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Abstract
Background- The lives of millions of street children worldwide are at risk because they do not

have the information, skills, health services and support they need to go through sexual
development during adolescence. It was time to put in place viable programmes or strategies that
will ensure the sexual health problems street children are urgently addressed. But rigorous
assessment has not been undertaken so far to identify whether special and street children-friendly
sexual and reproductive health and HIV/ AIDS prevention and treatment services were existing in
Addis Ababa. This study is therefore undertaken to systematically investigate the fit between
street children’s sexual and reproductive health needs and the existing programmatic responses.
Objective - This paper tried to explore to what extent the present health interventions address
sexual and reproductive health needs of street children in Addis Ababa.

Method-Across-sectional study was conducted among 422 street children and four service
providers using a structured questionnaire, focus group discussions and through individual
interview. Study participants were selected using time location sampling (TLS) technique which
includes different areas at different time in five sub cities of Addis Ababa.

Results At the time of the survey, most participants (72.5%) were ever had sexual intercourse
(66.2% of boys, and 90.4% of girls) and the mean age at their first sexual intercourse were 15.4
years for males and 14.3 years for females. Comparing males and females, 84.3% of males and
85.7% of females tended to have multiple sexual partners. Concerned to Substance use, more than
two third (67.3%) of the participants were used at least one type of substance. A history of drug
use (OR = 2.5; 95% CI = 1.42-4.56), and being on the street for the first 1-3 years (OR = 5.9;
95% CI=1.41- 25.22) increased the likelihood of displaying sexual activity. A large proportion
(64.9%) of the street children did not attend any kind of sexual and reproductive health education
programs. Regarding Perceived and actual barriers, limited access to local sexual and
reproductive health services, 26.5% of participants stated lack of information on available
services as the biggest barrier. From the individual interview with coordinator of special clinics
for street children, it was indicated that financial and networking problems were affecting the
service delivery for children by different actors.

Conclusion Street children who are special high risk group, have not been targeted and hence
continue to remain vulnerable and lacking in sexual and reproductive health services that cater to
their needs and sexual health services are poorly advertised and delivered to them.

vii



1. INTRODUCTION
The problem of street children is becoming a worldwide phenomenon since these children exist in every

of the world.. The vast majorities of these children work and live in large urban areas of developing count
(1).Like many under developed nations; challenges facing the Ethiopian children are diverse and imme
Thousands of children live under difficult circumstances and are exposed to various forms of abuse

exploitation (2).Street children in this study include those children aged between 10 to 18 years. The fai
may have neglected him or her or may have no family members left alive. Such a child has to struggle
survival and might move from friend to friend, or live in shelters such as abandoned buildings, plas
shelters and public phone rooms (3).

Though street children are hard to count, estimates of the number of street children range from abou
million to over 100 million worldwide. What certainly known is that their number are increasing for variou
reasons including the global population growth, poverty, rapid urbanization and AIDS pandemic (4).

In Ethiopia, due to Push factors (poverty, family dysfunction abuse and school problems) and pull fact
(independence, Freedom, Drug/alcohol abuse) children are drifted to street life to support themselves or

families in major cities(5). Over 4 million children are estimated to live under especially difficult

circumstances. It is estimated that 600,000 children are taking part in street life and as many as 500
children find themselves at an extremely high risk of becoming involved in street life in Ethiopia (6).

The streets of Addis Ababa, the capital city of Ethiopia, are said to be home to a population of betw:
60,000 to 100,000 street children with the lower estimates originating from the Ministry of labor and soc
Affairs and the higher from aid agencies (7). Street children live and work in conditions that are r
conducive for healthy development. They are exposed to the street subculture such as smoking, drug, al
and substance abuse, gambling, engaging in sexual activities or selling sex for survival (1). T
circumstances in which they live and work increase their vulnerability also to sexual exploitation and ab!

and put them at a higher risk of unintended pregnancies, sexually transmitted infections and HIV/AIDS. -



problem is further compounded by the lack of access to sexual and reproductive health information
services (8). A few studies that exist on the sexual behavior of street children in Addis Ababa showed
these children are more familiar to high-risk behavior and are sexually active at an early age (6). Des
these alarming realities, street children rarely have a voice in the sexual and reproductive health disco
Governmental and nongovernmental organizations intervention program do not tackle down to the real
of street children. This is because these organizations work through the existing societal structures suc
hospitals, schools, local communities and facilities from which street children are disconnected (4).
Though Study reports and other literatures on street children sexual health problems are very limited
even when available not comprehensive, some studies tried to reveal the magnitude of sexual
reproductive health problems of street children and tried to recommend to Governmental &
Nongovernmental organizations for intervention (6). To date, little is known about whether street childr
have access to sexual and reproductive health services and information and, if so, to what extent. H
undertaking a study in this area is believed to provide information on the types of sexual and reproduc
health services offered to street children and relevan information was generated that could I
organizations to design appropriate sexual and reproductive health programs and improving future sen

for this disadvantaged,segment,of,the,population.



2. Literature Review

2.1. Background
A personal sense of sexual well being as well as the absence of disease, infections or illness associatet

sexual behavior is termed as sexual health. People with adequate sexual and reproductive health h
satisfying and safe sexual life, can have children, and can make achoice as to whether they would lik
have children and if so, when and how to have them (9).Unfortunately youth in general are at greater risk
abnormal sexual and reproductive health compared to other age groups due to risky sexual behay
Homeless children and youth are likely to be at even higher risk for several different reasons(10). A ri:
sexual behavior is one that increases the likelihood of adverse sexual and reproductive health conseque

These health consequences may include unwanted pregnancy, unsafe abortion, HIV/AIDS and STIs (9).

2.2. Risky Sexual Activities
Sexual activity under the influence of substance /alcohol

Substance use may influence sexual behavior in ways that increase the risk of acquisition of HIV and othe
STDs. The street child’s decisions on sexual behaviors such as whether to use a condom during sexual
activity, to negotiate for sex or to use force (rape) depend on the level of intoxication. In general alcohol a
other substance use often accompany the early sexual experiences, especially among boys (9,11).
Commercial sex/survival sex/prostitution

It has been estimated that 25% of Ethiopia's street children are girls and there is indisputable evidence
street girls in Ethiopia are often obliged to take on commercial sex work for survival. Unfortunately rece
information on the number of street girls engaged in it is lacking (1).In one of the studies done in Ad
Ababa showed that significant number 69.6% of the study subjects (who were comercial sex worker) w
between the ages of 13-15years (12).

Unprotected sexual intercourse

Unprotected sex is common among street children. This could result in a variety of sexual and reproduc
health problems. Street children spend a lot of time in settings where casual sexual encounters occur (k
‘crack houses’) (11). Their risk of acquiring blood borne diseases and STDs such as HIV, syphilis ¢
hepatitis is increased by the fact that they often have sex with persons at high risk for these diseases
people with multiple sexual partners or that sharing injection equipment for substances. Research re
highlight the critical need for sexual and reproductive health programs for street children. For example
study in Awassa showed that Among the 280 respondents who practiced sex, 216 (77.1%) did not use a

the modern methods of contraception (13).



Same sex sexual activity

Street children sometimes have sex with other street children of the same sex. This is much more comr
among boys. In addition, street boys are often sexually exploited by older men.Engaging in unprotec
sexual intercourse can lead to acquisition of STDs including HIV (9).Based on the study done by Get
Tadele on Sexual abuse against male street children in Merkato area, Addis Ababa, peers/friends were f
on the top list of abusers as reported by 47% of the children, followed by unknown persons/strangers 1
relatives 11% and 10% students and rich businessmen. Foreigners/Ethiopian Diaspora, bar owners and |
were reported by 6%, 5% and 4% of the respondents respectively. This finding shows that street chilc

themselves are involved in the practice (14).

2.3. Consequence of risky sexual behaviour and unprotected sex
Pregnancy and its consequences

Street girls may become pregnant because of unprotected sex and the baby born to such mothers may |
low birth weight and may be prone to infections and illness. Coping with the needs of the child may
difficult for a street girl (15). Although having a child before age 15 is reported to be common in mal
families; unwanted pregnancy in early age is a complicated process and it accounts for the majority
maternal mortality and morbidity (12). One study conducted in Dessie town showed that out of sexus
active female street youth, 25.0% had a history of unintended pregnancy at least once prior to the study
of which 55.5% of them reported history of induced abortion at least (16).Another study in Addis Aba
revealed that nearly a quarter (23%) of the girls had encountered unwanted pregnancy means that in ong
or another, they were exposed to unprotected sex (either consensual or forced). It, therefore, suggest
unprotected sex among commercial sexual workers is not rare phenomenon. Girls who faced unwa
pregnancy in the same study were also asked about the measures they took to deal with the probler
over half (57.2% reported that they terminated it using unsafe/traditional means of abortion, 17.
terminated it in a clinic/or other medical institutions while a quarter of them (25%) opted to deliver the ba
/instead ofabortion (17)

Sexually transmitted infections and HIV

Sexually transmitted infections including HIV are consequences of unprotected sexual intercourse with
infected individual. The risk of STIs increases if a person has more than one sexual partner (9). A st
conducted by Taffa showed an overall HIV-1 prevalence of 5.3% among the 358 out of school youth
Addis Ababa. There was a 60 % excess prevalence rate among out of school females compared to the 1
The study indicated significant prevalence of HIV infection, particularly among female and out of scha
youth (17). Available data showed that HIV sero-prevalence rates for street children are 10-25 times hig

than other groups of adolescents (18).



2.4 Street children’s sexual and reproductive health needs
Accurate information

Information lays the basis for interventions that follow, such as the building of skills and counseling. Str:
children should be provided with information on growth and development, sexual and reproductive hea
substance use, prevention of disease, promotion of good health and other issues such as rights and law
When working with street children it may not be possible to find an appropriate place or time to provi
information to them. It is important to take advantage of as many situations as possible whenever in cor
with street children.

Life skill training
Life skills are positive behaviors that enable individuals to adapt to and deal effectively with the demar
and challenges of life (15). It can also help street children in taking the opportunity to get off the stre
Helping street children think about strategies for getting off the streets will need to include creative ways
getting them to think beyond their current situation (19).

Safe and supportive environment
The term environment is used to refer to what a child encounters outside of himself or herself in daily life
refers to the political, legislative, legal, economic, social and cultural context of the child’s life, includin
opportunities to get an education and gain livelihood skills as well as the opportunity to experience posi
relationships with other people. This broader environment influences behavioral choices. The aim of crea
a safe and supportive environment is to promote positive behavior among street children (15).

