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Abstract

Parents are the most consistent figure in a child's life and play significant influence on their
personality, health, and adult transition in younger children.This study aimed to examine the
parent-adolescent communication on sexual and reproductive health issues. The study used a
cross-sectional, descriptive, and phenomenological qualitative research.Out of nonprobability
sampling, purposive sampling was used to select parents and adolescents for this study. Select
study participants in Menelik preparatory school and their non-biological parents from Addis
Ababa city. | held 20 in-depth interviews and 4 focus group discussions with 10 adolescents aged
17-20 and 10 of their parents aged 47-58.The outcomes of the study showed that adolescents
were provided with enough and timely information on sexual reproductive health issues. It
confirmed that non-biological parents nurtured their children and passed on their own personal
beliefs, attitudes, and expectations by talking to them about matters related to sexual and
reproductive health. Among these are the favorable attitudes of adolescents and their non-
biological parents, supportive bonds, and the beneficial impact of instructional radio and
television shows. The key challenges were cultural impacts both on parents and children, and a
lack of time. Timely information was provided about one's growth, puberty-related changes, and
sexual and reproductive health issues.

Keywords: adolescents, parents, perceptions, and sexual and reproductive health communication.
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CHAPTER ONE: INTRODUCTION
1.1. Background

The sexual and reproductive health of adolescents has become a major global concern.
According to the World Health Organization (2012), there are around 1.3 billion adolescents
worldwide, or one in five people on the globe. The current youth generation is the largest in
history, with the majority of its members living in developing nations, since nearly half of all
people on the planet are under 25. East African nations, including Kenya, Uganda, Rwanda, and
Tanzania, are between the ages of 10 and 24 (UNFPA and PRB, 2012). The UN, and Ethiopia,
Social Security and Development Policy, defines youth as those between the ages of 15 and 24;
the WHO, 10 to 24; Nigeria, 18 to 35; Djibouti, 16 to 30 (ENYP, 2004). Various studies
(Seloilwe et al., 2015; Jejeebhoy and Santhya, 2011, Bastien et al., 2011) have shown that
adolescents who discuss sexual and reproductive health issues with their parents are more likely

to make healthy decisions on the use of reproductive health services.

Obviously, in developed countries like Canada, New Zealand, and Japan, rapid globalization,
rising urbanization, and technological advancement have radically transformed, allowing parents
to talk about their SRH experiences with their young children (Adesegun O. etal, 2010).
However, due to the changing conditions of lifestyles due to civilization and urbanization, the
health of adolescents is increasingly at risk. The biggest risks to their well-being include STIs,
HIV/AIDS, and other issues related to reproductive health in developing countries like Uganda,
Kenya, and Ethiopia. Also, the main problems with improving SRH conveniences in developing
countries include social sensitivity, religious, and cultural norms around talking about SRH
issues with parents and young adults. As a result of these, and other difficulties, adolescents and
young people are unable to gain adequate and accurate information on sexual and reproductive
health (SRH) in their area or to access and utilize services. Consequently, the rates of unsafe
abortions, unplanned pregnancies, transmission of sexually transimitted infections (STIs), and
other negative health outcomes commonly affecting these age groups continue to be severe.This
transition encompasses a period of profound emotional, cognitive, social, and biological change,
including reproductive health. Between childhood and adulthood, adolescence is a crucial time

for growth that is characterized by significant changes in social, psychological, and physical
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aspects of life. These changes come with more risks, but they also offer great opportunities to
enhance the short- and long-term health outcomes of young people. It is commonly known that
making careful investments in adolescents benefits both the present and the next
generation.(Fikre, 2009)

The period of transition from childhood to adolescence and early adulthood is often when young
people initiate sexual activity. The increasing number of sexually active adolescents is often
exposed to the risks of unplanned pregnancy, unsafe abortions, STIs, HIV/AIDS, and other
negative reproductive health outcomes. Although the need for information and services is
enormous in several developing countries, these services are either non-existent or scarce and
fragmented. In addition, young people’s need for reproductive health information and services is
often misunderstood, unrecognized, and underestimated by families, communities, service
providers, program implementers, and policymakers.In addition, there is a need to investigate
how personal experiences and interactions with these immediate and larger environments impact
attitudes and behaviors. Conscious and unconscious implicit communication, relationships, and
observable norms within families can be major contributors to the socialization of children and
adolescents, as well as to sexual behavior (Bastien S. et al., 2011). While parents are responsible
for providing information and culture to their children, monitoring their children’s activities, and
providing support when needed, parenting can be challenging, especially during the physical,
physiological, and emotional changes that occur during puberty and adolescence (Adams,
2018).Adolescents prefer to receive information about sexuality and reproductive health issues
from their parents (Shiferaw et al., 2014). However, in reality, hardly any have this privilege

because many parents do not applaud talks on these issues with their children (Nundwe, 2012).

Numerous obstacles keep parents from discussingsexual reproductive health(SRH) issues with
their kids. Among these are cultural taboos and beliefs, as well as a lack of knowledge about
sexuality (Nolitha, 2014). Research from UNICEF (2013), Shiferaw, et al. (2014), and Kumi-
Kyereme et al. (2007) in Africa, among others, indicates that parents' gender, education level,
and religion limit their ability to talk to their kids about matters connected to sexual and
reproductive health. In East Africa, literature clarifying the constraints on parent-adolescent

communication on sexual and reproductive health issues is very limited. Thefew found (Seif and
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Kohi, 2014) are country-based. With those nuances, further research exploring the common and
most hindering barriers to parent-adolescent communication on SRH in East Africa should be
explored. Adolescents who access sexual and reproductive health (SRH) culture are more likely
to approve of healthy sexual performances and engage in less dangerous sexual activity. There is
not any more research on parent-adolescent communication (Sloan, G., et al., 2021). Because of
societal taboos, religion, and culture, many people find it difficult to have meaningful

conversations about sex in groups, especially when children are involved.

This study aimed to fill the gap by examining the nature of the practices, barriers, and facilitators
of parent-adolescent communication about sexual reproductive health(SRH) in Menelik
Preparatory School for Higher Education, Addis Ababa. In this study, sexual and reproductive
health refers to a wide range of topics, including specific issues related to HIV and STDs,
puberty and physical changes associated with abstinence from early sexual practice, teenage
pregnancy and abortion, avoiding premarital sexual practice, opposite-sex relationship, avoiding

risky behaviour and resisting peer pressure.
1.2.  Statement ofthe problem

Adolescents are perceived to be a healthy group, but they face many challenges in their transition
to adulthood. They often engage in various risky sexual behaviors that can result in adverse
health outcomes, such as early sexual initiation, early pregnancy, abortion, STIs, HIV, and
AIDS, and multiple sexual partners. Communications on SRH between parents and adolescents
have been associated with less engagement in sexual risk behavior (Widman, et al., 2016).
Techniques for reducing risk are crucial. However, they are insufficient on their own.
Adolescents need to be helped to understand health risks (WHO, 2013).

A number of studies have been conducted on a variety of topics related to teenagers with SRH
(Seif&Kohi, 2014). There has not been much research on SRH issues in developing countries
like Ethiopia.

Sexual and reproductive health conversations between parents, caregivers, and teenagers
happened occasionally. These conversations were typically started by mothers, who forewarned

and lectured teenagers about engaging in harmful sexual behaviour. Teenagers were typically the
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passive recipients of these messages. The generation gap, the inability of certain careers to build
bonds with the orphans in their care, religious and cultural conventions, a lack of knowledge
about sexuality and communication skills, and spousal presumptions that the mother should be
the one to facilitate parent-child conversation on sexuality matters were all contributing factors.
(Juma, et al., 2015)

Globalisation, urbanisation, and shifting lifestyle conditions are making adolescent health
increasingly vulnerable in the 21st century as a whole, according to Sawyer et al. (2012) and
Fikre (2009). The main threats to their health include HIV/AIDS, STls, and other reproductive
health-related problems. Health services and therapy are few, and family communication about

SRH issues that are suitable for these specific age groups is changing.

Wirtu, D., and A. Seme (2008), a number of kids find it uncomfortable to talk to their parents
about their SRH concerns, as it's a taboo subject in most families.Indeed, parents have
traditionally not been at the forefront of the sexual socialization of their children. Good family
communication regarding sexual risk behavior has been positively related to a delay in sexual
intercourse. However, most parents in Ethiopia do not discuss changes in adolescence, sexuality,
and contraception with their children, so adolescents could be vulnerable to different
reproductive health problems.Also, a large number of school-age youths had begun having sex
before marriage, which could have raised their risk of developing a range of sexual and

reproductive health issues.

Not much research has been done on SRH issues, as far as the researcher is aware. Thus, the
experiences of parents and adolescents in expressing SRH issues have been examined in this

study.
4.3. The objective of the study
4.3.1. The General Objective of the Study

The general objective of this study is to examine the type of communication between adolescent

children and their parentson sexual and reproductive health issues or concerns.

4



4.3.2. Specific Objectives

1. To understand more about how parents and teenagers perceive discussions about sexual
and reproductive health issues.

2. Examine the conditions that enable adolescents to discuss issues related to sexual and
reproductive health with their parents.

3. ldentify perceived challenges that hinder adolescents and their parent’s proper
communication on sexual and reproductive health issues.

4.4. Research Questions
The study helped to answer the following questions:

1. What are the perceptions of adolescents and their parents’ communication on sexual and

reproductive health issues in Addis Ababa city?

2. Whatconditions enable adolescents to discuss issues related to sexual and reproductive health

with their parents in Addis Ababa city?

