will be made to publish

the study findingsin peer- reviewed journals.
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5 RESULT

5.1 Description of Socio demographic characteristics of participants

Seven hundred fifty five adolescents participated in this study resulting in 93% response rate.
Four hundred thirty nine(58.1%) were females and 316(41.9%) were males. Four hundred (53%)
of the respondents were between 15 and 17 with a mean age of 17.2 (+/-1.29 years). The
majority of respondents 453 (60%) were orthodox Christians by religion. 272(38.63%) were
Amhara, 217 (28.74%) were Oromos, one hundred ten(14.57%) were Tigre and 20.6% were

others.

Seven hundred thirty nine (97.88%) respondents have attended formal education. 377(49.9%)
have attended high school level education, 139(18.41%) had higher educationa status.

Concerning respondents’ kind of school currently attending 563(76.18%) where in a day school.

Out of the 755 respondents 335(44.49%) were living with both parents, 131(17.4%) and
71(9.43%) were living with their mother and father only respectively. Those living with friends
or by themselves were 85 (11.2%). Regarding the educational status of their parents” 160(33.8%)
and 121(25.58%) f their mothers and 107(26.03%) and 239(58.1%) of their fathers have attended
high school and higher education respectively.

Occupation of majority of respondents’ mothers 184(38.9%) was house wife, followed by 149
(31.6%) run their private business. On the other hand 192(46.7%) and 150(36.5%) of
respondents’ fathers had private business and were employed in governmental organization

respectively.
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Table 1-socio demogr aphic char acteristics of adolescentsin Addis Ababa, Ethiopia
February, 2016

Variables Frequency(n=755) per centage
Sex

male 316 41.85
female 439 58.15

Age

15-17 400 53

18-19 355 47

Mean age 17.29+/- 1.29

Mean age at menarch (n=439) 13.5+/- 1.5

Ever attend school

Yes 739 97.88
No 16 2.12
Current educational

status(n=739)

Elementary 223 29.54
High school 377 49.93
Higher 139 18.41
Kind of school(n=739)

Day 563 76.2
Night 137 18.54
Not in school 39 5.3
Religion

Orthodox 453 60
Muslim 122 16.16
Catholic 23 3.05
Protestant 147 19.47
Others 10 1.32
Ethinicity

Oromo 217 28.7
Amhara 272 38.6
Tigrie 110 14.57
others 156 20.6
Living with

Both parents 340 46.1
Mother only 133 17.6
Father only 72 9.55
Relatives 124 16.45
Alone 34 451
Friends 51 6.76

Mother’s educational

status(n=473)

[lliterate 93 19.7
Primary 9 20.9
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Secondary 160 33.8

Higher 121 25.6
Fathers’ educational

status(n=411)

lliterate 35 8.52
Primary 30 7.3
Secondary 107 26
Higher 239 58.15
Mother s occupation(473)

Government employee 96 20.3
NGO employee 44 9.3
Private business owner 149 315
House wife 184 39
Father’s occupation(411)

Government employee 150 36.5
NGO employee 55 134
Private business owner 192 46.7
Daily labourer 40 9.7
M eans of communication

Television 614 81.3
Radio 626 82.9
M agazine/newspaper 256 33.9

52 RH knowledge of adolescentsin Addis Ababa

Respondents’ reproductive health knowledge was derived from a summary score of respondents
based on the correct answers they provided for 25 reproductive health related questions posed;
mean RH knowledge score of respondents was 14.3 with (SD=6.2) was used to classify the
respondents knowledgeable and non-knowledgeable. Accordingly 398(52.7 %) had knowledge
score equal or above the mean score while 357(34%) had knowledge score less than the mean

score regarding their reproductive health.

Respondents were asked if a girl could get pregnant on first sexual intercourse to which
494(65.4%) said she could get pregnant while 496(65.7%) said a girl could get pregnant “starting
from puberty”. One hundred seventy two (22.8%) of them said a girl could get pregnant “after
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puberty” followed by 8(1.2%) replied before age 10. For the question on which menstrual cycle

could a girl get pregnant only 276 (36.6%) respondents gave the correct answer “middle cycle”.

Regarding the age at which a boy can impregnate a girl 481(63.7%) said he could impregnate a
girl starting from puberty. However a significant proportion of adolescents 267(35.4%) did not

know when a boy would be physiologically mature to impregnate a girl.