Unless immediate preventive and protective measures are taken to check the spread of the problem, i
greatly endanger the rights of survival and development of children protected in the convention of the ri
of children (CRC) (20). It is only by recognizing the barriers and limitations imposed upon them [
mainstream society as a whole, and health services in particular, that their needs can be met (21
homeless people feel excluded from mainstream sexual health services. Numerous real and perceived bz
exist, which make it difficult for them to engage fully with these services. Many street children may also r
consider sexual health to be a priority. This in itself can make providing a sexual and reproductive he
service for this group a difficult task (1). In order to tackle these problems, government and NGOs shc
provide both internal and external resources. Internal resources like intelligence, capacity to work
external resources in the environment like schools, health services, community organizations and people
care can induce positive impact on street children’s life. Even though street children usually have m
internal resources, they usually lack external ones (15). Life skills (the ability to be assertive about choice
sexual activities and to negotiate the use of contraceptive method) can help street children resist sex or

safer sex. Similarly, life skills such as problem solving and critical thinking help in healthy decision makin



Practical skills like knowing how to use a condom are essential for the practice of safer sex. Livelihood sk
would decrease dependence on survival sex (22). Street children are also traditionally reluctant to ac
health services due to transportation problems along with a perceived lack of respect from providers and
of being judged by health care workers, create physical and psychological barriers to accessing health

Surveys of homeless youth have found that health advice is most often required from other homeless per
followed by self treatment, and finally accessing clinics when self-treatment no longer work(23).

It is also possible that support-giving organizations are not publicizing their services sufficiently. This is 0
to the fact that the capacity of these organizations is extremely low in comparison to the number of st
children in need of sexual and reproductive health support (24).

In the assessment survey done for supports provided to street children, respondents were request
indicate whether or not they have knowledge of support giving organizations and only 36.7% said that t
did with the proportions being 58.5% for female and 34.1% for male within gender group respectively. T
shows that street children, especially male street children even in Addis Ababa have low access to the p
media including the radio, TV and newspapers. If these children had some access they would have knov
least one or two organizations working in support of street children (6). Respondents who reported that
were getting services from support providing organizations were further asked to specify the type of sup
they were receiving and the highest proportion (44.8%) reported that they were getting support for food. T
shows that sexual and reproductive health issues for street children is neglected (6).

Given the numerous reasons associated with poor sexual and reproductive health among street childrel
histories of abuse and sexual risk-taking behavior a holistic approach to intervention is necessary to imp
their well being.

But still the problem of street children remains an ignored tragedy.Street children are not targeted in figh
against HIV/AIDS (5).For example in one study When the key informants were asked about the attent
given to the problem by governmental and nongovernmental organizations, they all unanimously replied

enough has not been done(14).

This study is therefore tried to systematically investigate street children’s Sexual and reproductive he
prevention and treatment services, their utilization patterns and street children-friendliness from the poin
view of street children and service providers. The study also endeavor to pinpoint the existing problems
gaps in providing Sexual and Reproductive Health prevention and treatment services for street child
Such findings can hopefully impact the manner by which service provider can address sexual

reproductive health needs effectivelly.
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3. Objectives

3.1. General Objective:
To assess existing needs and organizational responses for emerging sexual and reproductive health pro

of street children in Addis Ababa.
3.2. Specific Objectives:
— To assess sexual and reproductive health needs of street children in Addis Ababa
— To assess and explore the nature and scope of sexual and reproductive health servi
for street children established by the different actors in Addis Ababa.
— To determine the proportion of street children who are aware and have used specific
Sexual and reproductive health services.

- To examine factors associated with sexual activity.



4. Methods

4.1 Study area:
The study was conducted in Addis Ababa the capital of Ethiopia which has an area of 530.14 sqt

Kilometer divided into 10 sub cities (Kefle Ketemas) with a total of 100 kebeles. The study was carried
from December 29, 2010 to January 9, 2011. Based on 2007 Ethiopian census, Addis Ababa has a
population of 2,738,248, consisting of 1,304,518 men and 1,433,730 women (25). Addis Ababa is the lar
urban area in Ethiopia and attracts many children and youth who are searching for employment. The city
a high population of street children who are engaged in the informal sectors. The research was conduct
the five sub cities of Addis Ababa: Arada, Addis ketema, Kirkos, Lideta and Bole. These sub cities wi
selected purposivelly for the research based on hihg concentration of street children.

4.2. Study design:

Since triangulation of research methods can overcome personal biases and limitations that stem from th
of a single method, cross-sectional quantitative and qualitative mixing methods were used in the cur
study. Individual interviews using a structured questionnaire were conducted to gather relevant informa
on socio-demographic characteristics, substance abuse, sexual behavior, sources of informatior
HIV/AIDS and unwanted pregnancy etc.Qualitative methods were then conducted to verify data collectec
guantitative method and to gain an in-depth understanding of the sexual behaviour and the service pro\
to them

4.3. Study population:

The source populations for this study were street children in Addis Ababa and Street children, who w
living or working independently on the street, aged 10-18 years, resided in Addis Ababa for at least 6 mol
and can speak & heard Amharic language were the study population of this study

4.4 Sample size

Considering the absence of previous data in Ethiopia in this specific study group which comprises &
sexes up to the knowledge of the investigator and to obtain a large sample size the following assumption
undertaken. The proportion of street children having atleast one type of sexual and reproductive he
service to be 50%, with a precision level 5% and 95% confidence interval. 10% was added to compensat
non response. Based on tassumption, the actual sample size for the study was computed using the formt

for single population proportion as indicated below



n = (Zo/2¥p (1-p) +10% non response
d Where,

n = sample size

p = expected proportion (0.5)
d = margin of error/level of precision (0.05)
n =(1.96}0.5(1-0.5 (3.8416x0.25)
(0.05)2 0.0025
n = 384

Thus the study included 384 study subjects plus 10% non response. Then the data was collected fromn

street children.

4.5 Sampling procedures:

In Addis Ababa, street children are known to congregate in various city locations throughout the day. Tk
locations, along with time at which high number of children congregated were became our sampling fra
But first we calculated sample size and determined the number of location needed. In this case the sa
size was determined to be 422 and during the formative assessment the minimum number of children f
in each location was 10 therefore we need 42 locations. In order to create the frame we observed the
and count how many street children were there for a specific time of day (1 to 2 hours). An earlier work d
by Forum on Street Children-Ethioipa (FSCE) was used as base for sampling plan (6). This earlier work
adapted to suit this work on demanded information. Finally we selectefitd@ venues randomly from the
universe of venues.

4.6. Sample selection

The required sample size was calculated and formative assessment was conducted.based on the forr
assessment, numbers of locations were identified & determined.A sampling frame of locations which w
defined by both location and time was constructed. Locations and individuals in that location were selec
using equal probability sampling (lottery method). The interviewers were instructed to try a take-
approach. They were only going to each site once and got every one they could in the time period 2 hour

more or less. In this case any one that was present had an equal chance of being interviewed.

4.7. Data colletion procedures:
The data for the quantitative section of the study were collected by 10 trained data collectors (8 male al

female) for 10 days who were MPH-I, 1l and micro biology students at Addis Ababa University with somn
experience in data collection in previous studies. To maximize openness of the children male interviev
were assigned for male respondents and female interviewers were assigned for female responden

structured questionnaire extracted from standardized questions such as BSS which addressed al

10



variables, was prepared and pre-tested. The pre-test was conducted among 25 street children and thes:
excluded from the study. The data collection was conducted within two weeks from December 29, 201C
to January 13, 2011.

The second set of instruments constitutes unstructured questions designed to serve as a guide for focus
discussion participants and to dig out information from service providers. A total of four (two among mal
of 10-14 years of age and 15-18 years of age and another two among females of the same age group)

group discussion was conducted in the two sub cities (Arada and Addis ketema). FGDs were condu
separately for Boys and Girls. Each FGD was consisted of 8 participants. Participants were selected in s
way that children do not know each other to encourage them expressing the realities.

4.8. Data Analysis procedures

The quantitative data was entered in to EPI info version 3.5.1 then exported to SPSS version 16 statis
program. Descriptive statistics of percentages mean and frequency distribution using tables and figures
carried. In addition chi-square test and binary logistic regression and odds ratio with 95% confider
intervals were used to examine factors associated with sexaul activities. FGD notes were typed and the :
tapes were transcribed. Responses were analyzed by arranging them in the general categories identified
discussion guide. The various opinions were assessed and summarized so that the degree of conser
differences expressed by the groups and synthesized the themes or patterns that emerged.All the rec
interviews with service providers were transcribe and d analyzed manually.

4.9. Data quality management

The quality of data was maintained through careful design, translation and retranslation and pretest of
guestionnaire, proper training of the interviewers and close supervision of the data collecting procedu
proper categorization and coding of the data.

4.10 Study variables

Dependent variableSexual practice

Independent variable Sociodemographic & economic variable (sex, age, previous residency)

connectedness to NGOs and life skill training and personal factors like smoking status, khat and alcohol

4.10. Operational definition
Street children-They are children less than 18 years old, comprisingndof street children.

They are children in difficult circumstances, who struggle to survive in the city.
Children on the street: Those children who primarily engaged in economic activities of street. They ar
children of either sex falling with the age group of less than 18 years working or begging on the street,

living with their parents or visiting their parents regularly.

11



Children of the street: Children of either sex who are within the age group of less than 18 years and, wl|
are both economically and socially engaged in street life. These children live and work on street without
kind of control or assistance from parents or relatives.

Risky sexual practice: Shildren who had sex earlier than 18 years of age, or have sex with non-regul
sexual partner, or exchange sex for money or have more than one sexual partner or use con
inconsistently.

Rape is defined as any non-consensual of penile penetration of the vagina or anal by physical violence o
threat of harm, or when the victim is incapable of giving consent due to drug or intoxication of alcohol.
Drug/substance Any substance that when taken into the living organism may modify one or more of i
function. In this study the concept of drug covers substances of alcoholic drinks, tobacco, khat, hashish
benzine.

Sexual and reproductive health needdnclude access to health care services, sexuality education, access
birth control method, and etc

Organizational Response:Any organized primary prevention, care or support activity designed by man

actors to make sexual and reproductive health information and services available to street children.

4.11. Ethical consideration:
In this study, parents / guardians were not available. Therefore children were asked personally for t

consent to participate. All participants were given full information regarding the purpose of the resear
what is expected from them and how long the interview expected to last .In addition the research did
expose children to any physical and emotional stifésthermore the study protocol was approved by the
Addis Ababa University, College of health science, shool of public health Research and Ethics Comme
(REC). The objective of the study was also discussed with organizations that are working with children :

Addis Ababa police crime protection sector (child protecin unit-CPU).
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5. Results

In total, 422 street children- 314 (74.4%) - males and 108 (25.6%) females were interviewed resulting ir
overall male to female ratio of 3:1. As indicated in Table-1, from the total interviewed street children, 73.-
were “of the street” type while the rest were “on the street” type. The age range of those children include
this study was between 10 to 18 years. Nearly two-third ( 65.2%) of the sample street children respond
were between 16 and 18 years of age and 31.0% are between 13 and 15 years of age while only 3.8%
children are between 10 and 12 years of age. The mean age was 15.9years (SDx 1.7) years.The mean :
males and females was 15.9 years and 16 years respectively. Street children were also asked how long
had been on the streets and roughly half (51.2%) indicated that it had been 1-3 years while quarter (24.9¢
them said less than one year and 15.9% for 3-5 years. Fewer than ten percent (8.1%) had been on the :
for more than five years. Furthermore, majority street boys (81.5%) than street girls (24.1%) were sleey
on the street .Up to 77.9% of participants had dropped out of school at the primary level. More than tw
fifth (44.3%) were dropped out from 5 to 8 grade and 33.6% from 1 to 4 grades while only 1.9% from 9 to

grades and 20.1% were either never attended or read and write only.
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Table -1: Sociodemographic characteristics of street children in Addis Ababa, January, 2011 (N=422)