3. What challenges hinder adolescents and their parents’ proper communication on sexual and

reproductive health issues in Addis Ababa city?
4.5. Significance of the Study

In the city of Addis Ababa, the study's findings assist parents in realizing the importance of and
their responsibility to educate their children about sexual and reproductive health issues before,
throughout, and beyond puberty. The study has significance for the Ethiopian community and
especially for the government, higher education institutes, policymakers and implementers,
teachers, students, health workers, and other concerned people.It could serve as an inspiration for
more in-depth research on communication with sexual and reproductive health issues by other

interested scholars.
4.6. Definations of key terms used in the study

Adolescent: In this study, any individual between the ages of 17-20.




Communicationis the sharing of ideas, information, habits, and points of view on issues

associated with sexual and reproductive health.

Sexual and Reproductive Health(SRH):HIV/AIDS and STDs, puberty and its biological and
physical changes, abstaining from teen pregnancy and abortion, avoiding premarital sex, having
an opposite-sex relationship (boyfriend or girlfriend), taking risks, feeling pressured by peers,

and engaging in risky behavior.

Parent: The term "parent™ in this study refers to some onewho may be male or female, aged 47-
58.

4.7. The scope of the study

The scope of this research mainly focus on <’Examining PracticiesofParent-Adolescent
Communication on Sexual and Reproductive Health Issues.’” This is being conducted at Menelik
Preparatory School for Higher Education in Addis Ababa, Ethiopia. It was held from October 5,
2024, up to April 27, 2024.

4.8. Limitation of the study

These are the study's limitations, which are common of all qualitative research: The study
deliberately chose a small number of participants without statistical representation in order to
effectively convey the opinions of adolescents and their parents on the communication of sexual
and reproductive health issues. The second limitation of the cross-sectional research and method
was that, because the study's data was only examined once, it was not possible to give a long-
term causal relationship or variation on the issue that was being investigated. Also, the result in
this paper can not be generalized to all adolescents and their parents.




CHAPTER TWO: REVIEW OF RELATED LITERATURE
2.1. Parents’ understanding of Sexual and Reproductive Health Issues

In Ethiopia, parents have shown hard feelings about talking about condoms and safe sex because
it is perceived as a lack of information. A gap exists in parental knowledge of such
communications. Some parents think their kids are too young to have these kinds of
conversations, while others think talking to their teenagers about sexuality will be like luring
them into having sex. Certain parents are even concerned that their teenagers are unwilling to
speak to them about SRH concerns because they think their adolescents know more about SRH
issues than they do.Also, parents' contributions to promoting sexual health face challenges in
being prepared to have discussions with young people about relationships, development, and sex.
Many parents are not ready to provide all the knowledge about sex that children need. Even if
parents demonstrated significantly higher knowledge related to STIs, HIV/AIDS, and condom
use, however, both parents and adolescents had low condom use knowledge scores (Yibrehu and
Mbwele, 2020).

The assumption has been that parents in African families do not talk about sexual and
reproductive health (SRH) with their children. Approaches have had limited success because of a
failure to factor in the young person's family context and the influence of parents. Most parents
live with and interact with their children daily. However, studies have shown that communication
between parents and their adolescents at the family level is scarce due to several factors, such as
a lack of knowledge on sexual and reproductive health, the gender of parents, and cultural taboos
and beliefs embedded in people’s lives, which are the leading barriers to communication between
parents and adolescents (Juma et al., 2015).Moreover, inhibitors assert that culture and cultural
beliefs act as an inhibiter, or better yet, a deviant, in mediating and addressing issues of sex and
SRH. An almost similar study conducted in Kenya among parents and caregivers, established
that African tradition, cultural beliefs, and taboos about sexuality are deeply rooted in people's
lives, and as a result, it is family members and the immediate community other than parents that
provide information and guidance to adolescents (Juma et al., 2015).The research by Bekele et
al. (2022) suggests that parents' attitudes, marital status, and level of awareness of SRH issues

were all linked to their relatively low level of communication with their adolescents. When it
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comes to the SRH subjects that parents and adolescents discuss and the obstacles that stand in the
way of SRH communication, qualitative research has to go deeper to determine the variables

influencing the conversation on SRH concerns between adolescents and parents.
2.2. Adolescent Knowledge of Sexual and Reproductive Health

Adequate information about one's development is rarely given to young people, particularly
when it comes to sexuality and the shifting nature of interactions with others that occur during
adolescence. During a stage of life where their level of autonomy is growing, they must learn

how to communicate and make plans and choices (UNESCO, 1998)

According to Toru, T., et al. (2022), in Africa, it is shameful for an adolescent to discuss SRH
issues with their parents; hence, little or no communication between them. The majority of young
people are willing to talk to their parents about issues about their sexual and reproductive health,
and they acknowledge that communication about sexuality is important between them and their
parents to help the latter avoid risks related to their sexual activity Shalev, C. (2000). While
students who are not enrolled in school are said to be less inclined to talk with their parents about
problems about sexual and reproductive health, those who are enrolled in school appear to be
more open to discussing such matters with their parents (Millich K.R., 2007)

According to A. Othman (2020), an Iranian study also demonstrates that adolescents'
vulnerability to various reproductive health issues stems from a variety of factors, including their
limited understanding. Due to the "culture of shame and gender differences,” mothers struggle
with their lack of knowledge about SRH and are often too embarrassed or shy to discuss SRH
topics with their children. Parents also disseminated a lot of false information about SRH topics,
and mothers felt unprepared and unskilled to have discussions on sexual topics with their
children. These observations highlight an intergenerational pattern in which mothers draw from
their childhood, in which such issues were not discussed in families. Generally speaking, talking
about sex-related issues in families is frowned upon before marriage, especially puberty-related
subjects, because parents fear that their children may get interested in sex after learning about

these subjects.




There were several misconceptions about reproductive health issues, despite the seeming good
knowledge of the subject. Adolescent girls and female college students are ignorant of sexual and
reproductive health issues, and several sociodemographic characteristics such as age, grade,
menarche age, family residence, being the only child, and mother's occupation might have an
impact on this understanding. Better education, simpler information transmission, and more

avenues for knowledge are found in urban regions (Zhang et al., 2010)

2.3. Adolescent-parent communication about Sexual and Reproductive Health

Concerns

Parent-adolescent communication on SRH difficulties is facilitated by the good and welcoming
behaviour of the parents. If their parents were hospitable, encouraging, and involved in their lives
as they grew older, adolescents felt comfortable and free to talk to them about SRH-related
difficulties (Motsomi et al., 2016). In a similar vein, Ndugga et al.'s 2023 study found that a
stronger bond between mothers and children, which is partially due to gender roles and
expectations, facilitates communication; having parents with high levels of education, which
makes them more knowledgeable and confident when discussing SRH issues with children; and
having a good parent-child relationship, which makes parents approachable and motivates

children to discuss issues openly.

Indeed, depending on the unique responsibilities and family dynamics of parents, guardians,
single parents, and biological and parents, it's crucial to remember that every family may deal
with these problems in a somewhat different way. Since no more research has particularly looked
at parent-adolescent communication about SRH issues in the study, parents are regarded as
primary educators for adolescents because they can talk with their children at any time (Shiferaw
et al., 2014). However, several studies have shown that adolescents do receive most of the
information about SRH from various sources, such as schools, friends' media, and parents
(Shiferaw et al., 2014; Muhwezi et al., 2015)




2.4. Conditions that prevent parent-adolescent communications on Sexual and

Reproductive Health Concerns

The behaviour and attitude of both parents and children are other factors that can affect SRH, in
a study conducted by Murphy, D. et al. (2012) in Los Angeles, mothers reported that their
communication about safer sex and HIV with their children was hindered by the children’s
negative emotional and behavioural reactions such as repulsion, anger, fear, and lack of interest,
Conversely, another study by Motsomi et al. (2016) in South Africa found that parental
behaviour is a major determinant of effective personal communication between adolescents and
their parents, as children will feel at ease talking to their parents if they are welcoming and are

present in their lives as they grow up.

A study conducted by Kumi-Kyereme, et al. (2014) reported that some parents fear discussing
SRH issues with adolescents as it could promote premarital sex and that adolescents themselves
are uncooperative. Likewise, a study done bySanthya (2011) in New Delhi, India, found that
parents felt that communicating SRH matters with their children would be perceived as an
approval or encouragement for their children to engage in sex. A study done by Aperkor (2016)
showed that the majority of adolescents felt it was difficult to discuss sexual issues with their
parents as they would perceive them as being spoiled. On the other hand, a study done by Kumi-
Kyeremeetal (2014) found that communication about SRH usually takes place with a parent and
a child of the same sex and that mothers would likely talk to and with their girl children more
often than they would communicate with their male children, and the same applies to fathers.A
study found that mothers could talk to both their sons and daughters on SRH matters often, they
reported feeling more comfortable talking to their daughters than their sons while fathers felt
more comfortable talking to their sons than their daughters (KumiKyereme et al., 2014)
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CHAPTER THREE: RESEARCH METHODOLOGY
3.1 . The Methodological approach of the study
3.1.2. Phenomenological Approach

The focus of this methodology paradigm was subjective experience, with an examination of
participants” detailed lived experiences as a way of making sense of the world. The intent of a
phenomenological investigation is “to uncover the meaning (of living experiences) in everyday
practice in such a way that they are not destroyed, distorted, de-contextualised, trivialised, or

sentimentalised” (Benner, 1985).