Out of the total respondents 692(91.7%) reported that they know one or more method of
preventing pregnancy. The most known contraceptive method reported was pills by 577(83.4%)
followed by male condom 561 (81.2%), injectable 463(67.5%), IUCD 367 (53%) and implanol
360 (52%).

Nine out of ten respondents (91.5%) reported having heard of STI. HIV/AIDS was the
commonly mentioned STI reported by 565(81.7%), followed by Syphilis 537(78%), Gonorrhea
452 (65.4%), Chancroid 226 (32.8%) and other STIs 34(5%). Four hundred eighty seven
respondents mentioned genital ulcer as sign and symptom of STI followed by genital discharge,
itching and burning sensation when urinating with 58.5% , 49% and 47% respectively. The most
frequently mentioned mode of STI transmission was having unprotected sex by 636(92%), while
contact with infected blood was reported by 394(57%) followed by through sharing sharp
materials 346(50%) respondents. Five hundred eighty seven (84.9%) adolescents stated using
condom as method of prevention of STI, while abstinence was mentioned by 504 (73%) of the

respondents followed by being faithful to one’s partner 477(69%).
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Table 2 Reproductive health knowledge of adolescents in Addis Ababa, Ethiopia,

February 2016

Variables(N=755) Frequencies(n) Per cent
When can a girl get

pregnant

Starting from puberty 496 65.7

Which menstrual cycle can a

girl get pregnant

Middle 276 36.6

When can a boy impregnate
agirl

Starting from puberty 481 63.7

Can agirl get pregnant
through one sexual

encounter

Yes 494 65.4
Know ways of preventing

pregnancy

Male condom 561 74.3
Female condom 146 19.3
Implanol 360 47.7
Fills 577 76.4
IUCD 366 485
Injactables 467 62
Ever heard of STI

syphillis 543 72
Gonorrhea 452 60
chancroid 227 30.1
HIV/AIDS 565 74.8

Sign and symptom of ST
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Genital ulcer 487 64.5

Genital discharge 404 535
Itching 337 44.6
Burning urination 337 44.6
Mode of STI transmission

Contact with infected blood 394 52.2
Mother to child 277 37
Unprotected sex 636 84.2
Sharing sharp material with 343 454

infected person

Prevention of STI

Abstinence 510 67.5
Using condom 582 77
Being faithful for partner a77 63.2
Knowledge score

Knowledgeable 398 52.7
Not-knowledgeable 357 47.3

Out of the 755 participants 608(81%) have heard about youth friendly RH service and know one
or more places where the service is provided. The maor source of information was said to be
friends (64%), bill board (33%) and health extension worker (28%). Regarding the services
rendered in YFRHS service 543(89.3%) mentioned family planning service, 532(87.5%) VCT
and 224(36.8%) STI diagnosis and treatment.

Table 3 Awar eness of adolescents about YFRHS and services provided in Addis
Ababa, Ethiopia, February 2016

YFRHS Frequency Per cent
Ever discussed RH issueswith parents

Yes 154 204
No 601 79.6
Know right to get RH service
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Yes 494 65.4
No 261 34.7
Ever heard

Yes 608 80.5
No 147 195
Heard from(n=608)

Parent 94 15.6
Friend 389 64
Teacher 119 19.6
Radio 142 23.4
Television 153 25
Bill board 199 32.7
Health extension worker 170 28
Services provided(n=608)

Family planning 543 89.3
VCT 532 87.5
Genera medical care 137 22.5
STI diagnosis and treatment 224 36.8
ANC/PNC 123 20.2
Counseling, BCC/ICC materia 241 39.6
Abortion 215 35.4
Post abortion care 105 17.3

**Percentages don’t add up to 100 because most respondents gave more than one answer.

5.3 Utilization of YFRHS among adolescentsin Addis Ababa

Out of the total respondents 318 (42%) reported that they have reproductive health service at the
Y FRHS of which 203(64%) were females. Two hundred forty seven (77%) of them used VCT
service making it the most utilized service followed by 218 (68%) who received counseling
service, 181 (57%) took ICC/BCC material, 121(38%) used family planning. Out of the total 203
female respondents 7(3%) have responded that they used ANC service while out of the seven
girls 3 of them have also used post natal care. Thirty seven (18.2%) female respondents have
reported using abortion care while 22(11%) of girls used post natal care. Eighteen of the girls
who used abortion service have reported also using post abortion service while the remaining 20
didn’t and four females used only post abortion care. More than one third of adolescents have

used three or more services while 18.5% used only one service.
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Figure 5.2- Factors preventing RH services utilization among adolescents, Addis
Ababa Ethiopia, February 2016.