Variables Male Female Total

No % No % No %
Type of street life
On the greet 48 15.2 65 60.2 11z 26.¢
Of the stree 26€ 84.7 43 39.¢ 30¢ 73.2
SEX 314 74.2 10¢€ 25.€ 42z 10C
Age group (in years)
10-12 15 4.8 4 3.7 19 4t
13-1E 10C 31.¢ 28 25.¢ 12¢ 30.2
16-18 19¢ 63.£ 76 70.¢ 27F 65.2
Religion
Orthodox Christia 17€ 561 46 42.€ 22z 52.€
Muslir 52 16.€ 2C 18.t 72 17.1
Protestan 57 18.2 39 36.1 96 22.7
Catholic 11 3.t 0 0 11 2.6
Has no religiol 18 5.7 3 2.8 21 5.C
Ethnic group
Ambhare 102 32t 27 25 12¢ 30.€
Oromc 97 30.¢ 40 37 137 32t
Tigry 52 16.€ 23 21.2 75 17.9
Others 63 20.1 18 16.7 14 2.t
Marital status
Single 28k 90.¢ 63 58.2 34¢ 82.F
Married 13 4.1 25 23.1 38 9.C
Divorcec 16 5.1 20 18.t 36 8.t
Educational level
Never atten 33 10.t 6 5.6 39 9.2
Read and write on 31 9.¢ 15 13.¢ 46 20.1
1-4 grade 98 31.2 44 40.7 142 53.¢
5-8 grade 147 46.¢ 40 37.C 187 44.:
9-12 gradt 5 1.6 3 2.8 8 19
Duration on the stree
<1 yeal 90 28.7 15 13.¢ 10t 24.¢
1-3 year: 14t 46.2 71 65.7 21¢€ 1.z
3-5 year: 46 14.€ 21 19.¢ 67 15.¢
>5 years 33 10.5 1 0.¢ 34 8.1
Currently living with
Peer: 21¢ 69.£ 53 49.1 271 64.2
Alone 49 15.€ 1C .3 59 14.C
Boy/girl frienc 22 7.C 23 21.: 45 10.7
Parent: 24 7.6 19 17.€ 43 10.z
Others 1 0.2 3 2.8 4 0.¢
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Regarding income generating activities, nearly all participants (94.1 %) were involved in an income-yieldi
activity (Table-2). The sources of income for males and females were different. Males were mostly carry
items (54.1%), washing and watching cars (10.8), doing any occasional jobs (10.5%), shoeshine (7.6%)
(7.0%) were involved in other activities ligeblo (cloth selling, hair dressing, stealing e.t.c. While females
(43.5%) were involved in commercial sex and 16.7% were doing any occasional jobs while 15.7% messa
Concerned the average income they earned per day, most of the participants (36.8%) earned 11-20 bir
33.0% interviewee indicated 5-10 birr per day while only 10.8% stated as they earned more than 50 birr
day (majority were female commercial sex worker.

Table -2: Socio economic characterstics of street children in Addis Ababa, January, 2011N=422)

variables Number Percent (%)
Income generating activities
carying items 173 41.
Transferring message 31 7.3
Any occasional job 51 12.1
Commercial sex 49 11.6
Shoeshine 22 5.2
Car washing 34 8.1
Other 37 8.8
Average income per day
< 5 birr 18 4.5
5-10 birr 131 33.0
11-20 birr 146 36.8
21-50 birr 59 14.9
>50 birr 43 10.8
Ever helped by the organizations
Yes 84 19.9
Yes but leaved now 141 334
No 197 46.7
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Reasons for joining the stree

According to the responses of the children involved in the study, job searching account f 28.9%
(26.8% males vs 35.2% females) and peer influence is the second most common reason for their ir
streetlife which accounts 21.8% (19.4%ales vs 28.7% femalesjamily disharmon 19.2% (19.4% males
vs 18.5% females) , orphan&8.5% (20.1% males vs 13.9% females) ,poor family 4.3% (5.4% ma
0.9% females) and alcoholic parents 3.3% ( 4.8% male<9% females) are mentioned by the respon

as reasons for joining the street life. The above reasons push children mainly boys to engage

activities.
40 A
35 - .2
30 A
26.8 28.7
w 25 -
(=
S - 19.4 0a 2
o . male
o 15 - 13.9 H female
10 -
5.4 .
5 ‘, 4.8
0.9 0.9 |_ 1.9
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job peer family death of  poorfamily alcoholic other
searching influence conflict parents parents

Figure-1. Reasons of street children to join seet life in Addis Ababa, January, 201

In ow interviews almost one third of street children (33.4%) claimed to have been supported
organization at least once but that they had left and come back to the street-1).the remaining 46.7%
never been helped and 19.9% were using the s (mainly food) during data collection.Children w
further asked why they came back to the street. Respondents had diverse reasons for rejoining
Among the reasons, the services were not based on our interest and unfriendly staffs wermentioned
by 27.0% of the respondents each. While 21.3% of them stated limited services as a reason for rej
street life and 13.5% mentioned thganization stoped its work noVihe remaining 11.3% of str¢ children

mentioned other reasons likeishing their training term, conflict with other children, long distance
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Figure-2: The distribution of street children by their reasons for rejoinig the street life in Addis
Ababa, January, 2011

The street children in Addis Ababa are just asrse as any other group in society. Almost three four
interviewed children (70.9%) had arrived to Addis Ababa from other towns and regions of the coun
% of girls and 26.8% of boys were Addis Ababa born and 63.9% of girls and 73.boys came from
other regions or towns of the count

Table- 3: the distribution of street children by sex and their former residence in Addis Ababe
January, 2011 (N=422)

Former residence Se» Total
Male Female

In Addis Ababa Frequency 84 39 123
% within sex 26.8 36.1 29.1

Outside Addis Ababa Frequency 230 69 299
% With in sex 73.2 63.9 70.9

Total Frequency 314 108 422
% Within sex 100.0 100.0 100.0
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Substance use

Data received through the interviews indicated that 284 (67.3%) of the selected sample of street chilc
consumes various substances or drugs on a habitual basis, whereas 138 (32.7%) did not refer to use
time when interviews were conducted (Table-4). Gender differences were not found to be highly signific
for substance use. Overall, the findings indicated that almost two third of street children in Addis Ababa u
one or more substances. Substance abusing was further investigated by requesting respondents to indic:
type of substances they were using. According to the results summarized on Table 3 multiple responses
forwarded. It was found out that among those who were used, nearly all (95.1%) of them chewing cl
while three fourth (75.7%) smok cigarette, one fifth smok shisha and (6.0 %) sniff benzene. Comparisor
gender revealed that within gender group more boys (81.3%) than girls (40.0%) smoked cigarettes w
more girls (98.7%) than boys (93.8%) were comsumming chat.

Table -4: The types of substances or drugs consumed by the sample of drug consumers street children
in Addis Ababa, January, 2011.

Substances Male Female Total
YES NO YES NO YES NO

No (%) No (%) NO (%) No (%) No (%) No (%)
Chat 196 (93.8) 13 (6.2) 74 (98.7) 1(1.3) 270 (95.1) 14 (4.9)
Cigarette 170(81.3) 39(18.7) 45 (60.0) 30 (40) 215 (75.5) 69 (24.3)
Shisha 41(19.6) 166(79.4) 21 (28.0) 53 (70.7) 62 (21.8) 219 (77.1)
Benzene 17 (8.1) 187(89.5) 0(0.0) 73 (97.3) 17 (6.0) 260 (91.5)
Other 18(8.6) 187(89.5) 4 (5.3) 70 (93.3) 22 (7.7) 257 (90.3)
Total 442 (211.4) 592(283.3) 144 (192) 227 (302.6) 586 (206.1) 819 (288.1)

Substance abuse was further examined by requesting respondents to identify the reasons that initiated th
use the various substances.The findings as summarized in the following figure, majority (40.1%) of st
children started substance use to avoid depression. While 35.6% of them initiated by peers and 13% stat

avoid frustration during sex or stealing, other 10% of them stated to endure hunger.
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Figure -3: Percentag distribution of reasons for substance use among street children in Addis Abat
January, 2011

Alcohol intake

Alcohol consumption of street children was investigated by requesting respondents to indicate their

to alcohol drinking. Accordingly tt multiple responses of the respondents indicate that among inten
children, almost two third (64%) of the respondents were drink alcohol.The frequency of their cons
were tried to investigated. Of those who drinking alcohol 50.0% drink soes (once per week) and 9.3%
drink most of the time (three times per week) while 4.7% drink dalily. Interviewed children were
asked for their sexuality after alcohol intake. Their responses as given ii-.4 indicated 177(65.6%) of
them have sexfter alcohol intake most of the time. Further analysis by gender revealed that females
after alcohol more frequently than male street children (83.5% Vs 59.4%). Significant number of
(66.7%) useacondom during sex after alcohol intake. (15.3%) of the street childr did not use condom

while (18.0%) of them responded as they don’t remember due to heavy intox
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Table -5: Alcohol consumption status among street children in Addis Ababa, January,

2011 (N=422)

Variables Male Female Total
No (%) No (%) No (%)
Alcohol intake
Never 112 (35.7) 40 (37.0) 152 (36.0)
Sometimes 161 (51.3) 50 (46.3) 211 (50.0)
Most of the time 28 (8.9) 11 (10.2) 39 (9.3)
Daily 13 (4.1) 7 (6.5) 20 (4.7)
Total 422 (100) 108 (100) 422 (100)
Sex after alcohol intake (n=270)
Yes 120 (59.4) 57 (83.8) 177 (65.6)
No 82 (40.6) 11(16.2) 93 (34.4)
Total 202 (100) 68 (100) 270 (100)
Condom use after alcohol intake sex (n=177)
Yes 76 (63.3) 42 (73.7) 118 (66.7)
No 21 (17.5) 6 (10.5) 27 (15.3)
Don’t remember 23 (19.2) 9 (15.8) 32 (18.0)
Total 120 (100) 57 (100) 177 (100)

Children were asked how they spend most of their day times. High proportion of them (32.8%) respondi
working (35.5% males Vs 25.0% females), sleeping 24.9% (17.5% vs 47.9%) and chat chewing 18.¢
(19.2% vs 16.7%).The reason for significant differences in this regard between males and females speci
for sleeping could be the presence of high number of female street children working during the night

commercial sex worker.
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Figue- 4: Common day time activities by street children in Addis Ababa, January, 201

Risky sexual behavior
The majority of street children respondents 302 (71.6%) said that they had ever practiced sexy

(65.0% of boys, and 90.7% of girls). The overall mean age at first sexual intercourse is 15 years v
mean age at first sexual intercourse 15.4+ 1.2) years and female 148D+ 0.87) years. Among sexually
active street children 42.7% mentio personal desire as a reason for having sexual intercourse
reasons for sexual intercourse are fall in love 34.4%, exchange for money 8.3%, peer presst
marriage 3.3% influence of chat/alcohol 2.3%, and rape

Sexually active Street cldilen were also asked about their sexual experience with in the last three mc
total of 197 (65.2%) respondent answered as they had sexual intercourse at least ol further asked
about whether they faced unwelcome sex with in the last 12 mandabout 55 (18.2%) responded as they t
faced unwelcome sex. out of these victims 23(41.8%) were males and 32(58.2%) were

Children were also asked to mention risky sexual activities which they expect expose them se

problems. Majorityrespondent 129 (30.6%) answered as they didn’'t remember and 101 (23.9%) m
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sex without condom. Injury with sharp materials indicated by 67 (15.9%) children .Other activities like mo
than one sexual partner 58(13.7%), sex with commercial sex worker (male only) 33(7.8%), inconsist
condom use 17(5.0%) mentioned as risky activities that were performed previously.