The researcher used a qualitative research approach in this study. Regarding the use of parent-
child communication regarding sexual and reproductive health issues in the study area, this
method could help the respondents express the individuals' main views, experiences, and
behaviours. In the descriptive analysis of the field data, the respondents’ own words were used as
the primary form of information. The researcher used various methods for gathering qualitative
data, including observation, to gather the data that was required. Subjective analysis was utilised
to show the subjective facts of adolescents and their parents regarding the communication of

SRH issues. Based on participant’s subjective views, these realities were created.
3.2. Study Design

A descriptive research design was employed in this study to collect data on the issue under
investigation. A descriptive study provides the background information or context of a situation
accurately and in considerable detail. Therefore, applying this method helps explain and provide
a thorough explanation of how adolescents and their parents view communication with SRH
concerns.In general, this study used a qualitative study method because qualitative research is
more easy-going and willing to work with a collection of evidence, uncover new issues, and
support the progress of a comprehensive understanding of the social phenomena being studied
(Neuman, 2006).
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3.3. Description of Study Area

According to data obtained from different sources, Emperor Menelik Il established Ethiopia’s
capital and largest city, Addis Ababa, in 1887. 2,450 feet, or around 2,450 metres, above sea
level. According to CSA (2013), the capacity is expected to reach 5,703,628 by 2024. 72% of
the city's population is between the ages of 15 and 65. In addition to a plethora of historically
significant buildings and monuments, Addis Ababa is home to other tourist attractions and
cultural attractions. The Emperor Minilik School, the Hager Fikir Theatre, the Taitu Hotel, the
National Museum of Ethiopia, the Satan Bet, the Arada Post, and the Satan Bet are a few of
these. The fossilised remains of "Lucy," a well-known hominid who lived millions of years ago,
are among the other noteworthy historical artefacts. Furthermore, the most famous monuments in
Addis Ababa are those of Peteros and Emperor Minilik (Abune). There is a youth leisure
complex in each of the ten districts that offers various services to youth. In addition, it offers a
variety of services like ICT, Taekwondo, and libraries.The study was conducted atMenelik II
Preparatory School for Higher Education. By decree of Menelik 11, 1908, the Menelik Il
preparatory school for higher education was established. It was Ethiopia’s first modern school
and the model for modern education in Ethiopia. There are now 2,100 students enrolled in the
school.

3.4. Study participants and requirements for inclusion

Specific inclusion criteria were developed to identify the appropriate people from whom the data
might be collected. Participants in the study were those who indicated they would be willing to
take part and who met the qualifying requirements. Among the selected students, there was just
one parent. If adolescents met the following requirements, they were considered to be included:
Therefore, the following criteria must be met to be included: (1) adolescents between the ages of
17 to 20; (2) adolescents who live with their parents; (3) marital status single; (4) any adolescents
who agree to participate in the study; and (5) adolescents who can obtain consent from
theirparents.The inclusion criteria for parents were as follows: (1) they had to be between the

ages of 47 to 58; (2) they had to be willing and open to participating in the study.
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3.5. Technique of Sampling

Non-probability technique used by the researcher.Neuman (2006) states that purposeful sampling
is used when the goal of the study is to understand the issue more deeply rather than draw
conclusions from a larger population. Purposive sampling was especially employed in the non-
probability sampling approaches. When researching only a small portion of a broader population,
purposeful sampling is employed when it is feasible to identify a substantial number of the
subset's members, but not all of them would be difficult to list (Babbie, 2008).

Students between the ages of 17 to 20 who lived with their parents who were related by blood or
marriage and parents aged 47 to 58 were specifically chosen for the study and invited to partake.
The age range has been limited because children under the age of 17 were not expected to

mention their experiences with SRH issues.

Purposive sampling is a kind of sampling that involves the researcher's selection of instances
with a specific objective in mind and is appropriate in some circumstances. Furthermore,
purposive sampling functions best when the study's objective is a deeper comprehension of the

issue at hand rather than a broader generalisation of the population (Neuman, 2006)
3.6. Size of Sample

Sample sizes for qualitative research are determined by theoretical data saturation, which is the
point in data collection when additional data no longer provides new insights into the research
questions or objectives (Mack et al., 2005)

The researcher selected 20 participants for the study's in-depth interviews and group discussions.
Thus, the researcher specifically selected 10 students from various classes and 10 of their

parents.
3.7. Instruments of Data Collection

For this study, the researcher used the following data collection procedures: These are the

following:

a In-depth interview
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In-depth interview are advisible when the researcher wants detailed information about persons
edpriences, thoughts, and behaviors or want to explore new issues in-depth. (Boyce & Neale,
2006).

The researcher used in-depth interview with 20 of participants the place where the participants
want to be interviewed.Semi-structured interview were used in this research because it involves

open ended questions based on the topic.

b Focus Group discussion

In this method of data collection, the researcher met and discussed groups of adolescents and
their parent’s related issues, aiming to draw from their experiences, beliefs, and perceptions

through a moderated interaction.

In the case of providing volunteer training regarding the objective of the study and ways of
probing, the information was given to the participants before the actual data collection. A sound

recorder and notebook were used during data collection.
3.8. Data Collection Procedure

Both primary and secondary sources were used to collect data for this study. These multiple
information sources provide the wide range of facts needed to accurately represent the topic
under study. Secondary data gathering techniques include journal articles, both published and

unpublished, and book and chapter reviews.
3.9. In-depth interview

Two sets of participants were interviewed in depth for the study. These were adolescents
between the ages of 17 t020 and their parents between the ages of 47 to 58 participated in the in-
depth interviews. A systematic, one-on-one interview with a limited number of participants is
called an "in-depth interview," which is a qualitative data-gathering approach used to investigate
participants' perspectives on a specific concept, event, or circumstance. When a researcher seeks
in-depth information on a subject's beliefs and actions or wishes to investigate novel topics

thoroughly, in-depth interviews are advised (Neale, 2006).Using this approach made it easy to
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understand the study problem thoroughly. When the participants indicated that it would be
convenient, the researcher asked where they would want to have in-depth interviews, and they
were held there. Thus, all in-depth interviews took place at their homes or other scheduled
locations with teenager’s and parents. The researcher used semi-structured interviews, an often
used method in qualitative research that consists of a variety of open-ended inquiries tailored to
the areas of interest the investigator wants to study.Because the questions were open-ended, it
helped to clarify the subject of the inquiry and gave the interviewer and interviewees the chance
to go into greater detail on certain subjects. Interviewers can use cues or suggestions to help
interviewees think about questions more deeply if they are having trouble answering or are only
able to respond briefly (Hancock et al., 2003).To elucidate the answers that the respondents had
sent, the researcher employed probing inquiries. Berg (2001) added that the use of several preset
questions or specific subjects is part of a semi-standardised interview guide. The interviewer was
instructed to go well beyond the respondents' planned and standardised answers, even if the
questions were asked methodically and regularly. Additionally, the interviewee was familiar with
the words used in the preparation of the questions, and further clarification can be obtained by
interrogating the participants after they have responded to a question.During data collection
interviews with study participants, the following research questions were addressed: what parents
and adolescents know about sexual and reproductive health (SRH) issues, how parents and
adolescents communicate about SRH issues, and what barriers exist for adolescents to
communicate about SRH issues with their parents. The average duration of the in-depth

interviews was either 1:45 or 2 hours.
3.9.1. Focus Group Discussion

Focus group discussions (FGD) help gain a deeper grasp of the phenomena being examined and
reveal how individuals think (Nagle & Williams, 2013). Focus group participants gave varied
answers to the topic, which made it easier to record the group's diversity of opinions, viewpoints,
and sentiments on the topic being studied. Thus, the focus group discussions helped to collect a
range of viewpoints, ideas, meanings, and opinions from parents and teenagers regarding the
study's subject. Focus groups with male and female teenagers, as well as their parents, were held

separately to lessen the impact of gender on the data.This is done to encourage free conversation
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and the open expression of viewpoints among participants. Four to five people is the optimal
number to facilitate focus group discussions (Morgan, 2009). As a result, there were four distinct
focus groups with five participants in each, discussing adolescents and their parents. Focus group
talks included male and female adolescents, aged 17 to 20, as well as their non-biological parents
aged 47 to 58. Rich ideas and information were created by the FGD, and participants contributed
their own experiences related to the topic of study. Adolescents talked about what they knew
about SRH, what their parents knew about SRH, how parents and adolescents communicated
about SRH, and what barriers exist for parents and adolescents to communicate about SRH
issues.The average duration was either 1:45 or 2 hours.In light of this, the researcher documented

every single focus group discussions.
3.9.2. Secondary Data Sources

Reviews of published and unpublished thesis papers, book chapters, and journal articles have

been used as methods for obtaining secondary data.
3.10. The Process for Gathering Data

A letter of collaboration was subsequently delivered by the School of Social Work to Minilik 11
Preparatory School for Higher Education. The researcher explained to the school administration
the purpose and title of the study, as well as its duration and inclusion and exclusion criteria.
After that, the administrator of the school permitted me to communicate with any staff member
who might assist. Then, based on the established inclusion criteria, the researcher deliberately
chose individuals. Participants gave written informed consent and were informed of the study's
purpose.Using a voice recorder, participants' voices were recorded during the first meeting. But
most of them found it hard to speak the truth, and they discussed the matter with friends or
neighbours. They told me the truth about themselves from those who had refused to be recorded
when | asked them about this. | did, however, have the records of a few sessions.The focus

groups and interviews were conducted in the Amharic language.