Majority of respondents 584 (77%) had awareness on presence of YFRHS in their sub city. Four
hundred thirty (73%) adolescents identified the facility providing the service as governmental
health center followed by 361(62%) who identified it as youth center. Regarding distance of
health facilities from house of respondents 336(57%) answered that it was near (takes 30 min or
less walking), 215(36.8%) responded it was “medium” distance and 30(5.1%) respondents
replied it wasfar.

5.4 Factorsassociated with RH knowledge

A logistic regression analysis was done to identify factors that have association with knowledge
of adolescents on reproductive health. Among the socio demographic and socio economic factors
sex, age, ever attending school, educational status, living arrangement, mother’s educational
status, means of communication and discussion with parents on RH issues were found to have
statistically significant association with knowledge on reproductive health. However
respondents’ religion, ethnicity, parents’/guardians educational status and occupation did not

have statistically significant association with knowledge.

In the bivariate analysis females were more likely to be knowledgeable than their male counter
parts (COR=2.21, 95%, CI: 1.63, 3). Late adolescence (18-19yrs) was positively associated with
knowledge (COR= 1.98, 95% CI: 1.4, 2.7). Adolescents who ever attended formal education
were more likely to be knowledgeable than those who did not (COR=6.08, 95%CIl: 1.94,19.06).
Respondents living with both parents (COR=2.08 95%Cl: 1.28,3.4) or single parent (COR=1.84
95%CI 1.1,3.1)were more likely to be knowledgeable than those living alone. Respondents RH
knowledge was more likely to be higher among those who have television (COR=2.11 95%Cl:
1.45, 3), radio (COR=2.4 95% ClI:1.6,3.53) and having access to magazine/newsl etter(COR=1.57
95%CIl: 1.13,2.19) . Adolescents who reported of discussing RH issues with parents were two
times more likely to be knowledgeabl e than those who did not (COR=2.16 95%CIl:1.42, 3.28) .
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In the multi variate analysis sex, age and having radio as a means to communication were found
to have dtatisticaly significant association with knowledge. Being females was significantly
associated with knowledge (AOR= 2.52 95%CIl;1.62,3.97). Late adolescents (18-19yrs) where
were more likely to be knowledgeable than the younger once (15-17yrs) (AOR=2.19 95%Cl:
1.28, 3.73). Adolescents who had radio as a means of communication were more probably
knowledgeable than those who did not (AOR=2.64 95%CI 1.44, 4.81).
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Table4 Bivariate and multivariate analysis of factor s affecting reproductive health
knowledge among adolescentsin Addis Ababa, Ethiopia, February 2016

Factors

Sex

Mae
Female
Age

15-17
18-19
Livingwith
Both parent
Single parent
relative
aone
Television
Yes

No

Radio

Yes

No

M agazine/newspaper

Yes

no

Discussion with parents

about RH

Yes

RH knowledge

Yes

176(35.3%)
323(64.7%)

236(47.3%)
263(52.7%)

244(48.9%)
140(28.1%)
68(13.6%)
47(9.4%)

426(56.4%)
73(9.6%)

436(57.7%)
63(8.3%)

186(24.6%)
313(41.4%)

121(16%)

No

140(54.7%)
116(45.3%)

164(64.1%)
92(35.9%)

97(37.9%)
63(24.6%)
57(22.2%)
39(15.2%)

188(24.9%)
63(9%)

190(25.2%)
66(8.7%)

70(9.3%)
186(24.6%)

33(4.3%)

COR,95%Cl

1.00
2.21(1.6,3.01)*

1.00
1.98(1.45,2.7)*

2.08(1.28,3.4 )*
1.84(1.1,3.1)*
0.9(0.5,1.7)
1.00

2.11(1.45,3.06)*
1.00

2.4(1.6,3.53)
1.00

1.5(1.13,2.19)*
1.00

2.16(1.42,3.28)*

AOR,95%Cl

1.00
2.54 (1.62,3.97)**

1.00
2.19(1.28,3.73)**

0.68(0.2,1.2)
0.42(0.36,0.87)
0.05(0.6,0.5)
1.00

1.69(0.79,3.59)
1.00

2.64(1.44,4.81)**
1.00

1.2(0.7,1.9)
1.00

1.4(0.79,2.49)

29



No 378(50.1%) 223(29.5%)  1.00 1.00

*significant at p</=0.25

**ggnificant at p<0.05

5.5 Factor s associated with utilization

On the bivariet analysis sex, age, educationa status, living arrangement, having television as a
means of communication, having access to magazine and discussion with parents on RH issues
had significant association with utilization while respondent’s religion, ethnicity, type of school
currently attending, parent’s/relatives educational status and occupation having television or
radio as a means of communication, distance to health facility did not show statistically

significant association with utilization.