To identify the current most common sexual and reproductive health problems in the street life, child
were asked questions related to sexual and reproductive health problems in the last 12 months befor
survey. More than half of street children 233 (55.2%) respondents (199(63.4%) males and 34(31.
females) answered as they faced no problem. While 198(44.8%) have encountered sexuality rel
problems .Among commonly mentioned sexual health problems, unprotected sex under the influence
chat/alcohol 60 (14.2%), unwanted pregnancy 40 (9.5%) ,rape attempt 35(8.3%), STIs 24 (5.7%), r
23(5.5%) and abortion 7 (1.7%) were indicated as the main sexual related health problems.
Concerned to life time number of sexual partner 67.6% have more than one sexual partner and 17
responded as they can’t remember the number of individual having sex with them. These are particul
male children who have sexual relation with commercial sex workers and female children mainly involved

commercial sex. While only 15.2% have a single sexual partner
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Table- 6: Sexual and reproductive health behaviors and practices of street children, in Addis Ababa,
January, 2011 (N=422)

Variables Male Female Total
No(%) No(%) No(%)
Ever had sexual intercourse
Yes 204 (65.0) 98 (90.7) 302 (71.6)
No 110 (35.0) 10 (9.3) 120 (28.4)
Reasons to have sex (n=302)
Exchange for money 0(0) 25 (25.5) 25 (8.3)
Fall in love 54(26.5) 50 (51.0) 104 (34.4)
Influence of khat/alcohol 7(3.4) 0 (0) 7 (2.3)
Marriage 4(2.0) 6 (6.1) 10 (3.3)
peer pressure 13(6.4) 8(8.1) 21 (7.0)
Personal desire 125(61.3) 4 (4.1) 129 (42.7)
Rape 1(0.5) 5(.1) 6 (2.0)
Life time number of sexual partner (n=302)
One 32(15.7) 14(14.3) 46 (15.2)
Two and above 172(84.3) 84(85.7) 182 (84.8)
Sexual intercourse in the last 3 month (n=302)
Yes 112(55.1) 85(86.7) 197 (65.2)
No 92(44.9) 13(13.3) 105 (34.8)
Unwelcome sex in 12 month (n=302)
Yes 23(11.3) 32(32.7) 55 (18.2)
No 181(88.7) 66 (67.3) 247 (81.8)
Risky activities for contracting HIV
Sex without condom 62 (18.9) 39 (36.8) 101 (23.9)
Not remember 103 (32.9) 28 (26.4) 131 (31.0)
More than one sexual partner 31 (9.9) 27 (25.5) 58 (13.7)
Injury with sharp materials 64 (20.4) 4 (3.8) 68 (16.1)
Sex with commercial sex worker 33 (10.5) 0 (0.0) 33 (7.8)
Inconsistence condom use 12 (3.8) 5(4.5) 17 (4.0)
Others 8 (2.6) 3(2.8) 11 (2.6)
The most common SRH problemfor street life
Rape 68(21.7) 39(36.1) 107 (25.4)
STIs 63(20.1) 17(15.7) 80 (19.0)
Sexual expliotation 58(18.5) 18(16.7) 76 (18.0)
Lack of SRH information 55(17.5) 16(14.8) 71 (16.8)
Unwanted pregnancy 46(14.6) 15(13.9) 61 (14.5)
Lack of legal protection 24(7.7) 3(2.8) 27 (6.4)
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Pregnancy among female street children

Among the 108 street girls participated in this study, more than half (70.4%) reported that they had ever
pregnant (31.9% once and 68.1% more than one times) and almost three fifth (59.4%) of these pregna
resulted in abortion. Nearly all (95.7%) of female respondents said that pregnancies were unwanted. Fu
the reasons for pregnancies were asked and reluctancy to use contraceptive (42.4%),unavailabilit
contraceptive (16.6%),inappropriate use of contraceptive (15.2%), rape(10.6%) and other like slipage
condom, failure of contraceptives (15.2%) were mentioned as the main reasons for the occurrenc
unwanted pregnancies.

Table- 7: Sexual and reproductive health situation of female street children in Addis Ababa, January,
2011(N=108)

Variables Number Percent (%)

Ever been pregnant

Yes 69 70.4

No 29 29.6
Life time number of pregnancy(n=69)

One 22 31.9

More than one 47 68.1
Pregnancies were wanted (n=69)

Yes 3 4.3

No 66 95.7
Reasons for pregnancy (n=69)

Rape 7 10.6

::ailure of contraceptive 10 15.2

norance
L?navailability of contraceptive 28 424
10 15.2

Ever had child (n=69)

Yes 28 40.6

No 41 59.4
Undertake abortion (n=69)

Yes 59 85.5

No 10 14.5
Consulting with before abortion ( n=59)

Boy fried 11 18.6

Peers 36 61.0

Health worker 12 204
Place of abortion (n=59)

Health center 34 57.6

privet clinic 6 10.2

Traditional abortionist

Self induced 712 ﬁ'g
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From the analysis it was found that some sociodemographic and other variables were significantly assoc
with practicing sexual intercourse of participants. A history of drug use (OR = 2.5; 95% CI = 1.42—-4.5
and being on the street for the first 1-3 years (OR = 5.9; 95% CI=1.41- 25.22) increased the likelihooc
displaying sexual activity. Street boys (as compared to girls) are significantly less likely to report having ¢
(OR=0.09; 95% CI=0.03-0.23) preceding the survey. Alcohol use is significantly associated with engaginc
sexual activities (OR=5.2; 95% CI=3.73-16.32 .Sexual behaviour of street children also associated with t
former residences. Street children who reported that they were coming from out of Addis Ababa were i
likely to experience sexual activities. (OR =1.7; 95% CI =1.10-2.70) and children who had no connectic
with NGOs (through infrequent or even frequent visits to the NOGs) show most likely to be engaged

sexual behavior (OR=2.1; 95% CI=1.25-3.64). (Table.8)
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Table- 8: Relationship between selected socio-demographic variables and sexual behavior of street
children in Addis Ababa, January, 2011

variables Ever had sexual OR (95% CI)
intercourse
Yes No Crude Adjusted
sex
Male 204 110 0.19 [0.10,0.38]** 0.09 [0.03,0.23]**
Female 98 10 1.00 1.00
had connection with NOGs
Yes 36 48 1.00 1.00
No 254 84 2.6 (1.26,5.18)* 2.135 (1.25,3.64)*
Ever taken life skill training
Yes 9 57 1.00 1.00
No 245 111 3.18[1.15,8.81]* 2.87 [1.37,6.00]*
length of street life
<1year 60 45 1.00 1.00
1-3 years 158 58 7.75 [2.23,26.96] 5.96 [1.41,25.22]**
3-5 years 53 14 4.79 [1.12,12.88] 4.29 [1.05,17.59]*
>5 years 31 3 4.56 [1.33,20.02] 4.97 [1.04,23.86]
Former residence
Inside Addis 78 45 1.00 1.00
Outside Addis 224 75 1.9 [1.09,3.51]* 1.7 [1.10,2.70]*
Alcohol drinking
Yes 235 85 6.84 [4.19,11.18]** 5.23[3.73,16.32]
No 67 35 1.00 1.00
substance use
Yes 230 54 3.9[2.49,6.10]** 2.5[1.42,4.56]*
No 72 66 1.00 1.00
NB *P<0.0
** P <0.001
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Regarding the sexual and reproductive health information received (Table-.6) shows that a modest propo
of street children 191(45.3%) of the total interviewed responded as they have an information about the i
(sexuality,STIs and HIV/AIDS). While regarding gender difference, Boys received less information 13
(42.7%) regarding about prevention of pregnancy, STDS, and HIV/AIDS compared to girls 57(52.8%).
Participants were further asked their source of information about pregnancy, STIs and HIV/AID. T
majority (28.8%) stated mass media, 19.4% stated friends (other street children), 16.8% stated he
workers, 11.0% stated schools, (before drop out of school), 8.4% stated outreach workers (street educs
6.8% others like training and posters and pamphlets.

The study questionnaire also includes questions to identify the barriers of health information for str
children. As a result those children responding has no information about pregnancy, STIs and HIV/AI
where asked to mention the reasons. The significant numbers of street children were answered inaccess
94 (40.7% ) as the main reason for lacking information .Other reasons, less priory 79(34.2%) and it doe

concern me 58(25.1%) were mentioned.
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Table- 9: Distribution of street children by their sexual health information status in Addis Ababa,
January, 2011

Variables Male Female Total
No % No % No %

Had information about HIV/AIDS,
unwantedpregnancy (n=422)

Yes 134 427 57 52.8 191 453
No 180 57.3 51 47.2 231 54.7
Sources of information (n=191)
Mass media 37 276 18 31.6 55 2838
Friends 28 20.9 9 158 37 194
School 17 12.7 4 70 21 110
Health workers 16 119 16 281 32 16.6
Informal talk 14 10.4 3 5.3 17 8.9
Street educator 14 10.4 2 3.5 16 85
Training 6 4.5 2 3.5 8 4.2
Posters 2 1.5 3 5.3 5 2.6
Reasons for lacking information (n=231)
No means of getting it 74 40.9 20 40.0 94 40.7
Less prioritized 63 34.8 16 320 79 34.2
It doesn’t concern me 44 24.3 14 280 58 251

On the other hand, older street children are more likely to receive such information as compared to t
younger counter parts. As indicated by the following table, only 10.5% among 10-12 age group and 39
within 13-15 age group have informed. While half of the 16-18 age group have reported as they h.

received such information.
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Table -10: Distribution of street children, who have information about HIV/AIDS and sexual related
risks by age group in Addis Ababa, January, 2011

Had an information about HIV & pregnancy Age Group Total

10-12 13-15 16-18

YES Number 2 50 139 191
(%) within agegroup 10.5 39.1 50.5 45.3

NO Number 17 78 136 231

(%) within agegroup 89.5 60.9 49.5 54.7

Total Number 19 128 275 422
(%) within age group 100 100.0 100.0 100.0

The study participants were also asked about the reliable and easily accessible health information so
about unwanted pregnancy, STIs and HIV/AIDS for street children. Majority participants 194 (46.0%) we
mentioned their friends as the main reliable and easily accessible information source followed by st
educators 98 (23.2%).