16



3.11. Methods of data analysis

In-depth interviews and focus groups were used to gather participant data for this descriptive
qualitative study, which was then subjected to qualitative data analysis techniques for analysis.
"Qualitative data are in the form of text, written words, phrases, or symbols describing or
representing people, actions, and events in social life," according toNeuman (2006).Similarly to
this, the researcher recorded some of the respondent’s voices and took written notes during the
data-collection procedure based on their consent. The processes of gathering and evaluating data,
formulating and refining the research questions, and refocusing them all occur almost
simultaneously in qualitative research, impacting each other in some way (Maxwell,
2005).Because of this, the data analysis for this study began simultaneously with the data-
collectionprocess. This involved copying, identifying pertinent concerns to include in the process,
and creating new ones as needed. Additionally, the data was reviewed, notes were written, and
the data was cleaned as it was being collected. The notes, codes, and thematic analyses of the
data gathered from focus groups and in-depth interviews were done by the procedure.Equipment,
including a voice recorder, pen, and notes, was used in this study.In the process of gathering
data, the researcher made every effort to listen with close attention to detail, follow the
discussion, and take thorough notes. Thematic analysis was used in this study's data analysis
process. It is a technique for finding, examining, and summarising themes or patterns in data sets
that organise and characterise them thoroughly and accurately.According to Braun (2006), a
theme captures something important about the data about the research question and represents
some level of patterned response or meaning within the data. It is also a useful and adaptable
technique for qualitative data analysis.To assess the data source's depth and comprehensiveness,
the investigator looked over it multiple times. This made it easier to find possible concepts and
patterns. The investigator took notes or noted suggestions for additional coding as they came to
them. After the Amharic data were translated into English, the coding procedure was completed
in compliance with the objectives of the study. The data wasorganised logically to emphasise
specific data attributes.The data that had been coded was then divided into groups that were
similar to one another. This made it easier to group the data for analysis into appropriate

categories. In qualitative research, categorization involves identifying patterns and grouping
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similar or nearly similar data that share a characteristic within coded data (Saldana,
2008).Necessary statements made by adolescents and their parents were described and directly

quoted.
3.12. Quality Assurance of Data

In order to account for the many data sources and techniques used, methodological triangulation
was adopted. Researchers in qualitative social work employ triangulation as a technique to
guarantee the accuracy of their data, according toNeuman (2006).1t is better to look at something
from multiple perspectives than from one. Similar to this, to provide reliable information, the
data from the focus groups and in-depth interviews wastriangulated.To establish a pleasant and
trustworthy relationship with the study participants and to lessen the distance between the
interviewee and the interviewer, the researcher made an effort to establish a good connection
with them. In light of the research's goal of enhancing comprehension and demonstrating that
there are no right or wrong responses to the questions posed, Shenton (2004) recommends that
participants be encouraged to be frank in the first moments of each session.Participants can
therefore speak freely about their thoughts and experiences without worrying about appearing
untrustworthy. Shenton (2004) outlined four standards to guarantee reliability in qualitative

research. Credibility, transferability, dependability, and conformability are among them.
3.13. Ethical Considerations

Administrative approval from the Colledge of Social Science School of Social Work at Addis
Ababa University was given on July 29, 2023 (Ref: SSW/223/70/2016). Therefore, obtaining
consent and setting ground rules are crucial before discussing anything related to sexual and
reproductive health. The collaboration letter that was submitted to Menelik 11 Preparatory School
for Higher Education as a result promotes the researcher's and participant’s liberty, as well as the
admnistrative staff and research participants. Participants in the research also provided accurate
and reliable information on subjects related to sexual and reproductive health.Accordingto
Newman (2006), one of the main ethical cornerstones of social work research is that
participation in the study should always be voluntary and should never be forced on participants.

Thus, ensure that all the information is correct, backed up by science, and easy to learn. While
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doing this research, ethical guidelines strictly adhered to participants' desire and willingness to
participate in the study, which determined their status as research participants. Everyone who

chose to participate in this study did so voluntarily; no one was pressured or forced.

The confidentiality of the information gathered from participants was protected to the fullest
extent practicable. A primary concern of the researcher when discussing topics related to sexual
and reproductive health was protecting individual privacy and confidentiality. Make sure that
sensitive data and personal information are kept private and never shared. The question guide did
not contain any personal identifiers.The participants in this study were seventeen-to twenty-year-
old adolescents and their parents, who ranged in age from forty-seven to fifty-eight. Adolescents
between the ages of thirteen and fifteen were classified as children under this definition since
they were unable to require informed consent on their own.That is to say, before providing their
agreement and indicating their desire to participate, study participants were first made aware of
the aim of the research.All the adolescents who took part in this study were, in general, given
permission or approval by their parents to participate. The adolescents who took part signed the
consent forms created after obtaining their parents' approval to participate in this research. To
take part in the study, no one was forced. Adolescents' and parents' informed consent is annexed
at the end of the paper.

19



CHAPTER FOUR: DATA PRESENTATION

The primary goal of this study was to examine how adolescents and their parents in Addis Ababa
perceive communication about issues related to sexual and reproductive health. Adolescents and
their parents were asked about concerns connected to their sexual and reproductive health during

the interviews.
4.1.  Socio-Demographic Characteristics of Participants

The twenty people who participated consisted of 10 male and 10 female. Based on their current
academic standing, the adolescents are all preparatory students; three are studying in grade 11
and the remaining seven are studying in grade 12.Education of parents that are: 6 are enrolled in
elementary school, 2 are literate, 1 has a degree, 1 has a diploma, and 1 has completed high
school. In all, adolescents and their parents were selected from the population understudy to be

interviewed.

4.1.1. Constructive views of adolescents and parents regarding the

significance of communication

It was thought that the information provided on reproductive health was sufficient to enable
adolescents to safeguard themselves against developing reproductive health issues by growing in
self-awareness, decision-making skills, and the ability to abstain from risky sexual and health-
related behaviours. One participant, a 19-year-old BA, and GA, stated, ** the importance is
obvious because we young people usually do things blindly, but if we are made aware, then we
will make informed decisions.”’Emphasised the significance of having information about RH.
All Parents in-depth interview participants acknowledged as much, saying, "it's important to
teach reproductive health information to adolescents, because once they get this information,
they will be able to protect themselves from risky behaviours like sexual temptation.”’

The perspectives of these participants indicate that adolescents should be informed about sexual
and reproductive health concerns due to the risky habits associated with these areas that may
have been observed in them. Risky habits include having multiple sexual partners, falling into

peer pressure, initiating sexual activity at an early age, abusing drugs and alcohol, and spending
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too much time in leisure. Also, IIBA, 18 “’As far as | can tell, most teenagers these days enjoy
uncontrolled leisure activities, entertainment, music, alcohol, and early sexual interactions. This,

it would seem, is a result of a lack of knowledge on RH, according to one participant.”’

“We receive pocket money from our parents, which we save up and use to go to clubs and have
love (sex). | also provided information on how to use a condom properly.”” (11B, 20)
“Nowadays, most adolescents have a strong desire to wear human hair, wear stylish shoes,
wear jewellry, and wear fashionable attire. Many sisters have been outraged by this because
everyone wants to wear these incredibly expensive, stylish items and go to nightclubs. Some

young individuals start to get lost in this way.”’ (I1GA, 20)

An 1IG 17 testified, saying, "For example, some teenagers start having sex when they become
around fifteen, but they do not do this with their age partners; they engage with someone much

older than they are; nine-year-olds are taking on partners who are up to twenty years old.”’

"This is "doomsday," which means "the end of the world" in Amharic. An alternative phrase is
"845°m-/1¢" no children are afraid to talk and to show anything which is culturally forbidden and

made shame us." 11B, 20

“My parents could put a high value on providing correct information and encouraging open
communication in addition to supporting their children's access to healthcare services, including

contraception, STI testing, and reproductive healthcare.’’(BA, 20)

The results showed that study participants were aware of the importance of SRH
communication. Ultimately, they stated that it is critical to educate youngsters about the issues
and the proper and wrong behaviours in this area. Also, the healthy growth of an adolescent

depends on parents and teenagers having early communication.
4.1.2. Parental perspectives on communicating SRH issues

Parents who were study participants shared their opinions and perspectives on SRH issues with
adolescents. According to them, parents talked to their teenagers about SRH issues, specifically

HIV/AIDS, puberty and the related physical changes, abstinence from sexual activity, avoiding
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adolescent pregnancy, abortion, premarital sex, risky behaviour, and defying peer pressure.

Regarding this, participants IIF and IIM in the in-depth interview stated that:

“’Over time, communication on issues related to sexual and reproductive health progressed from
its initial clear form. We told them straight away not to let anyone touch their privates. You
should inform your family, teachers, and anybody else who touches your lips, buttocks, or other

private parts.”’

It was suggested that they start by discussing how, during the early Middle Ages, they were
taught that no one was permitted to touch their private parts. They were told not to engage in
harmful behaviours or sexual activity as they grew older and continued to discuss bodily changes
and puberty, along with other issues like HIVV/AIDS.

In particular, as stated in 1IFP 52 and I1IMP 55, "we closely monitor our children under the age of
fifteen and teach them not to participate in that act.” Considering this into account, each study

theme revealed attractive teen communication, as stated by the parent discussant FGD.
4.1.3. Appropriate age to start SRH communication

Information received from study participants indicated that adolescents' tendency for stress,
confusion, and embarrassment can be reduced when parents and adolescents communicate
quickly and effectively. According to FGDFP and FGDMP, "Even teenagers who started to
experience changes in their bodies without any prior knowledge or understanding of the
conditions have all reported feeling overwhelmed, ashamed, and guilty about themselves, or
even comparing themselves to their classmates."Thus, initial communication between parents
and teenagers reduces the negative emotions that youngsters may be experiencing. Concerning
the appropriate age to start talking to teenagers about their sexuality, the majority of respondents
felt that this should happen once they hit puberty, which is between the ages of nine and fifteen.
This is because, according to these respondents, this is the age at which teenagers begin to
develop risky behaviours related to their sexuality and related health, and it is also the time when

physiological changes (secondary sexual characteristics) become noticeable.
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When the child is five or seven years old, age-appropriate protection should be introduced by
telling them that no one should touch their private parts, according to IIF 49 and 1IM 55. Parents
were providing the kids with this knowledge at such a young age. An FP, 49 stated that with the
Ambharic proverb "1.E.#mdN#ms" which translates to "strike the iron while still hot." This is a
call for parents and other caregivers to begin discussing sexuality and health-related topics with
their young children as quickly as possible. It was considered important that nearly all
respondents to this study said that gender should not be a factor in discussions on sexuality

between parents, as knowledge is typically transferred by the one who possesses it.
The data generated from FGDFP and FGMP indicated that timely information provided to kids:

Parents just discuss and advise their young children about SRH issues. Quoting the Amharic
proverb ’F9PhaPTRePANPLTPAPN F¢$” which is "An ounce of prevention is worth a pound

of cure"children simply relax there and listen, asking questions without shame.’’