Females were about twice more likely to use YFRHS than their male counter parts (COR=1.5
95%CI:1.12, 2.02).Late adolescents (18-19yrs) were more likely to utilize service than younger
adolescents(15-17yrs) (COR=2.23 95%CI:1.66,3). Respondents with high school educational
status were less likely to utilize services than those in higher education institutions (COR=0.4
95%CIl: 0.27, 0.6). Adolescents living alone where more likely to use a service than those living
with their parents (COR=1.68 95%CIl;1.05,2.71).

Respondents who have access to magazine/newspaper were more likely to use RH service than
those who did not have access (COR=2.78 95%CI: 2.04, 3.8). Adolescents who were
knowledgeable were more likely to use RH services than those who were not knowledgeable
(COR=1.85 95%CIl: 1.35,2.54). Participants who have never heard about YFRHS were less
likely to utilize a service than those who have heard of the service (COR=0.34 95%cCI:
0.23,0.49). Respondents who know that they have the right to get RH services were three times
more likely to use YFRHS than those who didn’t. (COR=3.35 95%ClI; 2.4, 4.68).Adolescents
who answered teacher as source of information about YFRHS were more likely to use the
service than those who did not(COR=2.61 95%Cl; 1.69, 4.03) also those respondents who named
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health extension worker as source of information about the service were more likely to use than
those who did not.( COR=2.17 95%CIl: 1.50, 3.14).Adolescents who mentioned general health
care as one of the service provided in YFRHS were more likely to use the service than those who
did not(COR=1.54 95%Cl: 1.04, 2.27) while those who identified STI diagnosis and treatment as
one of the service provided were amost twice more likely to use than those who did
not(COR=1.54 95%CI: 1.04, 2.27).Adolescents knowledgeable about RH issues were more
likely to use the service than those who were less knowledgeable (COR=1.85 95%CI: 1.35,2.54).

On multivariate analysis respondent’s age, awareness of services provided in YFRHS namely
IEC/BCC material, and post abortion care where found to have statistically significant
association with utilization. Older adolescents (18-19yrs) were more likely to use RH services
than younger ones (AOR=1.99 95%CI:1.3,3.05). Service utilization was amost twice for
respondents who heard from health extension worker (AOR=1.7 95%Cl: 1.1, 2.69) .The odds of
YFRHS utilization was two times higher for adolescents who mentioned post abortion care
(AOR=2.06 95%CI; 1.13,3.77) and IEC/BCC material(AOR=1.9 95%CI: 1.24,2.9)as one of the
services provided.
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Table5 Bivariate and multivariate analysis of factor s affecting reproductive health
services utilization among adolescents of Addis Ababa, Ethiopia, February 2016

Variable

Sex
male
female
Age
15-17
18-19
Current
status
illitrate
elementary
High school

Higher education
Living arrangement
parents

Single parents
Relatives

Alone

Know right to get
service

Yes

No

Discussion with
parents about RH
Yes

No

Know about general
medical care service
Yes

no

Know about STI
treatment service
Yes

No

Know about
I[EC/BCC service

educational

Utilization
Yes No
115(15.2%) 201(26.6%)
203(26.8%) 236(31.2%)
132(17.5%) 268(35.5%)
186(24.6%) 169(22.3%)
3(0.004%) 13(1.7%)
80(10.6%0) 143(18.9%)
149(19.7%) 228(30.2%)
86(11.4%) 53(7%)
146(19.2%) 195(25.8%)
88(11.6%) 115(15.2%)
36(4.8%) 89(11.8%)
48(6.3%) 38(5%)
255(33.7%) 239(31.6%)
63(8.3%) 198(26.2%)
97(12.8%) 57(7.5%)
221(29.3%) 380(50.3%)
83(13.6%) 54(8.9%)
235(38.6%) 236(38.8%)
133(22%) 91(15%)
185(30.4%) 199(32.7%)