In relation to places where they go for help when sexual and substance abuse related health problems fa
(22.3%) of participants stated friends, 15% stated public health centre, 14.9% stated religious organizatio
12.1% stated NGO clinics, and 8.8% responded as they do nothing, 5.9% stated mobile clinics and only 2

mentioned private clinics.
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Figure -5: Distribution of street children by preferable place for sexual and reproductive healtl
services and advices iddis Ababa, January, 201.
Study participants were further asked for the reasons why they prefer these places. As result they

reasons by mentioning the majority 31.0% reported they easly understand my problem as the me
followed by 22.8% stated no other enatives, 14.7% free service, 12.2% short waiting time, 10.2%
confidentiality, 6.6% affordable cost and 2.5% others like short distance, friendly sta

The interviewers also ask the street children about the current most common sexuéroductive health
problem for street children. Rape was mentioned by the majority street childre24.9%) as the most
commonsexual health problem for street |

life skills education programs that include sexual and reproductive health informave proven to be
effective in delaying the onset of sexual intercourse and, among sexually experienced children, in il
the use of condoms and decreasing the number of sexual partners. This reality was observed in
Significant difference was observed among participants who took life skill training and who didn't c
knowledge of SRH service providers (43.9% vs 20.
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Table-11. Knowledge of sexual and reproductivrehealth service providers among street children who
took life skill training in Addis Ababa, January, 2011

Ever taken life skill training Knowledge of SRH service provider
YES NO DON'T KNOW Total
YES 29 (43.9%) 20 (30.3%) 17 (25.8%) 66 (100%)
NO 73 (20.5%) 183(51.4%) 100 (28.1%) 356 (100%)
TOTAL 102(24.2%) 203(48.1%) 117 (27.7%) 422(100%)

To identify the level of awareness of the street children about the health centers that exclusively give se
and reproductive health services for street children the questionnaire included the following question:
you know any health facility that provide sexual and reproductive health services for street children?” O
24.2% of the participated street children have heard about such health facilities. The remaining 75.89%
interviewed children were responded as they have never heard about them out of which (48.1%) state
there are no such facilities and (27.7%) were not sure (might or might not) for the presence of such he
facilities in Addis Ababa.

The analysis of the responses by sex of the respondents led to even more alarming results. Female ch
more often than male children have stated that they have heard about the health centers (36.1% al

females Vs 20.1% among males).
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Table -12: The distribution of street children by their knowledge of health centers that give sexual and
reproductive health for them in Addis Ababa, January, 2011

knowledge of health centers that provide SRH services sex Total
for street children
Male Female
Yes Number 63 39 102
% within sex 20.1% 36.1% 24.2%
No Number 155 48 203
% within sex 49.4% 44.4%  48.1%
Don’'t know Number 96 21 117
% within sex 30.6% 194% 27.7%
Total Number 314 108 422
% within sex 100% 100% 100%

Furthermore there was a question for those children who have heard/know health facilities that pro\
sexual health for them about the type of health facility they know. 38% of them mentioned family guidar
and 30.4% stated NGO clinics. Of the remaining mentioned 12.0% stated public hospital, 7.8% pul
clinics, 5.9% privet clinic and 4.9% others lik traditional .

The next question was about their experience of using theses health facilities and almost half (47.1%) o
street children who have heard about these health facilities have actually visited them for service. During
data analysis a slight correlation between the type of answers and the gender of the respondents
identified 63.2% among females and 37.5% among males have visited the health center.

The remaining 52.9% were asked to identify any barriers they faced when accessing services from the a
health facilities. More than half of the respondents (53.7%) mentioned unaffordable cost as the main re:
for not visiting the health facilities. while 20.4% stated long waiting time and inaccessible locatiol

unfriendly staff, inappropriate opening time each accounts 7.4% and | have no problem acounts about 3.
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Figure 6: The distribution of street children due to the reason that inhibite visiting the health facilities
in Addis Ababa, January, 2011

Street children’s opinion about the sexual and reproductive health services given to them in Addis Ab
was asked and the responses from the participant are given in the following table. Based on the respon
answer, for each sexual and reproductive health service characteristics, majority of them were answer a

fulfil friendly service character.
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Table-13: Street children’s opinion about the sexual and reproductive health service characteristics in
Addis Ababa, January, 2011

Services character Yes No Don’'t know Total
Friendly 93 244 85 422
Not judgmental 72 264 86 422
Consider street culture 53 285 84 422
Good confidential 130 209 83 422
Found at appropriate location a7 285 85 422
Short waiting time 46 293 83 422

Participants were also asked what barriers they faced when accessing local sexual health service:
majority,26.5% of participants stated lack of information on available services as the biggest barrier, 19.
stated ignorance of the consequence of risky sexual activities, 16.6% stated fear of stigma

discrimination, 13.7% stated unaffordable cost and 13.7% stated lack of unfriendly staff .The participa

also were able to state "other” barriers which accounts about 1.4% respondents.
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Figure 7.Barriers for street children utilization of local sexual and reproductive health services in
Addis Ababa, January, 2011

When participants were asked if they were satisfied with the way sexual health services are advertised
delivered to street children, only 2.4% of respondents stated that they are satisfied with it and 21.8%

respondents reported as slightly satisfied and 75.8% of respondents were not satisfied with it.
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Figure 8: The distribution of street children by their satisfaction status with SRH services in Addis
Ababa, January, 2011

The participants who were not satisfied tried to mentioned some of the reasons for service unsatisfaction
children participation in programm implementation and evaluation was the major reason 95(29.7%) follow
by poor advertisement of the servic 94(29.4%).while 71(22.2%) mentioned lack of peer service and 27(;

lack of confideciality and poor distribution of condom and other contraceptive methods 33(10.3%).
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Results of focus group discussion

The discussion was mainly focused on the risky sexual activity of street children, major sexual hes:
problems of the street life, sexual and reproductive health services for street children, information of st
children about STIs and HIV/AIDS, unwanted pregnancy, service provider places. The discussion v
started by asking the general questiarhy they joined the street lifealmost all discussant from both sex
mentioned the reasons that were listed in the quantitative part like searching jobs,conflict with family,pc
family etc. Female group mainly mentioned sexual related reasons like rape attempt, voluntary :
involuntary unsafe sex resulted unwanted pregnancy. In connection to this, girl FGD participant also stz
the following:

My aunt brought me from rural to Addis Ababa by convincing to attend school. | started life in Addis servi
my aunts family and attending the class. But aunt’s husband asked me many times for sex .| became fee
when he come to home from work. One day when my aunt went to market, he came and tried to rape
skept from his hand and run away and never go back, start street life.

(17 years old girl participant).

Next to the general question about the reasons for streetism, discussants were invited to discuss :
commonly faced sexual and reproductive health problems. All participants were agreed that street girls

more exposed to sexual attacks and related problems than boys.

18 years old male participant had the following to say in this regard,;

Stree boys only have the risk of contracting STls including HIV/AIDS and some times sexualy abused
psychological problems but female children have more than this. We chewed chat and had drink then no
could remember condom and have unsafe sex. In the morning we all concentrate on searching food.
remembers as she got pregnant when her abdomen gets larger or her menstruation stopped.

This unsafe sexual relationship, among other factors, is believed to be the major source for the rapid incr

of street mothers in Addis Ababa. As mostloé participants mentioned, female street children are at mos
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risk. They are vulnerable for unwanted pregnancy and STls including HIV/AIDS. Sometimes they didt
know when and from whom they had sex and got pregnant.
16 years old street girl had the following to say:

In the mid night there would be alcoholic boys and if they get female sleeping on the road, they will h:
even group and unusual sex

Sexual abuse and exploitation of male children is also one of the emerging social problems affecting
physical, social and psychological wellbeing of children in Addis Ababa. Almost all participants of the FG
session had heard at least once about this issue.

17 years old street boy have said this:

Male sexual abusing becomes common in Addis Ababa, especially around merkato distant bus station. It
last year summer, one 14 years old child was sent to shop to buy soap. Unfortunatly the money was s
and his mother told him to get out of the home. He came to the street and start to cry due hunger. In the
time someone who is known thief and HIV carrier approach him and gave him biscuit and tea. Then
brought him to hidden place and had sex with him. We went there and fight with him .finally we brought |
to police and he denied his activity and show them his card of HIV positive and they released him free. L

action is not strong to punish those abusers.

Another question was about their measures taken when sexual health problems were faced. As the |
diverse responses were given like report to police, abortion, give birth on the road and drop the baby or

road e.t.c.
15 years old girl says the following in this regard.
I have no problem up to now, but | don’t know what to do if | raped. Most probably I will kill myself.

The next issue that was raised for discussion was about their general knowledge and information a
sexual health services. They were asked about their experience (if any) with sexual health services in A
Ababa. Both male and female discussants start the discussion by blaming the existing sexual

reproductive health services. They agree that they are totally disconnected from the existing service strea
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17 years old male child forward the following idea concerned this issue.

Governmental and nongovernmental organizations declared more as they did a lot on sexual heath to s
children. But no free condom, no free contraceptive and no free treatment for us. | think now days everyk
should have condom in his/her pocket. Most of the street children’s attention is dominated by another i
like, cloth, food and shelter. So they won’t have condom in their pocket but egger to have sex which le
them to unsafe sex. Sometimes we use chat plastic (yechat pestal) for sex. But | know it might has

opening or easily ruptured, but we use it for confidence

Participants tried to mention some effective strategies to address the sexual and reproductive health ne

street children like, mobile clinics and postal condom distribution.
18 years old state as follows in this regard:

There was postal style condom distribution in the areas where street children were congregated we in
fifty cent in it and have condom at the bottom. I'm in doubt about the presence of such services now. B

was effective in addressing social, physical and financial barriers of the service
Another 16 year old street boy said the following about the mobile clinics:

Mobile clinics give effective and easily accessible services for street children when avail. We can h
condom whenever we want and we can check ourselves with the service without long waiting to get
services. But these mobile clinics seldom exist in the city. Most of the time mobile clinics were functic

during the holiday and lasts maximum fifteen days. But no one wait the holidays to have condom.

Barriers that prevent street children from using existing sexual health services were well discussed an
participants. Both perceived and actual barriers were mentioned. Unaffordable cost is mentioned by
participants as a big barrier for utilization of the existing services among others. Lack of information abt
the services and the health facilities, ignorance of the consequence, unfriendly staff were mentioned as

barriers.

15 years old boy stated the following in relation to staff character as service Waeriem'’t have positive
attitude for them. They give priority to the rich. They tried to judge the clients based on clothes them wear

and physical status.we started to suffering from the gate keeper.they will never allow us to see the doctor
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Results from service providers
Individual interview with service provider about staff characteristic, current practice, service quality, st

capacity, areas for improvement/change were conducted in three health facilities to present their ideas tc
another and to make recommendations on how to make SRH services more appropriate and accommaoc
to street children.the service providers were selected based on the information obtained from Far
Guidance Association Ethiopia area coordinator and other key informats about service providers.

In the interview program coordinators were agreed that estimating the number of clients per day/wee
difficult. This is because street children are not stable and will not attend based on appointment. But rou
coordinator of confidential clinic (piazza) stated that her organization sees about 15 street children per
and goal Ethiopia project coordinator estimate 50 street children per day but sheger clinic coordin:
express can’t estimate the number of street children per day and coordinator of Addis Ababa model ¢
stated as they had no means of identification of street children from other clients.The type of sexual
reproductive health problems that street children were presented to the health facilities were discussed i
interview. As street children mentioned in the individual interview of the quantitative part, the progra
coordinators mentioned unwanted pregnancy, lack of awarness about family planning, STls including H
oportunistic infection are some of from othe@ounselling, outreach reproductive health service, health
education, clinical case management, VCT, distribution of condom were indicated by all of the interview
as health services given from their project.