An 1IF55 states that “’'my five-year-old kid used to play on the floor with my neighbor's four-
year-old daughter while | was in bed. The daughter had set up a bed with clothes and blankets
on the floor and was encouraging my son to lie down on top of her and act as though they were
having sex. When | wake up, | give them each a belt touch. I also carefully offered her mother

some guidance. After that, we talked about SRH's details. "’

The study indicates that when parent-adolescent sexual conversations take place, the father or
mother alwayshasthe conversation and often usesneighbourhood examples to illustrate the
negative effects of early sexual conduct. Often, conversations are started because of the negative

consequence of participating in unsafe sexual behaviour in the community at large.

FGDFP, FGDMP explained that often shared about risky behaviors and its consequence on

youth’s life.

“we give examples to our adolescents, about unmarried pregnant girls, AIDS-stricken

individuals, and adolescent mothers who neglected our advice."
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4.1.4. The preferred person to communicate

Parents, teachers, friends, and health professionals were the people they chose to talk to about
matters about RH because of their physical changes, health concerns, and the amount of time

they spent with them.

Participant 11B, 18, stated that she believed that health professionals, parents, friends, and
teachers should be the ones to communicate with her. She said, "I think it should be parents,
teachers, friends, and health professionals because they are the ones who live with you, and thus
they know more about your life than anyone else, and they can explain those things to you in a

way that you would understand things in a good way.’’

"Adolescents should feel free to communicate this information with their friends, parents, and
healthcare professionals by making statements along the lines of Yeah, friends, parents, and
health professionals,” state FGB and FGG.

All participant parents reported that they have been transparently and openly discussing SRH
issues with male and female adolescents alike. Parent participants in in-depth interviews revealed

the following in this regard:

“We felt free and willing to discuss SRH concerns with our son and children. Gender differences
are not a concern for us; both males and females are our children, and we must interact with

them regardless of their preferences.””’

Fathers who were participants said they had been in contact with their teenage sons and
daughters. Fathers involved in the study reported that they could easily talk to women about their
menstruation and other delicate subjects. They said that teenagers who are female are willing and
able to talk to him about sensitive topics. Concerning this, he said that daughters should talk to
their parents about things like this and maybe share more of their experiences with them.This in-
depth interview with 1IF-52 revealed the following: ‘'l have been talking to my sons and
daughters about SRH issues; | am free and open to talk to both; however, | have noticed that as

girls get older, they become more transparent and open to talking about SRH issues, and they
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have asked me to buy menstruation hygiene products, such as information about puberty and

menstruation.’’

Likewise, mothers who participated in the study stated that “’/ feel comfortable and open to

discussing SRH issues with both my sons and daughterteenagers.’

Participant I1IM-47statedin the in-depth interview that “’7 have been freely and openly discussing
SRH concerns with my sons and daughters.””’

According to 11B-17, 11G-20, and 11G-19, stated that “'we spoke with both of our parents.’”’

Regarding this, 18-year-old 11B-20 stated: “’I am close to both my parents and my parents are to
me. They give me more time to listen, and | feel comfortable talking to them about any concerns,

particularly those about SRH. "’

Data from female teenagers' FGD and interviews revealed that they openly discuss SRH
concerns with their parents. They said they are open and free to talk to their parents since they
believe parents are more informed about SRH-related matters. Likewise, 11G-2, who is 17 years

old, stated during an interview that “’7 would like to talk to both her parents. "’
In the FGD and in-depth interviews, adolescents noted that:

“” parents are sharing and educating adolescents about sexual and reproductive health concerns,
fulfilling their responsibilities equally.

"We have shared our responsibilities equally and had greater insight and personal experience
with the issues at hand,” stated discussants of the FGDFP and FGDMP. In overall, research

participants reported that discussing SRH difficulties had been helpful.
4.1.5. Forms in the Discussion on Reproductive and Sexual Health

Participants in in-depth interviews withparents, 1IFP 1-5, and IIMP 1-5 stated that “'we speak
openly with adolescents about peer pressure, HIV/AIDS, biological and physical changes related
to puberty, refraining from premarital sex, and bad habits.”” An in-depth conversation in this

regard made the following points very obvious:
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We communicate with and give counsel to our kids in an open manner. At the proper age,
conditions, and setting, we openly and transparently deliver our message regarding SRH
concerns. At dinnertime, we usually discuss with them the dangers and issues of teen pregnancy,
early sexual engagement, peer pressure, and risky behaviour. Our discussions are based on local

data and national issues that are currently plaguing our nation.

Adolescent study participants, both boys and girls, stated that their parents encouraged them to
talk to them about issues linked to sexual and reproductive health. They also expressed that they
are open to discussing these issues or talking to their parents about them in general. Also, all
teenagers involved in the study reported feeling more comfortable and open to discussing sexual
and reproductive health concerns with their parents and friends while participating in focus
group discussions (FGDs) with boys and girls. Regarding questions concerning sexual and
reproductive health, many mentioned asking their parents and friends. Additionally, adolescents
who participated in the interview indicated talking about these kinds of topics with other students

at school and in different youth groups.

The data from 11B20, 17 and 18 in 11G-20 and 11G-17 were stated that"Our parents encouraged
us to talk instead of using uncomfortable or abusive language and to interact with them directly
and pleasant."The following was abundantly evident after an in-depth conversation with the 20-

year-old 11B-1:

“’My uncle speaks with me regarding SRH matters and gives me advice or messages directly. He
spoke to me and other family members about these problems in an understanding and
compassionate way. | appreciate that. He also invites us to have honest and open conversations
with him. He primarily told me about the past of my aunt's daughter, who was raised alongside
my uncle. Since she is now a doctor, he frequently wants to talk to me about her experiences
when he gets home late at night. He tells me how he spent some fascinating time getting to know

her. As a result, I could discuss anything honestly with concerning SRH. "’

[IFP52 stated that, “'when my kids were teenagers, | was not aware of their SRH difficulties or
encouraging them. | was unaware at the time of speaking about SRH issues. | encouraged them

to be open and honest with me when | was engaged with DKT Ethiopia, an organisation that
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started with the launch of Hiwot Trust condoms and supplied sex condom brands, oral
contraceptives, injectables, emergency contraceptives, and many other health items. This

happened because of our previous parenting style.”’

[IFP54 said that they were appreciative of the medical experts who gave us accurate and frank
information regarding the SRH problem. “'not to talk about SRH concerns affects everyone, so it

would seem that everyone should have a conversation about it. "’
4.1.6. Adverse Reproductive Health Outcomes

Data from 1IM-47, 1IM-55, 1IM-48, FGDFP, and FGDMP discussants revealed that they also
speak with adolescents indirectly, bringing up the unpleasant experiences of other teenagers to
share their message about SRH difficulties. Participant IIM-55 provided the following
explanation of her communication style with her children about this in-depth interview:

“’I warn my kids not to withhold anything from me, even if they have done something wrong that
can be resolved by conversation, once they hear me talk about these kinds of situations. |
assured them, parents could provide their children with better options or solutions if something

went wrong. "’

Askale said: "We discussed my mother's experiences regarding sexual and reproductive health
issues. She informed me that she had several problems after her abortion when she was my age.
She also told me that she would suffer so that she could see that experience in me. Also, she
mentioned that adolescents have access to technology and may use it to convey their feelings, so
parents have to have open discussions with their children. Refusing to talk to children

encourages adolescents to lead risky sexual lives. ™’
4.1.7. Frequency ofCommunication

The study participants reported that the following factors influenced the frequency of
communication about SRH: a busy schedule, emotional barriers, arriving home late from school,
the death of youth in the neighbourhood, RH dramas or news on TV, spending more time on
Tiktak, child abortion, and neglecting household chores. It is accurate to say that parents'

communication frequencies vary greatly from family to family. Some parents may want more
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frequent engagement, while others may believe that less communication is acceptable.
Ultimately, the optimal frequency of communication is dictated by the specific circumstances

and individual preferences of all parties involved.

Parents who participate in FGD believe that regular communication is crucial since, daily,
adolescents are exposed to a broader system that can have a positive or negative impact on every

element of their lives.

Mothers who participated in the FGD indicated that while they do not always interact with their
kids about SRH difficulties, they do occasionally talk to them according to their ages. The results
of a focus group discussion (FGD) with mothers indicated that discussions regarding SRH issues
are often unexpected and unplanned. Also, study participants reported that they rarely discuss
these topics with adolescents. However, information gathered from I1B-17 and 11G-17 revealed
that they hardly ever discuss SRH-related matters. Participant 1IM-55, in the in-depth interview,

states the following:

“In a very rare instance, | attempted to explain concerns like HIV/AIDS and avoiding
pregnancy. To be honest, we didn't always communicate regularly. We probably spoke with each
other two or three times a month, or occasionally throughout the week. *”’

According to parents, adolescents today are heavily influenced by the media, peer pressure,
trying new things, and engaging in risky activities. Also, they pointed out that adolescents now
more than ever require constant direction and contact. Participants in in-depth interviews with
parents stated that it is important to monitor adolescents and find out who their friends
areandwhere they spend the day.