COR,95%ClI

1.00
1.5(1.12, 2.02)

1.00
2.23(1.6,3.00)*

1.00
2.4(0.67,8.76)
2.8(0.79,10.1)
7(1.9,25.8)*

1.00
1.02(0.72,1.45)
0.54(0.34,0.84)
1.68(1.04,2.71)*

3.35(2.4,4.68)*
1.00

2.92(2.02,4.22)*
1.00

1.54(1.04,2.27)*
1.00

1.5(1.12,2.19)
1.00

AOR,95%Cl

1.00
1.3(0.91,1.99)

1.00
1.99(1.3,3.05)**

0.92(0.49,1.7)
0.59(0.35,0.98)
0.78(0.24,2.41)

1.00
1.16(0.74,1.8)

0.99(0.55,1.77)
2.04(0.98.4.61)

1.09(0.7,1.69)
1.00

0.73(0.35,1.5)
1.00

0.88(0.53,1.36)
1.00

1.2(0.78,1.83)
1.00
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Yes

No

Know about abortion
care

Yes

No

Know about post
abortion care service
Yes

No

151(24.8%)
167(27.5%)

125(20.5%)
193(31.7%)

78(12.8%)
240(39.5%)

90(14.8%)  2.01(1.44,2.8)*
200(33%) 1.00

90(14.8%)  1.43(1.02,2.01)*
200(33%) 1.00

27(0.04%)  3.16(1.97,5.07)*
263(43.2%)  1.00

1.9(1.24,2.9)**
1.00

0.85(0.53,1.36)
1.00

2.06(1.13,3.05)**
1.00

*-significant at p< 0.25

**_ gignificant at p<0.05
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6 Discussion

The study was conducted to determine reproductive knowledge and utilization of youth friendly
service among adolescents in Addis Ababa, Ethiopia. From the finding 52.7% of the respondents
were knowledgeabl e about reproductive health and 42% of study participants used the service.

HIV/AIDS was the maor STI mentioned by adolescents but it was significantly lower than
EDHS(2011) national report where 96.2% and 97.3% adolescent females and mal es have heard
of HIV/AIDS while in the contrary only 79% and 83% of mae and female adolescents ever
heard of HIV/AIDS in this study.

In this study 91% of adolescent knew one or more pregnancy prevention methods which is
higher than a study conducted in woreta, Amhara region, Ethiopia(5) this maybe because urban
adolescents have better access to information than other regions. Using condom was the main
prevention method mentioned from acquiring STI including HIV/AIDS infections which is in
conformity with reports on EDHS (2011).

Ninety one percent of adolescents in this study have ever heard about STI while in the contrary
only 63% of participants in a study conducted in Gojjam zone had ever heard of SIT(25); this
difference can be explained by the fact that urban adolescents have better access to information

than rural adol escents.

In this study 45% of teenage girls could correctly identify when, during a woman's menstrual
cycle she was most likely get pregnant in contrary to adolescent girls in Ghana of which only

16% knew the correct answer she was most likely to become pregnant(34).

RH knowledge was significantly associated with age in which adolescents 18-19 years where
two times more knowledgeable than 15-17 years old. It reveals consistent finding in the study
from Ghana (34) that shows significant association with RH knowledge possible explanation
would be as age increases exposure for RH related issues also increases. One of the socio
demographic characteristics that showed significant relationship with knowledge in this study in
contrary to other studies was sex; females were found to be more knowledgeable than males.
This could as a result of the different interventions implemented to empower girls and increase

their participation in issues they were not allowed in earlier times.
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Discussion between parents and participants about reproductive issue was low (20%). This
complements the situation in most Asian countries and where restrictive socio-cultural norms
inhibit disclosure of information about sexual activities and other RH-related issues to
adolescents(25, 35) .

Utilization of youth reproductive health service among adolescents in Addis Ababa was found to
be 42%, elicited by asking ever use of RH services. Utilization was higher as compared to study
conducted in Addis Ababa in 2005 40% (26), and community based study undertaken in Jimma
41% (21), and greater than study conducted Machakal district 21.5%, Northwest Ethiopia (25)
among rural adolescents. The findings of this study is more comparable with the study in Jimma
because both the studies were conducted in a more comparable settings than the others. The
discrepancies in utilization between the study conducted in Machekal district and the current
study may be explained by the difference in the study area as being rura and also the study
included early adolescents in contrast to this study which only included late adolescents (15-
19yrs).