Program coordinator of confidential clinic, stated the following in relation to outreach services.

The reality of providing such a service is that many street children clients will not attend arrange
appointments and may disengage entirely for periods of time. In these stages the clients can be |
vulnerable, and despite not looking for it, are often most in need of a sexual health service. It is theref
crucial to offer outreach and support to access sexual health services for those children who are
vulnerable and at risk

Research results indicate that Sexual and reproductive health of street children is intricately connecte
other aspects in their lives such as alcohol and other drug use, self esteem, and perception of judgment
peers. Trading sex is found to be a serious and growing problem in Addis Ababa for street childr
particularly amongst street girls

Beside education and service provision, the basic thing is social and financial support. It must be to tol
parallel; otherwise our intervention is not effective .Because children daily struggles to survive demanc

that their sexual and reproductive health was a very low priority as a result they will back to street life f
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survival. We are unable to do this by now due to financial shortage. (In-depth interview, progra
coordinator, confidential clinic, Addis Ababa)

The next issue was about the types of SRH services that the project is unable to provide to the street chi
but should be provided.different coordinators mentioned different SRH services that unable to provid
street children.VCT service (goal international) ,social and financial support (confidencial clinic),incon
generating skill (sheger clinic) are some of unaddressed SRH services for street children.

The main barriers /problems that service providers face in providing SRH services to street children w
also raised and different barriers were mentioned.among these problems, lack of trainig to build our capa
problem in getting street children regularly and when needed,lack of resources,lack of coordination am
service providers and policy restriction were some of the problems that negativly affect service provision.
In addition to the above issues, interviewees were also asked about the mechanism of promoting their
services to street children.being confidential for the cases, taking time to discuss individually and in gro
applying interactive teaching methods, making the environment friendly were some of techniques mentior
One of the questions that were raiseals have you taken any steps to make street children comfortabl
uusing the services and to creat astreet children —friendly environmf&htif the respondents answered yes
and tried to mention some of the steps they took.coffee ceremony, panel discuusion, self support g
(saving activities).

Regarding to the trainig received by the staff members of the organization, most of the interviewer s
enough has not been done in this regard.based on the reponses given by the interviewer the main t
given to the staff members were on child right,life skill,first aid ,reproductive health and street life,friend

relationship with MARPs,drug abuse and its management(including alcohol and cigarettee).

Interviews with coordinator of selected health facilities that exclusively provide sexual and reproducti
health service to street children revealed that all programmes for street children, be they government ru
supported by NGOs, lack adequate co-ordination between similar organizAtioost all projects tried to

address the same issue for street children independently which leads their effort less. effective
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Gaps for service providing
Many challenges were mentioned by project coordinators that make their provision become non effectiv

expectedSome of the challenges were:

Many homeless people may not consider sexual health to be a priority. This in itself can make providin

sexual health service for this group a difficult task.

Children living on the streets are very nomadic i.e. operate from different places and transfer at w
eventually this Transitory nature of street children has made it very difficult to follow up their cases for
better service.

Poor coordination among service providers.As aresult overlaping of the same service,

Opportunities
Urban health extension programm: incorporating street children SRH services in to the package

Governmental commitments to reduce street ism: working with the cuurent measures taken by Ac

Ababa city administration (job creating traing for 2400 children)

Created work opportunities by the government: now adays the Ethiopian government encoura

unemployed children and youth to have finacial credit to do their own business.

Presence of nearly 25 NGOs working on street children: strong networking with these organizatic

to share the services with them
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6. Discussion
Describing the street children’s risky sexual behaviour (service need) and the existing programming resp

in Addis Ababa towards evolving recommendation for future programming was the major intention behi
the present study. In seeking to address the issue of street children, it is essential to know why childrer
fledging in to the street of Addis Ababa. Many factors were listed for the reasons that push children to
street of Addis Ababa. Unemployment (28.9%), peer influence (21.8%), conflict with in the family (19.2%
and death of family (18.5%) were the reasons for joining the street life in this study. the reasons are sin
with different percentage in the previous study. In one study done in Addis Ababa more than 41% of
respondent children joined street life because their families were poor to sustain them and more th:
quarter (26.4%) of the respondent children was influenced by friends to leave home and 9.2% responc
mentioned conflict in the home as the reason behind leaving their homes(6). The reasons have consis
for regions in the country. the result done in Dessie on street children showed that death of parents

reported by 36.2%, to look for a job by 23.0%, poor family by 12.8% and peer pressure by 4.4%(16).

Based on this study most participants (72.5%) were already sexually active, and 67.6% have had mul
sexual partners. Among sexually active children 90.4% were girls and 66.2% were boys. This resul
slightly higher than the result obtained from the research among street children in Dessie town in wt
(67.9%) had ever practiced sexual intercourse (16). This might be due to high sample size used in this stt
The mean and median ages of first sexual intercourse in this study were (15.4 and 15 years) for boys
(14.3 and 14 years) for girls.This result also comparable with other studies in some part of the world.
Kinshasa, Democratic republic of Congo where the mean age of street children at first sexual interco
was 14.3 years for males and 13.5 year for girls(27). In another study done in India, showed the mean a
sexual intercourse for boys and girls were 15 and 13.2 years. respectively (11). Here the main point is
proportion of sexually active in-school and out-of school children varied substantially by age. Out-of-sche
children who includes street children were more likely than their in-school counterparts to be sexually ac:
in all age categories. For instance in one study in Ethiopia showed that 29 (3.1%) out-of-school child
aged 10-14 years were sexually active, while there were no sexually active in-school children in the s
age group . Similarly, the figures for sexually active out-of-school and in-school youth among the age gro
15-19 were 38.7% versus 84.8% (17). Relatively comparable results were obtained in this study. 1.3%
age group of 10-12 years, 21.9% for 13-15 years age group and 76.8% for 16-16 age group were

practice d sexual intercourse (17).
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The reasons for early initiation of sexual intercourse among street children were also explained in this st
More than two-fifth (42.7%) of sexually active street children mentioned personal desire as the main rea
for initiation in to sex followed by love 34.4%. In another study personal desire was the dominant reason

initiation of sexual intercourse accounts about 38.2% followed by peer pressure 24.5% (18).

Children are addicted to chat, alcohol cigarette, ganja and shisha, even during the focus group discus
some were chewing chat .Research results revealed that use of these substance influences sexual behe
ways that increase the risk of acquisition of HIV and other STDs.The street child’s decision on sex
behaviours such as whether to use a condom during sexual activity, whether to negotiate for sex or tc
force (rape) depends on the level of intoxication. In general alcohol and other substance use often go &
with the early sexual experiences, especially among boys. In this study, high proportion 284 (67.3%) st
children reported as they consumed some kind of substance. Chat was the dominant substance us
almost all  95.1% children. cigarette, ganja and shisha were reported as commonly used substance
These substances were mentioned in other research results (6, 16). Alcohol consumption is also comn
among street children. Almost two third (64%) of the respondents in this study were drinking alcoh
Among these alcoholic children, 50% drink sometimes (once per week) and 9.3% drink most of the ti
(three times per week) while 4.7% drink daily. Alcohol intake was investigated by other researchers and

result revealed high proportion of children drink alcohol (8).

Living on the street, with no supervision, protection or guidance and wide risky sexual practice often ma
street children vulnerable to a wide range of sexual and reproductive health problems. In total 198 (44.
among sexually active respondents have encountered sexual health problems.Among commonly menti
sexual health problems, unprotected sex under the influence of chat/alcohol 60 (14.2%), unwanted pregn
40 (9.5%), rape attempt 35(8.3%), STIs 24 (5.7%), rape 23(5.5%) and abortion 7 (1.7%). Sexual he
problems were more dangerous among female than males. Unwanted pregnancy in early age make
problem among female street children is highly vulnerable than male counter parts(28). Unintenc
pregnancy leads to a complicated process and it accounts for the majority of maternal mortality :
morbidity (29). Out of 108 female participants in this study, 66.6% had a history of unwanted pregnar
which is higher than the study in Dessie (25%) (16).out of the total unintended pregnancies in this stt

59.4% ends up with abortion which is almost similar to the same study in Dessie (55.5%) (16). Reason:
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Unintended pregnancy mentioned by participants were unavailability and misuse of contraceptives, slipy

of condom; ignorance and rape were some of among others.

Despite the many sexual and reproductive health risks of street life, many Street children face mult
barriers to accessing sexual and reproductive health information and services. Among those who had s
health information, the source from which the information was obtained is not accessible (mass me
28.8%)) and some of them are not reliable (friends, 19.4%). Only 16.8% reported health workers as t
source of information. The responses from the study done in Dessie also showed Peers (55.4%), h
workers (29.7%) and mass media (27.4%) were reported to be the major source of information on S
HIV/AIDS and unwanted pregnancy (16). Majority of them do not know where to go for help when i
trouble. In response to a question in this regard, (75.8%) of the participants indicated that they did not ki
where to go for help in case of sexual related problem. Only 24.2% of the participants have heard about
health facilities. The remaining 75.8% of interviewed children were either has never heard (48.1%) or tli
are in doubt the presence of such sexual health providers in Addis Ababa (27.7%. low knowledge of si
children about support giving organization also observed in another research results. In one study only 3¢
said that they knew support giving organizations (6). In Zambia ,47% of the sampled street children stz
that they had no where to go in case they needed help with sexual related health problem(30). This s
that less proportion of the total respondents were getting services from Support giving organizations

considering the fact that the highest number of these Organizations are working in Addis Ababa,

proportion of street children receiving services is extremely low.

In this study nearly one third (33.4%) of participants were incorporated in one organization for support
least once but that they had left and come back to the streets.The reasons of rejoining the street life wer
interest based services (27.0%) and unfriendly staffs (27.0%).While 21.3% of them stated limited servi

(provision of food only) as a reason for rejoining the street life.

Children’s low awareness about the existing legal, medical and social support organization made tt
reluctant for action they are going to take when sexually abused or unwanted pregnancy faced. In this re
30.0% of the respondent stated | will do nothing 24.9% and 11.0%responded as they will tell to their frie
and 24.9% answered to report to police. Existing reporting practices were poor as investigated by o
research in Addis Ababa. Accordingly slightly over half (51.8%) of the respondents kept the incident sec
and they never attempted to disclose it to anyone. The remaining 48.2% reported the cases but the ma

(42.4%) shared it to their intimate friends. only (11.4%) reported to legal enforcement bodies (6).
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There are both perceived and actual barriers that prevent street children from using existing sexual
reproductive health services. Of the street children involved in this study, Only less than half 47.:
respondents reported ever visiting existing health institutions for SRH services. There was also consider
gender difference among those who visited institutions (63.2% females Vs 37.5% males).among the rea
for non user the services , (53.7%). unaffordable cost , long waiting time , inaccessible location, unfrien
staff, inappropriate opening time were mentioned as the reason among non-visitors according to
percentage magnitude. These barriers were also indicated by respondents involved in another stu
which services are too expensive (42%), too much waiting time (12.8%), feeling of embarrassment (12.2
inconvenient health institutions (8.7%), too far health institutions (7.9%), poor handling and failure to ke

privacy and confidentiality by health workers (7.6%) were some of the barriers(16).