4.2. Barriers affecting communication on sexuality
4.2.1. Being too busy and lacking of time

It is vital to understand the barriers that limit adolescents and their parents from discussing
sexuality. The findings of this study show some barriers kept parents from discussing their
adolescent's sexual orientation with them. These barriers include taboo in the culture where

parents grew up, the adolescent's perceived immaturity, lack of time, and ignorance about
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condoms or other birth control methods. Some parents feel that because of globalisation and the
advancement of technology, their teenagers are more sexually aware than they are. It also
became clear that some parents lack appropriate time since they work long hours and have little
awareness of reproductive health and the use of contraceptives. All research participants
confirmed that there were gaps in daily communication with the topic because the majority of

parents are breadwinners and left early in the morning and returned late.

"Because of limited time, parents and adolescents do not communicate about SRH issues most
often.” (GA-20 and BA-19)

4.2.2. The Childhood Experiences of the Parents

Study participants’ parents reported that they were previously forbidden from having open
discussions with their parents about SRH-related topics because it was considered culturally
unacceptable to do so. Additionally, they stated that they were raised in a culture where this kind
of thinking was not common, which may have had an impact on their decision to bring up the

subject and engage in honest and open dialogue with teenagers.

The findings from IIF and IIM show that, due to cultural norms, people are really too ashamed to
take part in open and true communication on these issues. Moreover, the suggestion was made
that our cultural customs and beliefs influence SRH communication and have not fostered such
communication.In this regard, there is an inverse relationship between this kind of
communication and a number of our cultural attitudes. It was taboo to discuss physiological
processes and make reference to our reproductive organs. These kinds of social norms hurt
family-based conversations regarding SRH challenges.

4.3. Conditions that Facilitate Parent-Adolescent Communication

Parents frequently bring up memories of deceased family members to initiate conversations and
emphasise how serious the situation is, based on a study on HIV/AIDS issues. Research was
done about numerous topics, including parents’ exposure to television programming and
pamphlets, unsafe sexual conduct, and encountering someone who they thought to be HIV

positive because of their small stature. The parents who take part in the survey, drama series,
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informative radio shows, and television shows promote parent-to-parent dialogue regarding SRH
issues. They also included TV dramas and series that address issues like HIV/AIDS, child rights,
and the consequences resulting from negligent conduct. The data generated indicated that:

Participants were asked whether discussions on SRH between parents and adolescents occur
within the family. They mentioned that in the past, parents were not expected to discuss SRH
with their children when they were children. This role was delegated to grandparents, paternal
aunts and uncles, and cousins. However, many participants recognised that the times have
changed due to technology and adolescents' exposure to sexual information from cell phones and
that leads them to risky behaviour because these parents influence their children to
protectthemfrom it. The majority of the study participants acknowledged the key role parents

play in communicating SRH matters with adolescents.

“Parents would be the best people to communicate with their children. So they play a very good
role.”’ (FGDMP)

Adolescents reported that most SRH discussions were spontaneous and often triggered by:
parents perceiving the child’s behaviour as risky, signs and symptoms of disease among
adolescents; or an unpleasant occurrence in the community (such as a neighbour’s teenage

daughter falling pregnant).
“...if I have a menstruation period, I tell my mother I am feeling good’’ (11G, 20).

Examples of behaviours that parents perceived to be risky were: indecent dressing, being part of
“bad” peer groups, movements late at night, and sharing of school materials associated with the
opposite sex.Parents and adolescents were asked to describe the topics that are discussed when
they have conversations on SRH issues. The responses from parents and adolescents were
similar. The discussions mainly focused on abstinence from premarital sex, pubertal changes,and
relationships with the opposite sex, STIs, including HIV/AIDS, teenage pregnancy, and

riskybehaviour.
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4.3.1. Use of technology

Leveraging technology, such as online platforms, mobile applications, and telemedicine, can
enhance access to sexual and reproductive health information and services. Technology can
provide a convenient and confidential means of communication, particularly for individuals who

may face barriers to accessing traditional healthcare settings.

The study participants revealed that dramas and educational TV and radio shows, for example,
served as a starting point for conversations between adolescents and their parents about SRH
issues and created a supportive environment for such conversations. The information gathered

revealed informative radio and television shows that support SRH communication.
"N+HI®£A" on EBS, "MST+7" on EBC1, “ AS.NUL®F on EBS, FM radios, Hello Doctor on

EBC1 TV, and other dramas and health shows are a few examples. Parents who participated in
the FGD said that they discussed SRH issues with adolescents when they viewed dramas,
movies, or news on radio or television.They said that to interact with and initiate conversation
with adolescents, TV dramas and shows are becoming increasingly crucial. According to the
generated data, these kinds of circumstances made it easier for parents and teenagers to
communicate about SRH. In addition, parents who took part in the study mentioned that
informative TV shows and plays were the main ones helping them instruct and initiate
conversations with adolescents. In the same way, parents stressed how crucial the media is to

encourage parent-adolescent dialogue about SRH issues.

The information collected showed that the participants' parents talked about sexual and
reproductive health issues, such as puberty and the related changes, with their adolescents. Also,
they banned risky behaviour and peer pressure after the age of twelve. They provided age-
appropriate preventative measures, such as not letting anyone touch their privates or viewing sex

videos.

All the study participants in the interview stated that the media were their main source of
information regarding where they learned about numerous SRH-related issues. They describe

mass media as involving television and radio.
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[1G-20 said that"l ought to talk to my parents about SRH. When we watched movies at home,
they would ask me to bring my boyfriend, so they would give me advice on issues based on the

movie's characters.”’
4.3.2. Parental knowledge and attitudes

Participants in the survey, who were parents, stated that they had a conversation with their
children about the topic after learning about it from medical experts. After gathering knowledge
from health extension agents, groups that promote responsible cell phone usage, and the 1IFP and
IIMP surveys, they felt equipped to talk with teenagers about SRH issues. According to these
participants, SRH-related health extension education helps to further improve and maintain their

relationships with their teenagers at home.

““Community Health Extension Programme has provided education and training; we kept in
touch with our teenagers. The programme offered us progressive, ongoing instruction and
technological developments to help them learn about sex and reproduction. Our health extension
informed us about relationships, hazardous behaviour, HIV/AIDS, and SRH-related activities.
These kinds of opportunities allow us to have outspoken conversations with kids about our

experiences.’” IIFP
4.3.3. Accessible health care services

The main HIV/AIDS prevention strategies that doctors typically recommend, including wearing
condoms, avoiding sexual relations, remaining with one partner, and avoiding dirty needles or
blades, were identified correctly by both male and female respondents. In addition, the issues
that provoked the most discussion were relationships and mental health issues. Spiritual
counselling; drug and alcohol abuse; the capacity to decline or participate in social interactions;
condom use; safer sexual relationships; pregnancy; abstinence; protecting against the spread of
sexual partners; concerns about sexual orientation; issues related to puberty; relationship
troubles; self-problems of the breast and prostate; and issues related to reproductive
contraception. Even though they understood the significance of taking precautions against STDs
that could harm their health or lives, respondents’ understanding of SRH was frequently
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good.They stated that it includes issues like ways to prevent pregnancy, giving birth,

menstruation, puberty age, contraception, and pregnancies that were not planned.
4.3.4. Parents and Adolescents in a Healthy Relationship

Participants in the research, who were adolescents and their parents, reported how much they
valued their relationships with one another. They added that there was sufficient communication
to understand SRH difficulties and adapt to changes imposed by puberty. They felt they had been
properly informed and knew enough to cope with the changes in the body and physiology
brought on by puberty. Adolescent research participants think they have all the information

needed to understand the difficulties associated with SRH.

Additionally, parent research participants said that, for several reasons, they were providing their
teenagers with enough details on SRH issues. They underlined that to educate adolescents on
sexual and reproductive health issues as well as shield them from the dangers and repercussions
associated with them, it is essential for adults to have conversations with them regarding these

subjects.

Many of the teenage girls who took part in the interviews felt joyful and at ease when they noted
physical changes, especially if it was their first menstrual cycle. They explained this by claiming
that as physical and physiological changes showed up, females had gained sufficient knowledge.

Following an in-depth interview, 20-year-old participant 11G-2 stated the following remarks:

“Many of the female students in the schools felt relaxed and at peace when the
manustrationstarted. When boys see this, they usually do not make fun of those girls. It has not
stopped females from leaving school in recent years.’ ' Thus, Adolescents and their parents were

not lacking in understanding or communicating on SRH matters.
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CHAPTER FIVE: DISCUSSIONS
5.1. Practices in Communication between Adolescents and their Parents

Even though the investigation's findings indicate that adolescents and parents are frequently
open to discussing issues associated with SRH. Based on how frequently they are
communicating, it is not taking place on a regular, scheduled basis. Conversations about SRH-
related topics may have arisen in response to events that occurred in the community, at work, on
TV, or on the radio, in which topics related to SRH causes were discussed. The results of
DessalegnTesso et al. (2012), and Rosenthal and Feldman (1999) are similar.For parents, the
primary concerns of SRH were preventing risk factors, SRH-related issues, and harmful health
effects. Seif and Kohi's (2014) research revealed that adolescents and their parents discuss

concerns about SRH and are deeply concerned about the impact of risky behaviour.

This result is similar to that of Manu et al. (2015), who discovered that HIV/AIDS, puberty-
related changes, and sexual abstinence are the most often addressed sexual topics between
parents and teenagers. But most of the time, talking about things like condoms and contraception
use is taboo. This information, however, contrasts with that of Motsomi, et al., (2016), who
found that parents and teenagers do not talk about HIV/AIDS, sexually transmitted diseases, and

physical growth.