Utilization was lower than a study conducted in Harer which revealed 63.8% of participants used
youth friendly service this may be explained by the difference in the age of participants in which
the study in Harer included age group 15-24 while this study included only late adolescents in
addition socio cultural difference between the study areas may have contributed to the

discrepancy in utilization(23).

Utilization did not show a significant change when compared to the study conducted to assess
service utilization pattern of adolescents in Addis Ababa more than a decade ago in which
service utilization was found to be 40%,; the result of this study might indicate that regardless of
the policies and strategies set in place to promote adolescents’ RHS; there may be gaps when it

comes to implementation.

The number of girl who reported of ever using abortion service (18%) was lower than the
number reported by HMIS indicator in 2015 which was only 22% among less than 18 yrs
adolescents this could be due to the sensitivity of abortion/post abortion case among the society.

In this study age was significantly associated with utilization participants who were younger(15-

17yrs) were less likely to use RH services than older ones(AOR=0.5 95%Cl:0.32,0.76) this
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finding is consistent with the finding in a study conducted in Kenya, Gojjam, and Bahirdar (20,
22, 25, 36).Adolescents who were aware of IEC/BCC materia as one of the services provided
were twice more likely to utilize a service which is consistent with the finding in a study in
Gojjam(25). Furthermore adolescents who knew post abortion care as a components were two

times more likely to use the service than those who did not know.

The main source of information about YFRHS was reported to be peers/friends by 64% of
respondents which was in line with a finding in a study that assessed SRH issues among high
school students in Benshangul Gumz, Jimma and Addis Ababa(21, 26, 37) which confirms
adolescents still prefer to talk to their peers when it comes to sexua and reproductive issues.

Adolescents whose source of information about the service were health extension worker were
almost twice more likely to use a service than other sources of information this may be explained
because of the integration of urban health extension program in school and due to the referra
and feedback system that isin place.

“Not needing the service”, lack of information about the service, inconvenient working hour of
the facility and embarrassment to ask for the service were the main reasons mentioned for not
using YFRHS ;this is in line with researches conducted in Nepal, Botswana ,Kenya ,Harar and
Dejen district in Ethiopia(20, 23, 29, 38, 39).
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7 Strength and limitation of the study

7.1 Limitation

The study focused on late adolescents (15-19 years) and therefore generalization of the findings
for all adolescents (10-19) may not be feasible. The study outcome depended on the truthfulness
and openness of respondents as the information sought was considered personal and sensitive.
Some socio economic and demographic factors like family income were not included in the
questionnaire but parent’s educational and occupational status were used as indirect measure of

income.

7.2 Strength

The study has assessed reproductive health knowledge of adolescents and utilization of all
services that are currently provided in YFRHS and can serve as source of information on the

service uptake and barriers that adolescents are facing towards utilization.
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8 Conclusion

In general, it was found that reproductive health knowledge and services utilization is low
amongst adolescents in Addis Ababa .Factors like age, sex, radio as a source of information were
factors that determined reproductive health knowledge of adolescents while age, source of
information about YFRHS being health extension worker and awareness of services like
IEC/BCC and post abortion care as components were factors that determined utilization. Health
facilities’ factors like working hour that overlap with adolescents school/work schedule and long
waiting hours seem to hinder adolescents from getting the service they want. Parents and health
professionals part as source of RH information was low. A significant amount of adolescents
were not aware of the availability of YFRHS in their sub city regardless of the fact that there are
youth centersin al woredas in Addis Ababa providing Y FRHS.
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9 Recommendation

Empowering young people in their health development, including SRH practices and rights,
provides the right conditions so that they can enter adulthood with strong capabilities to ensure
better productivity as well as the protection of their health and their family’s wellbeing. As a
result Governmental bodies MOH, Addis Ababa health office and woreda health offices should
work in collaboration with other stake holders should create a platform where adol escents could
get quality information, concerning reproductive health, community conversation to encourage
parent-child discussions on sensitive issues like reproduction, strengthen the already available
integration of urban health extension in school and youth centers and also provide appropriate

updates on skills to health professional s so that they can help adolescent cope with RH issues.