Mobile health facilities which bring services directly to people are one method of addressing physi
barriers to access for the most isolated and often the poorest populations like street children. Partici
children in this study prefered separate SRH service delivery centre for street children (43.6%),mol
services (28.4%), separate room in existing heath setup (15.4%) and by trained street children (11.8%) .
result is similar to the study done among the general young population in selected region of Ethiopia.
majority (over 72.0%) said that they would prefer to go to a separate health institution with a youth-frienc

environment (31).
In the FGDs that were held with street children, most participants (both male and female) stated that 1

would prefer SRH services that were provided in specific health facilities organized for them in :

accessible, convenient and confidential environment.
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7. Strengths and limitations of the study

7.1 Strength

This research considers marginalized and neglected group of people about whom the information on sext

and reproductive health services is lacking.

The reliability of the data was maintained by pre data collection training of the interviewers and t

supervisors, close supervision by the principal investigator and using pre-tested questionnaire.

Combining quantitative and qualitative data to triangulate the findings is strength of this study.

7.2 Limitations
There is no comprehensive baseline data available on the size of the street-child population in general an
sexual and reproductive health services in particular to street children. It is therefore difficult to estim

whether the situation is getting better or worse.

Recall bias cannot be ruled out, as the majority of children had dropped out of school at the primary le

leading to an overall lower education level in the group.

As in all self-reported behaviour studies, we also cannot rule out socially desirable answers to sens

guestions on sexual behaviour, which might have introduced biases of unknown magnitude and direction.
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8. Conclusion and recomendation
The most significant drivers of the street child population appear to be a complex of poverty, death
parents, conflict in family, job searching and limited alternatives.

Despite the efforts taken to address sexual and reproductive health issues among street children, res
results showed that children face major sexual and reproductive health problems such as lack of informa
unwanted pregnancy and unsafe abortion up to date.

The high proportion of street children in Addis Ababa is engaging in risky behaviors such as unprotected
forceful sexual intercourse and early initiation of drug abuse.

Street children in Addis Ababa need to be educated about ways to protect themselves from early pregn:
STDs and HIV/AIDS.

There is demand of capacity building training for staffs of service provider.

It was observed that street children are poorly informed about sexual health and sexual health set
provider organizations.

Ffriends and the media were obtained as the most important sources of information about sexuality
related problems.

Sstreet children refuse to go to clinics because they do not think that clinics will serve them or too young
inexperienced to know how to find clinics.

Sex, alcohol consumption, life skill training and connectedness to NGOs were found to have statistic:
significant influence on sexual experience among street children

Unaffordable cost, unfriendly staff and long waiting time were identified as major barriers in accessi
SRH services for street children

Service provider organizations are not advertising their services sufficiently for streetchildren
Majority street children had negative attitude towards service providers.

We can conclude from the facts stated above that there is a poor fit between current programs and tt
needs of street children sexual and reproductive health
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From this research finding a number of short-term recommendations were emerged
Working to make existing service-delivery points more "friendly" to street children

Since friends and peers are the most preferred source of information for boys and girls

reproductive health issues, former and current street children should involved in awarene
programmes.

Networking and co-operation among service providers is crucial to facilitate service delivery.

Government should follow the implementation of proposed projects for street childrenn.

Urban health extension package should include outreach SRH services for street children.
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10. Annexes

Annex-1 Study Information Sheet

My name is | came from . I am a member of the rese

team of the Addis Ababa University,college of health science, school of public ealth

The following information is to inform you about a study we wish to conduct with you to ask you
permission to participate in the study. The title for this studysgessment of organizational responses to
the sexual and reproductive health needs of street children in Addis Abalesare interested in this area
because sexual and reproductive health problems of street children are not given great attention yet it
increasing issue. so if we better understand how governmental and nongovernmental organizations de
sexual and reproductive health services to the street children, we can forward feasible and effec
alternatives to addres this ignored problem.

Participation in the research project is voluntary and you do not have to participate in the research proje
you choose not to. In order to ensure anonymity, personal information will be coded with a number ¢
stored in a locked office to which only those helping to collect data will have access. Any presentation
publication resulting from this study will not contain any identifiable information regarding you. Only thos
researchers assigned to this study will have access to the data.

This study has been reviewed and received approval from the Research Ethics Review Committee of A
Ababa University, school of public health. Should you allow participating, you will have the option c
withdrawing from the study at any time for any reason without consequence. Simply inform one of the d
collectors that you wish to withdraw from the study and your information will be removed upon yot
request. As well, you have the right to not answer any question or to participate in any aspect of this prc
that you consider invasive, offensive or inappropriate.

If you have any questions or concerns about this request, please contact at 09-13-07-14-30 or

E-mail hab2396 @yahoo.com
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Annex-ll  Study Assent Form

I have read/heard and understood the sheet telling me what will happen in this study and why it is importe
| have been able to ask questions and to have them answered.

I understand that while the information is being collected, | can stop being part of this study whenever | w

and that it is perfectly ok for me to do this.
If | stop being part of the study, | understand that all information about me will be destroyed.

| agree to take part in this research.

Name and signature of interviewer Date / /
Name and signature of supervisor Date_ / /
Time taken
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Annex-lll- Structured Questionnaire In English

Part | : Sociodemographic characteristic

Code No:

Sub city:

Site name:

kebele (sefer name ):

become to street?

88. Others,specify /

NoorwdE

Death of parents

Looking for a job

Due to alcoholic family
Lack of peace in the family
Displacement

change of life style

99. Don't know/remember

S.n Questions alternative answer: Code
101. Se» 1. Male 1=male
2. Female 2=female
102. Age in years [enter numb 1 years ma 99=don’t knov
99. don’t know
103. Religior 1. Orthodox 88=cthel
2. Muslim specify
3. Protestant
4. Catholic
5. Noreligion
88. Others, specify /
104. To which ethnic group do yc 1. Amhara
belong? 2. Oromo
3. Tigray
4. guragie
88.0thers,specify/
105. What is your current maritij 1. Currently marrie
status? 2. Never married
3. Divorced
4. Widowed
88.0thers,specify /
106. Duration of street life [ente| 1./ [ years / Months
number] 99. Don't know/remembe
107. What is the main reason Peer pressur
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108. Where is your former residenc | 1. Addis Ababe
2. Outside Addis Ababa
109. With whom do you live most ¢| 1. Both parent:
the time? 2. Mother
3. Father
4. Sister/brother
5. Friends/peers.
6. Boy/ girl friend
7. Alone
88.0thers specify /
11C Where do sleep during the nig | 1. On the stre:
2. Small rented house
3. Plastic shelter
4. Families house
88.0thers,specify/
111. Education status 1. never attend schc
2. Only read and write
3. 1-4 grade
4. 5-8 grade
5. 9-12 grade
112. Do you work to earn money fi| 1. Yes
yourself? 2. No
113. What do you do to earn mone| 1. Shoe shinin
[multiple answers are possible] | 2. Carrying small items
3. Delivering messages
4. Attending and washing cars.
5. Exchange of money for sex
88.0thers,specify /
114. On average how much do y| 1. Less than five birr
earn per day? 2. 5-10 birr
3. 10 -20 birr
4. 30-50 birr
5. more than 50 birr
PART-Il: Concerning Substance and alcohol Abus
115. Do you drink alcoholic tverage| 1. Have never drunk
like Tela, Tej, 2. | have tried once or twice
Beer, Arekie and the likes? 3. 1 drink most of the time
4. | drink daily
116. If you drunk, have you ever hi| 1. yes
sexual intercourse after drinking 2. No
117. If yes, have you used cdom” 1. yes
2. No
99. | don't remember
118. Do you use drug: 1. Yes
2. No
1109. Which drug do you use most | 1. Chat chewing
the time? 2. Ganja/Hashish,
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120.

Part Ill: Concerning risky sexual and Reproductive

What initiates you to use drug

3. cigarett smokin
4. Sniff Benzene

5. inject able drug
88.0ther,specify /

1. Depressior
2. Peer pressure
3. To protect hunger

4. To protect fear (sex,stell)
88.other,specify /

Fealth practice:

121. Have you ever had sext| 1l Yes
intercourse? 2. No
122. If yes, at what age did you first ha| 1. / Age in years
sexual intercourse? (Enter number)| 99. Don't know/ remember
123. Why did you decide to have sext| 1. | get married
intercourse the first time? 2. Fellin love.
3. Personal desire.
4. Coercion (Rape).
5. To get money and other gifts.
6. Peer pressure
7. Influence of khat /alcohol
88.0thers,specify /
124. With whom did you make your fir| 1. Husband/wife
sexual intercourse? 2. with a steady boy/girl friend
3. with a casual boy/girl friend
4. with a family member
5. with commercial sex worker
88.others,specify / /
125. Have you had sexual intercoul| 1. Yes
within 3 monthes? 2. No
126. How many sexual partners have | 1. / Number of partne
ever had? 2. Don't know / remember
127. Have you been raped without tl| 1. Yes
consent of you during the past | 2. No
months?
128. If yes, have you used condom | 1. Yes
contraceptives? 2. No
129. If no for QNo 128 why not* 1. it was unplanne
2. violetor oppossion
3. Too far to get condom or
contraceptives(Not accessible)
4. Method was expensive
5. I have infrequent sex.
88. other ,specify /
130. Which activities that you erformed| 1. sexual intercourse withocondom
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might expossed you fcHIV virus or | 2. multiple sexual intercour
unwanted pregnancy? 3. sexual intercourse withcomercial sex work
4. cuting with sharp materials
99. don’t know/remember
88.other,specify/ /
131. What sexual and reproductive he¢| 1. unwanted pregnan
problems you faced with in last 1 2. abortion
monthes? 3. alcohol infleunced unsafe sex
4. STis
5. Coercion (Rape).
6. Coercion (Rape) attempte
7. No problem
88.other,specify / /
132 Have you been pregna [FOR | 1. Yes
FEMALES ONLY] 2. No
135 If yes, how many times have ya 1 / Times
been pregnant? (Enter number 99. Don't know/Remember
134 Were all your pregnanciewanted 1. VYes
2. No
13t If no, how did you become pregna | 1. Contraceptive method not availa
2. Coercion (rape)
3. Method failure
4. lack of emphasis
88. Other, specify / /
99. Don’t know/ remember
13€. Did you give birth 1. Yes
2. No
137. Have you ever had abortic? 1. Yes
2. No
13¢€. If yes, how many times did you ha| 1. / Times
abortion? 99. Don't know/ remember
13¢. For to have aborticc whom did yoL| 1. My boy frienc
first discuss the issue with? 2. My peers
3. My parents
4. Health workers
5. Traditional healers
6. For an abortionist
88. Others, specify [ ]
140. Where did you bort~ 1. At public health institutio
2. At private clinic
3. At abortionist’'s house
4. | have induced it myself
88. Others, specify [ ]
99. Don't know/ remember
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Part IV:Concerning responses for sexual and reproductive health needs of street children