The information that was gathered showed that parents talk about SRH concerns with their
adolescents in a variety of settings. Adolescents and their parents could talk face-to-face
regarding SRH concerns. Thus, parents confront teens with warnings and counseling, observing
negative consequences connected with reproductive health. The results of the research by
DessalegnTesso, et al. (2012), andMotsomi, et al. (2016) are supported by this data. Thus, these
studies showed that while parents do communicate to their children about bad things that are
happening in their neighborhood, they do it in an openly frightening way rather than through an

honest and open discussion.
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5.2. Parents’ and Adolescents’ Perspectives on Sexual and Reproductive Health

Communication

This study found that communication between adolescents and their parents started when the
children were quite young. It should not be initiated once the child reaches puberty; that is
between 9 and 15years for girls and 15 years for boys, because they said this is the period when
adolescents start to develop behavioral change and may engage in risky sexual behavior due to
physiological changes that come with age. It showed from the data that the study participants
psychologically prepared their adolescents for physical and mental changes before the events.
The data collected from study participants during their adolescence indicated that they were
aware of SRH issues and how to better themselves over time. The right information was given to
adolescents at the right time to help them deal with puberty and learn about issues related to
their SRH. This information contradicts the conclusions of studies by Seif and Kohi (2014),
&Santhya (2011), which found that talking to parents about SRH concerns in teenagers could
encourage promiscuity by teaching kids things they do not understand.In the same study,
Guilamo-Ramos et al. (2012) showed that few adolescents thought sex was an appropriate topic
for young adolescents who lacked the maturity to process such information. The second is
consistent with the findings of this study, which shows that some adolescents concur with the
fact that young people have to be advised about sexuality even before puberty, as alluded to

earlier “strike the iron while still hot”.

The data generated identified how important it is for SRH to get in touch with children as soon
as possible. There are risks to take into account, like the prevalence of adolescent sexual activity
before the age of twelve, teen pregnancy, abortion, and the adverse effects of globalization.
Based on the data gathered, it was decided that parents ought to begin talking to their children
before the age of twelve. Research by Nundwe (2012),&Santhya (2011), and Seif and Kohi
(2014), in contrast, indicates that discussing SRH issues with youngsters may enhance
adolescent promiscuity.In my opinion, the most important thing should be to provide them with
the information, tools, and resources they need to explore their sexuality in a way that is secure,
consenting, and morally upright, as appropriate for their age. Generally speaking, an all-

encompassing plan for harm reduction performs best.
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5.3. The Importance of Communication about Sexual and Reproductive Health

Issues

The findings showed that it was important for parents to talk to their adolescents about sexual
and reproductive health issues to reduce the risks associated with sexual activity and related
health issues. It is thought that discussing sexuality gives adolescents confidence and enables
them to make wise choices regarding their sexual health. Also, discussing sexuality with a
teenager enables them to recognize the risks in their surrounding world, such as the influence of

peers and the repercussions of their risky conduct.

This study led to those of Rosenthal and Feldman (1999), who also showed that adolescents had
a positive view ofthe importance of parent-adolescent communication on SRH issues. However,
this is limited to certain topics such as safe sexual practices, contraception, HIV/AIDS, and STIs,
and to a lesser degree, development and issues in society, including menstruation, pregnancy,

and physical development.

The information gained suggests that to educate teens about SRH issues and to define what
constitutes appropriate and inappropriate behavior, parents and teenagers must speak with one
another. The results of DessalegnTesso, et al., (2012) were corroborated by this data. Their
findings made clear how important it is for parents and teenagers to communicate about
problems related to SRH. They suggested that early parental-adolescent contact can help

teenagers feel less confused and afraid by educating them about their development.

Study participants assured that several young people have been exposed to risky reproductive
health issues as a result of globalization. These risks include easy access to pornographic videos
on the internet, the ease with which mobile phones can be used for communication, desires for
material possessions and luxury goods, low economic status, peer pressure, and emulating

foreign lifestyles or acculturation.
5.4. The Preferred Person to Communicate on Sexuality Matters

Since discussing one's RH orientation is often frowned upon and associated with feelings of

shame and embarrassment, adolescents in this study preferred to discuss their SRH issues with
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someone they feel comfortable with, someone who knows them well and can relate to them, and
someone familiar and knowledgeable about SRH. The majority stated that they would rather talk
about SRH with their friends, teachers, healthcare professionals, andparentsbecause they feel that
they mightshare a home and spend a lot of time together, they believed that they had confidence
in them and understood them well. This result is consistent with the findings of Guilamo-Ramos
et al. (2012), which also showed that teenagers preferred to get knowledge about sexual
problems from their parents.ltsuggests that caregivers should be important members of any
intervention designed to lower the risky sexual behaviors that young people engage in. Study
participants suggested that parental interaction can help teens feel less afraid and confused by

informing them about their development.
5.5.  Type of Information to Be Communicated

Study participants said that teaching teenagers how to use a condom and contraception pills was
the same as encouraging those to have sex and led to risky behavior, which some of them view

as improper in terms of both culture and religion.

Rosenthal and Feldman's (1999) study, however, revealed that adolescents generally agreed that
parents should only talk about sexual safety, which includes safe sexual behavior, the use of
contraceptives, STIs, and HIV, and, to a lesser extent, development and societal concerns, such

as biological aspects, pregnancy, and abortion. This was similar to the findings in the study.
5.6.  Conidiations that facilitate communication on sexual and reproductive health.

Good parent-child relationships and knowledge of SRH provide a foundation for adolescents and
their parents to communicate about concerns related to sexual and reproductive health issues.
According to the results of the current study, parents and adolescents who have close, loving,
supportive, and welcoming connections are better able to communicate openly about it. This
suggests that adolescents were encouraged to communicate freely and honestly when they were
surrounded by sympathetic, caring, non-judgmental people. And this in turn made it easier for
adolescents and their parents to have helpful SRH conversations. This research supported the
findings ofMotsomi et al. (2016), who discovered that a welcoming environment and
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pleasantinteractions among family members encourage and facilitate free and open conversation

between family members on SRH concerns.

The information gathered showed that parents were starting to see the value of teaching their
children and early conversations with teenagers through the help of educational radio, television,
and drama series. They were specifically producing and disseminating knowledge, awareness,
and information about issues related to sexual and reproductive health. Because of this, they

were helping to start the conversation on reproductive and sexual health in the family setting.
5.7.  Conditions that prevent parent-adolescent communications on SRH

The current study found that one of the factors preventing adolescents and their parents with
SRH issues from communicating was a lack of free time. Much of the generated data is also
shared by other investigations. Consequently, the current conclusion is consistent with the
studies of Motsomi, et al., (2016). Nonetheless, the data produced indicated that there is
currently progress in this area because of a rise in societal awareness and understanding of the
consequences of poor reproductive health results and the value of communication and
technological advancements. These days, parents talk to their kids despite these obstacles
because they understand how important it is to talk to them about SRH issues. The results of
Svodziwa, et al., (2016) agree with this data, which shows that although parents are worried
about their children's transition into adulthood, they are hampered by societal norms, a lack of
knowledge, and poor communication skills that prevent them from giving their teenagers the
supportive environment they need to make this change.

Adolescents and their parents said that they have had a busy time. This information is consistent
with studies byMotsomi, et al., (2016) that found that busy lives prevent teenagers and parents

from talking about SRH issues and from spending more time with their kids.

The data collected showed how religious convictions affect attitudes and communication. The
results of Motsomi et al. (2016) and this study show certain similarities. According to their
research, parents' advice aligns with their religious doctrine, and their religious convictions

influence the themes they choose to address with their teenagers about SRH issues.
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CHAPTER SIX: SUMMARY, CONCLUSION AND RECOMMENDATIONS
6.1. Summary

This study used a qualitative approach to investigate how adolescents and their parents
inMenelik Preparatory School for Higher Education, Addis Ababa. 10 students and their parents
from Menelik 11 Preparatory School for higher education have participated in this study. Non-
probability sampling approaches were employed in the selection of participants. 20 in-depth
interviews, 4 focus group discussions were chosen to use the purposeful sampling technique. In
the study's findings, adolescents as well as all of their parents had discussions regarding sexual
and reproductive health issues. Adolescents' access to health services and technology use were
the main facilitating conditions for communication.Also, improvements in SRH knowledge and
perception gave confidence, a higher desire to talk, no anxiety and shame, and remarkable life
satisfaction. This has been noted by participant’s communication on the use of condoms and
other forms of contraception, and talks on treatments about reproductive health typically include
a call to abstain. With the increasing availability of technology, online platforms, HIV/AIDS and
STDs, physical changes that accompany puberty, teenage pregnancy and abortion, premarital
sexual activity, dating someone of the opposite sex, risky behavior, and peer pressure, and health

services could pave the way to talk sexual and reproductive health concerns.
6.2.  Conclusion

Using a qualitative research methodology, the study provides a thorough description of the
methods of communication that adolescents and their parents use. It also revealed their
perspectives on what helps or hinders these conversations regarding the appropriate ways to

address concerns related to the sexual and reproductive health of adolescents.

According to this study, parents discussed with their kid’s risky behavior, peer pressure
resistance, teenage pregnancy, abortion, puberty and related physical changes, HIV/AIDS, and

other related topics.

The study identified some of the barriers that prevent parents and adolescents from

communicating with each other about sexual and reproductive health issues. The most significant
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challenges are the lack of time and the cultural backgrounds of parents to communicate about
SRH difficulties.

The study's overall findings indicated that timely and age-appropriate sexual and reproductive
health communication with teenagers and their parents was important in reducing adolescents
from engaging in inappropriate conduct. Even though there is a greater emphasis on risky
behaviour, this study shows that parents are providing their children enough information about

sexual and reproductive health-related issues.
6.3. Recommendations

The recommendations that could ensure that parents, healthcare providers, social workers, and
other stakeholders are informed about sexual and reproductive health (SRH) in an accurate and

supportive manner for individuals and families. Following are some key recommendations:

Teachers, social workers, and healthcare professionals will implement instructional initiatives to
improve their understanding and proficiency in SRH communication. Effective counselling
techniques and truthful data should be the primary topics of this training. Regularly assess how
well SRH communication efforts and initiatives are working. Gather information on behaviour
change, health outcomes, and knowledge levels to guide future planning and initiatives. By
implementing these suggestions, schools, communities, social workers, parents, and health
services can collaborate together to enhance open dialogue about sexual and reproductive health
issues and to enhance communication in individuals of all ages. Lastly, future research will use

quantitative research methods and include other populations in Addis Ababa.