Furthermore studies should be conducted to assess socio demographic and socio economic
factors that can predict both knowledge and utilization of RH services in Addis Ababa and

investigate quality and satisfaction of users of the available services.
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ANNEX 1
ENGLISH QUESTIONNAIRE

INFORMATION SHEET

| am Lelissie Yohannes, a post graduate student pursuing Masters Studies in Public Health
(MPH) at Addis Ababa University. | am undertaking a research on knowledge and utilization of
youth friendly reproductive health among adolescents in Addis Ababa and request you
kindly to participate in this survey which is voluntary and involves no risk to you Y ou have the
right to refuse participation. If | ask you any question you don't want to answer, just let me know
and | will go on to the next question or you can stop the interview at any time without any
consequences. The information you provide is strictly confidential and will be useful in
improving reproductive health services for adolescents in Ethiopia. The questionnaire/interview
will take about 20-30 minutes to fill. If you have any questions you may contact Lelissie

Y ohannes on 0910840102 or using the email address |elissigg@ gmail.com.
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INFORMED CONSENT

The above information regarding my participation in the study is clear to me. | have been given a
chance to ask questions and my questions have been answered to my satisfaction. My
participation in this study is entirely voluntary. | understand that my records will be kept private
and that | can leave the study at any time. | understand that | will still get the same medical care
whether | decide to leave the study or not and my decision will not change the care | will receive
from medical centers.

Name of the Participant...................coooe v, D 1
Signature/ Thumb print...........oooii i,
Investigator’s statement

I, the undersigned, have explained to the volunteer in alanguage she understands, procedures to
be followed in the study and the benefits involved.

Name Of the INTEIVIEWET . .. ... e e e e

INtEerVIeWEr SIgNAtUNE. .. ..t e e e e e e ee e eae

Respondent agree to participate?

YES No

End theinterview
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S.no | Question Option Goto

1 What is your Sex/Gender? | 1. Mae
2. Female

2 What is your age in| 1. 15years

completed years? 2. 16 years
3. 17 years
4. 18 years
5. 19 years
3 Have you ever attended | 1. Yes
school? 2.No » 0
4 What is your current level 1. llliterate
of education? 2. Primary school
3. Secondary school
4. University
5. Technique/vocationa
5 What is the type of school 1. Day school
do you currently attend? 2. night school.

3. Not inschool

6 What is your religious | 1. orthodox
status? 2. Muslim
3. catholic
4. protestant

5. others

7 What is your ethnicity? 1. Oromo

2. Amhara
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3. Tigre

4.0thers
8 Who do you live with 1. Parents(both)
currently? 2. Mother only
3. Father only
4. Relatives(aunt,uncle,grandjpe— 16
arents
5. Alone > 16
6. With afriend > 16
9 What is the educational 1. llliterate
status of your mother? 2. Primary school
3. Secondary school
4. University
5. Technique/vocationd
10 What is your mother’s do 1. government employee
occupation? 2. NGO employee
3. Private business owner
4. House wife
11 What is the educationa 1. llliterate
status of your father? 2. Primary school
3. Secondary school
4. University
5. Technique/vocationa
12 What is your father’s 1. government employee
occupation? 2. NGO employee
3. Private business owner
4. Daily labourer
13 Do you have atelevision in 1. Yes
your house 2. No
14 Do you have a radio in 1 Yes
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your house? 2. No
15 Do you have access to 1 Yes
magazine/news paper 2. No