4.1 sexual and reproductive health information and educatio

141 Do you have informion about HIV/AIDS | 1. Yes
and unwanted pregnancy? 2. No
14z If yes, where do you get this informatic | 1. Mass media (radio,TV...
2. Training
3. Friends
4. Posters, pamphlets
5. Street health educators
88.0ther,specify / /
145 If your answer for Q 0 141 isnoreasor? | 1. No alternative to get informati
2. It does no conser me
3. Giving less emphasis b/c | have ma
priortised problems
88.0ther,specify / /
144, From whom would you like (trust) 1| 1. Mass media (radio,TV...
receive information about sexual al 2. training
reproductive health? 3. friends
4. posters, pamphlets
5. street health educators
88. other / /
14t Have you ver attended special educati| 1. Yes
on sexual and reproductive health for str 2. No
children? 99. Don’t remember
14¢€. If the answer for Q No0145 is y, whick | 1. Government:
organization prepared it? 2. voluntary people
3. NGOs
4. religious organization
88. Other (specify) / /
147. In what form was the informatic| 1. through dramatic forr
delivered? 2. Through invitation of famous persons
3. through street child participation
4. Through simple look and talk by heal
profession
88. other specify / /
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14¢€ If you are not comfortable with the w| 1. dramatit
they deliver the information, in what fori 2. peer teaching
would you like? 3. famous people
4. former street children
88.0ther / /
4.2  life skill development practics
149 Have you helped by organizatic 1. yes
2. no
3. yes but laved now
15C If yes, which item was givn to yo 1. food
2. shelter
3. health
4. education
5. wood/metal work
88.other / /
151 If you are leaved the organization n| 1. unfriendly staff approar
why? 2. limited services
3. the service was not based on our nee
4. the organization is not unctional
88. other
152 What is your future plan to be if things ¢/ 1. merchar
suitable? 2. doctor
3. teacher
4. nothing
88.other / /
158 Which activities can be done yourself* | 1. how to use condo
2. how to protect myself from rape
3. when and how to use contraceptive
4. different games including football
5. carwashing and other jobs
88.other / /
154 How did you spent most of your day tir | 1. sleeping
2. walkingg
3. chewing
4. begging
5. playing foot ball
88.other/ /
15E Have you taken any life skill trainin 1. yes:
2. no
15€ If no, what is the reasa 1. has no inter:
2. noot understand the benefit
3. lack of opprtunity
4. lack of traing fee
88. other / /
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157 What is your current interst to take trair | 1. metal/wood wor
2. food preparation
3. shoshine
88. other
4.3 Sexual and reproductive health servic
158 Where do you go for advices related| 1. Health cente
SRH and substance use? 2. Religious leaders
3. Close friends who is not use substanc
4. NGOs working on street children
88. Other (specify) / /
15¢ Why you prefere the above pla 1. good confidentialit
2. they easily understand me
3. short waiting time
4. affordable cost
88.other / /
16C from your or your friendsexperience,whe| 1. rape
is the main SRH proble 2. sexual eploitation
3. lack of legal protection
4. STis
5. unwanted pregnancy
6. lack of SRH nformaton
88. other/ /
161 Is there any organization in your locati| 1. yes
that provid condom or other contracepti 2. no
for street children? 99.don’t know
162 if yes,mention the type of organizat 1. public hospite
2. public clinic
3. private hospital
4. private clinic
5. family guidance
6. NGO clinic
88. other/ /
168 Have ever visitd these health servii| 1. yes
providers for SRH service? 2. no
164 if no,what was the reasc 1. unfriendly staf
2. unaffordable cost
3. inappropriate location
4. inappropriate oppening ttime
5. long waiting time
88.other / /
165 if your aswer for Q lo 163 isyes,what ari| 1. condom/contraceptive provisi

the main SRH services given by t
organizations

2. ART service

3. VCT service

4. FP education and service
88. other/ /
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16€ Which SRH ervice given to street childr| 1. condom/contracepti
free of cost 2. VCT service
3. education about FP and availal
methods
4. education about HIV transmission
5. nothing is free
88.other / /
167 If you are going to faced rape or sex| 1. report to polic
exploitaion, what measure wii you take?| 2. visite the doctor
3. tell to friends for help
4. nothing
88. other / /
16€ Have you been confustwhere to go whe | 1.  yes:
you in need of SRH services? 2. yes,more than once
3. no
99.don’t know/ remember
16¢ If yes, what type of SRH service did y| 1. Test for STls including vV
need? 2. counselling for pre and post test
3. care and help for HIV problem
4. condom and other contraceptiv
5. legal abortion
6. delivery service
88.other/ /
17C What was your or your friends’ experier Yes No
of using any of local sexual ar 1. Friendly
reproductive health services? (thick) 2.  No-judgmental
3. Understand culture of street children
4. Confidentiality
5. apropriate location
6. Opened every time
7. short waiting time
171 Which of the following strategi 1. Increase involvement of street childr
is /are implemented by in sexuality education
Organizations to address your sexual ¢ 2. Increase focus on prevention educatig
reproductive health problems? in addition to abstinence-focused
education
3. Increase access to reproductive healt
services for street children
4. Focus on both reducing risk factors ar
strengthening protective factors
88. Other (list) / /
172 what are the main barriers for str 1. lack of knowledge about the avialal
children to have SRH services? services
2. lack of knowledge about the
consequences
3. stigma and discremination
4. unaffordable cost
5. unfriendly staff
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6. distant location

88. other/ /

173 in what way the SRH should be given| 1. in separte facility for street childre
street children inorder to ensure that | 2. in separate room in existinfacilities
service is effective? 3. mobile services

4. through trained street children

174 To ensure the higest number cond| 1. free in public phon
user,in what way the condom should | 2. by coopriating with private pharmacies
distributed to street childrem? 3. by trainig street children mobile servic

4. using local bars and restourants
88.otther/ /

17t Is the current SRH services satsfactory 1. yes
street children? 2. slightly yes

3. absolutly no
17€ if your answer fr Q No 175 is no what i| 1. the service is poorly advertis

thereason?

n

No peer service program

3. children are not participating i
planninig,implementing and evaluatir
activities

4. lack of confidentiality

5. problems on condom provision

88. other/ /

Thank You!!
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Annex -IV Structured Questionnaire In Amharic
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Annex-V Semi-structured Questionnaire

Good morning/Good afternoon! Well come to our group discussipnname is | came from
Addis Ababa University, public health school attending a post graduate study in community hea
department. | and my friend are here today to discuss about organizational responses for sexual
reproductive health needs of street children. You are free to talk whatever information you thought baset
the topic guideline prepared. | assure you that you will not face any kind of harm for your participation
this study. Whatever information that you give me will be very useful for the study. This information wi
help policy makers and other organizations to design intervention activities based on research finding
thank all of you for your willingness to participate.
Are you voluntary to participate in the study?

If yes continue
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Guidelines for focus group discussion (FGD) with street children, in Addis Ababa, 2010.

1. Where the street children are normally found in Addis Ababa? Why?

2. Why are you coming to the stree

3. What are the most common sexual or/and reproductive health problems that street children
face today?

4. What are the factors that agravate the above sexual and reproductive health problems?

5. Are you aware of any organization which is working to help you avoid sexual and
reproductive health problems you mentioned above?

6. Have you ever directly participated in any HIV/ AIDS and sexual health activity organized
by NGOs and Government Ministries?

7. What are your views about the health education programme which address matters related to
sexual and reproductive health problems for street children?

8. What do street children like yourselves do when affected by the sexual health problems that
you mentioned above?

9. What barriers prevent you from getting information about sexual and reproductive health
including HIV/AIDS?

10. Do you think it is necessary for street children to participate in sexual and reproductive
health and HIV / AIDS prevention education?

11.Who is your source of information concerning RH, STIs & HIV/AIDS, and VCT? Do
service providers and street health educators of your local inform and discuss with street
children about reproductive health and sexual matters?

12.1s it easy or difficult for street children in this area to find condoms or other contraceptives if
they want to use them?

13.1Is it easy for street children to visit health facilities to obtain RH, VCT, & ART services?

14.Do street children in this area visit health services when they encountered RH, STIs &
HIV/AIDS problems?

15.What is your recommendation regarding improvement of SRH (PMTCT , VCT , ART ...)
situation of street children?
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Annex VI - Key Informant Interview Report Template for service providers

TO BE COMPLETED BY INTERVIEWER

Name of SRH service providers

Location

Type/description

Role /position of respondent

S.N Questions Responses
(Record quotes and comments as well)
1. | How many street children clients
would you (or the service) see on
average in each day/week?
2. | What are the main sexual and
reproductive health problems that
street children present to your servige
with?
3. | What type of sexual and reproductiveCounseling
health services does your facility Outreach, RH services
provide to street children? Health education
other
4. | Has your organization developed, Yes No
adapted or used a life-skills based
education strategy for street children?
5. | What strategies will you like to see put
in place to reach street children with
life skills based HIV/AIDS prevention
education?
6. | Are there any sexual and reproductive Yes No
health services that you are unable to
provide to street children but you think
you should be providing?
7. | If yes, please specify?
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What are the main barriers/problems policy restrictions
that service providers face in lack of res
providing sexual and reproductive | lack of training etc

health services to street children?

other

Have you taken any steps to make
street children comfortable using the
Services and to create a “street
children -friendly “environment?

Yes

No

10.

If yes, please describe

11.

Do you work in collaboration with an
other organizations in providing
sexual and reproductive health
services for street children?

<]

Yes

No

12.

if yes ,please specify your

collaborative organizations

13.

How do you promote your sexual and

—F

reproductive health services to stree

children?

14.

Generally, how comfortable would you

say you feel in providing sexual and

reproductive health services to street

children?
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15.

Do you think is good about the
services provided by you to Street
children? Why?

16.

When consulting with street children
about sexual and reproductive healtl
what steps do staff members take to
ensure privacy/confidentiality?

17.

How confident do you feel staff
members are in providing SRH
services for street children?

18.

Have staff members received any
training in street children health?

Yes

No

19.

If yes, please describe any training
received

20.

In which topics/skills do you think tha
staff members need training in order
to provide effective sexual and
reproductive health services to stree
children?

—F

21.

Are former street children hired and
trained as service provider in your
service delivery activity to ensure
friendly service?

Yes

No

22.

Are there any practice
guidelines/medical literatures
available to guide staff in providing
preventive and curative services for
street children sexual and
reproductive health problems?

Yes

No

23.

Please list things that you think shoy
be done to improve the quality of
sexual and reproductive health servi
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provision to street children?

24.

Do staff members have sufficient
resources/equipment to effectively
provide services to street children?
(E.g. clinical supplies; condoms; IEC
materials, etc)

Yes

No

25.

How do you reach them with your

activities? Please name the activities~

57

26.

Is it possible for street children to drg

VLR

in and receive sexual and reproductive

health services without an
appointment when they are in need?

No

27.

If no, how long on average do street
children have to wait before receivin
sexual health services?

28.

Does your service charge any fees |
services to street children?

fores

No

29.

If yes, which services and how much?

I)

30.

Are there any groups of street childre
for whom you feel the service does r
Cater well?

riYes
10t

No

31.

if yes ,list them

32.

Are there any challenges or success
In your activities you may want to
share with us?

eS

33.

if you want to say something related to
sexual and reproductive health services in
your facilities :
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