Part 2-knowledge and utilization of YFRHS

sno | Question Option Skip
16 At which age did you have your first
period?
17 At which menstrual cycle can agirl get 1. First 7 days
pregnant? 2. Second cycle(8-20
days)
3. After the 28" day
4. 1don’t know
18 At which age can aman impregnate a 1. Lessthan 10 yrsold
woman 2. Since the onset of
puberty
3. After puberty
4. 1don’t know
19 At what age can a woman get pregnant 1. Lessthan 10 yearsold
2. Sincethe onset of
puberty till menopause
3. After puberty
4. 1don’t know
20 Can awoman get pregnant after having 1. Yes
one sexual intercourse 2. No
3. I don’t know
21 Do you know any family planning 1. Yes
method? 2. no 23
22 Which of the following family 1. male condom
planning methods do you know? 2. female condom
(choosing more than one answer is 3. implant
possible) 4. pills
5. IUCD
6. Injectable
7. others
23 Have you ever heard about sexually 1 Yes
transmitted infections? 2. No 28
24 Which of the following lists do you 1. Syphilis
know? 2. Gonorrhea
3. Chancroid
4, HIV
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5. Others
25 What sign and symptoms of sexually 1. Genita ulcer
transmitted infections do you know? 2. Genita discharge
3. ltching
4. Burning urination
5. others
26 what modes of transmission of 1. Contact with
sexually transmitted infections do you infectious blood
know? 2. Mother to child
3. Unprotected sex
4. Using sharp
materials with an
infected person
5. others
27 Do you know any method of 1. Abstinence
prevention of sexually transmitted 2. Using condom
infections? 3. Being faithful for
partner
4. others
28 Do you know what Y FRHS is? 1. Yes
2. Ne= » 34
29 Have you ever discussed about 1. Yes
reproductive health with 2. No
parents/guardians?
30 Do you know that you have the right to 1. Yes
get RH services? 2. No
31 Do you know where you can get RH 1 Yes
services? 2. No
32 Who told you about the service? 1. Parent/guardian
2. Friend
3. Teacher
4. Radio
5. Television
6. Information board
7. Health extension
worker
33 Which services are provided in Family planning
Y FRHS? (more than one answer is VCT

possible)

~pOODNPRE

Genera medical care
Diagnosis and treatment
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of STI

5. Ante natal and post
natal care
6. General hedlth
information
7. Abortion service
8. Post abortion care
Have you ever used the following services ?
34 General medical care 1 Yes
2. No
35 Family planning 1. Yes
2. No
36 VCT 1. Yes
2. No
37 Diagnosis and treatment of STI 1. Yes
2. No
38 Ante natal care 1. Yes
2. No
39 Post natal care 1. Yes
2. No
40 General health information 1. Yes
2. No
41 Abortion service 1. Yes
2. No
42 Post abortion care 1 Yes
2. No
43 (If you have never used any of the 1. didn’t need the service
above services) what was the reason? 2. Didn’t know where to
get the service
3. | was ashamed to ask
for the service
4. Thetimeis
inconvenient
5. My religion doesn’t
allow use of such
services
6. My culture doesn’t
allow use of the service
7. other
44 Istherea YFRHS in your subcity 1. Yes
2. No end
45 What is the ownership of the facility 1. Governmental health

providing the service?

Wn

center
Governmental hospital
Y outh center
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4. NGO hedlth facility
5. Privateclinic
46 How far is the facility from your 1. Near (within 30 min of
home? walking distance)
2. Medium (within 1 hr
walking distance)
3. Far (more than one hr
walking distance)
47 If you have ever used YFRHS how do 1. | was pleased/satisfied
you characterize the service you got? Indifferent
3. Bad
48 Have you ever visited YFRHS but | 1. Yes
missed the service you required? 2.No end
49 state the reason for not getting the | 1. The queue waslong

service

service

4. The
to give

2. | had no money for the

3. | found neighbors and felt
ashamed

service provider refused
the service/ was harsh

5. Theclinic was closed
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ANNEX 2

AMHARIC VERSION QUESTIONNAIRE

ave(L9

AAO SAh70 ANAAD: (AL AN RLOCATE L7WNLAN MG AmAOP +PVCH hed OO +994 177 PHY
TGT %A (A% AND OOT ANTLTTO OMNETF ATFPAL MG AININT AL PAFA OMETF dD-pt AG
AMPPI®T ATITGT a0lB APANAN 102 PAVEA FATE (HEPL tavlm AP? Nt (17 4987 AL
tav( et 10z PPFATED D+ aPlE (1§69° TLAMLRYT PTLEN AT AR OO LADT PO -
TPAL MG AMNINCTY ATTAAA AATLLS HATET/N O TFUFS AmePAv-:: TGk PATATE av<i av(IT
ANTI/V:: aPavAR RTVHLALDT 107 POE NPTV AN DR /PT KG OLPML POE ATNI1NT DLIP
AT/ AkF PATPANGT TISI° TTLAT/V::2UT NFLCL/A UT hv-t° U1 OLEA PTF D9 em.g
TEP° (PFTLIO/T AT AL FXAT LTLPA NAG/V ATAL/D::9TTD-9° 704 hAT/V N hAh &7C
0910840102 @LI° (I email lelissicj@gmail.com M&AG 70 AU/ TITT+ +FLAT:RRT aPned
Aavav-A+ N20-30 L¢P LONGA::
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