In addition, the present analysis provides recommendations for potential pathways for future
study. Talks in SRH issues with adolescents could shed light for additional studies. Adolescents
might communicate differently from other teenagers and from their parents. By filling up
knowledge gaps, my study contributes to the present body of knowledge. However, because this
research is qualitative, additional work is needed to improve the data collected using a

representative sample and provide insights that can be applied to other situations.
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APPENDXES
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Annex B: Form of Consent

I, , thus offer my agreement to participate in this study

that describes the viewpoints of parents and adolescents regarding the communication of sexual
and reproductive health concerns. | will take part in focus groups or in-depth interviews to give
the researcher the data he need to collect at the study. Before agreeing to take part in the study,
my parents gave the researcher their informed consent, which | have read. After reading the
consent and asking the researcher any questions, | give the researcher my verbal consent to

participate in the study, or | sign below.

The signature:

Date:
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Annex C: Interview Guide Questions for Parents

Background Information

A. pseudonym: B. Sex:

C. Age: D. Education Level:

E. Religion: F. Occupation:

G. maritalstatus: , H. The number of children:
I. Nationality:

Questions for Parents within the Interview Guide
I. Parent-Adolescent Communication Practice

1. Please tell me about your communication strategies with your adolescent child regarding
sexual and reproductive health issues, particularly those about HIVV/AIDS and STDs, puberty and
the physical changes that accompany it, abstinence from early sexual activity, teenage pregnancy
and abortion, avoiding premarital sexual activity, opposite-sex relationships (boy-friend of girl-

friend), avoiding risky behavior, and resisting peer pressure.
Prove: Why do they exchange messages?

-Does your kid have any questions about the matter?

-Is the teenager encouraged to speak up during the discussions?

2. In particular, as a parent, could you please describe how you are open and transparent with

your child about sexual and reproductive health concerns?

How willing are you to tell your child about your experiences?

50



3. What age was your adolescent child when you began talking to them about sexual and
reproductive health concerns, particularly those about puberty-related physiological changes,

bucking peer pressure, and abstaining from dangerous behaviors?
What made you decide to start then?

Do you believe that you are keeping your teenage child informed on issues related to their sexual
and reproductive health on a timely basis?

4. When is the best time to discuss the matter with your child before the bad outcomes
materialize, or after they have already noticed the undesirable outcome?

When was the best time to talk to your child about the matter during the day or at night?
5. Could you please let me know how often you talk to your child or children about the matter?
Is the conversation happening often or infrequently?

6. Would you kindly let me know in what setting you and your adolescent child discuss these

matters?

Is the child present alone while the conversation takes place, or are other family members

present?
Is there purposeful and planned communication?

7. Could you please clarify for me how the reproductive health information you give your child
helps him or her become self-aware, capable of making educated decisions, and able to

refrain from risky behavior related to sexual and reproductive health?
I1. Parents' perspectives on sexual and reproductive health concerns and communication

1. Would you kindly explain to me, in particular as a non-biological parent, how you
impart to your child your personal views or ideas around matters about sexual and

reproductive health?
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2. Would you kindly let me know what subjects you believe should be discussed with
adolescents between the ages of 17 and 20 about their sexual and reproductive health?
HIV/AIDS, STDs, puberty, and the physical and physiological changes linked to
abstention from early sexual activity. Avoid engaging in dangerous behavior and giving
in to peer pressure. Practice teenage pregnancy and refrain from engaging in premarital
sexual activity. Opposite-sex relationships (boyfriend or girlfriend).Look at the reasons
why these are more important than other topics.

3. Could you kindly explain to me the significance of parent-adolescent communication
regarding topics related to sexual and reproductive health? (Childhood, physical

transformations). HIVV/AIDS and peer pressure. Dangerous behaviors, teen pregnancy...

In terms of reducing peer pressure and assisting children in differentiating between good and

poor behaviors,

4. Could you kindly share your thoughts with me regarding the way you communicate with your

adolescent child regarding issues relating to sexual and reproductive health?
Which ones do you believe are suitable to bring up in a conversation like this with adolescents?

In your opinion, who is in charge of guiding and supporting the child by giving them the
information they need to make informed decisions on matters related to their sexual and

reproductive health?
Who has the responsibility—the father, the mother, or both—and how?

5. Could you please tell me which person—a boy, a girl, or both—you like to talk to about

these kinds of issues?

(Probe) Why do they say "boys or girls"?
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I11. Conditions that Facilitate Adolescent- Parent Communication on SRH Concerns

1. Which situations make it easier to talk to your kids about topics related to sexual and
reproductive health?
- How may your educational background assist you in giving your child the knowledge
they need?
- Do social and cultural factors contribute to the ease of conversation about topics about

sexual and reproductive health? (Probe)

2. Please explain how your close bond with your child helps you talk about issues related to

sexual and reproductive health. Make sure they are responsive, close, and connected.
IV. Conditions that hinder Adolescents’ Communication with Parents on SRH Concerns

1. Could you kindly let me know what conditions prohibit you from discussing sexual and
reproductive health topics with your child? (Adolescent pregnancy, early sexual debut,
HIV/AIDS, STDs, abstinence from sex, avoiding risky behavior, avoiding drugs, nicotine, and

alcohol, resisting peer pressure).

2. Could you kindly describe to me how your contact with your adolescent child is influenced by

your religion or cultural practices?

3. What difficulties did you have in giving your child the knowledge they needed?
Embarrassment or fear

Differences in gender

4. Are there any further insights or opinions you would like to offer on non-biological parent-

adolescent communication about sexual and reproductive health?

V. Please explain if you would like to contribute any more ideas or opinions to this.
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Annex D: Interview Guide Questions for Adolescents

Background Information

A. pseudonym: B. Sex:

C. Age: D. Education Level:

E. Religion: F. Occupation:

G. marital status: : H.The number of children:
I. Nationality:

Questions for Adolescents within the Interview Guide
I. Parent-Adolescent Communication Practice

1. Would you please explain to me how you talk to your parents about matters about sexual and
reproductive health? HIV/AIDS and STDs.) The bodily changes associated with puberty include
giving up on early sexual activity, contraception, and pregnancy; abstaining from premarital sex;
dating a person of the opposite sex (boy or girl); avoiding risky behavior; and resisting peer

pressure.
Probe (why they communicate).

- How open are you to discussing these concerns with your non-biological parent?

- What other information regarding the muddled discussion can you find?

Have you discussed any unclear matters with your parents who are not biological?
Were you encouraged to have an honest conversation with your non-biological parents?

2. Would you kindly tell me about the conversations you had with your parent about HIV/AIDS
and STDs, puberty and the resulting biological and physical changes, abstinence from early

sexual activity, teenage pregnancy and abortion, avoiding premarital sexual activity, having an
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opposite-sex relationship (boyfriend or girlfriend), avoiding risky behavior, and confronting peer

pressure?
-Are you free to talk to your parents, especially the non-biological parents, about anything?

-Could you kindly explain to me how communication helps during adolescence to deal with the

changes? Avoiding the influence of others?

Do you believe that the information needed to deal with the changes that come with adolescence
has been provided? (Adopting risk-averse behaviors, bucking peer pressure, and physiological

changes)
3. Could you please let me know when your non-biological parents talk to you about this matter?
Risky behaviors and changes in the body are seen.

"-When is the best time for them to talk to you about the matter? (After school, in the morning, at
night)

4. How often did your parents talk to you about the matter, please?
Is there a regular or sporadic discussion?

5. Could you kindly explain the setting in which your non-biological partners talk to you about

these kinds of issues?
Have you ever observed the circumstances or environment that gave rise to these concerns?
-Is this strategic and planned communication?

6. Could you kindly let me know how you communicate with your parent regarding matters

related to sexual and reproductive health? Inquire as to why they interact.
- Look for conversation styles that have authoritarian, threatening, or warning language.

- Open, one-way or two-way conversations.
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7. The reproductive health information you've been given gives you the confidence to make
informed decisions, safeguard yourself against difficulties with your reproductive system, and

think you may guide clear of risky sex and reproductive health-related behaviors.
I1. Adolescent Perspectives on SRH Communication Issues

1. What are your ideas about the communication you have with your parent about HIV-related
matters? Teenage pregnancy and abortion, AIDS and STDs, puberty and the related physical
changes, refraining from early sexual activity, avoiding premarital sexual activity, opposite-sex

relationships (boyfriend or girlfriend), avoiding dangerous behavior, and defying peer pressure.
2. How old were you when the parent who started talking to you about these things?

- Why do you think they initiated this conversation at that age?

- Was the correspondence sent on time?

3. Could you please explain the significance of parents and adolescents having a conversation
about issues related to their sexual and reproductive health?(Ageing, peer pressure, physiological

changes, puberty, HIV/AIDS, teen pregnancy, hazardous behaviors)?
4. Could you please tell me which people helped you during your puberty?
5. How did you find the conversation with your parent to be encouraging or useful?

6. Do you believe that talking to adolescents about matters pertaining to their sexual and

reproductive health is the guardian's responsibility?
I11. Conditions that Facilitate Parent Communication on SRH Concerns.

1. Could you please let me know what conditions are necessary to facilitate a conversation about

sexual and reproductive health issues with your parent?
V. Conditions that Hinder Adolescent- Parent Communication on SRH Concerns.

1. Could you kindly let me know what conditions prevent you and your parents from discussing

sexual and reproductive health issues?

56



2. Could you kindly inform me of any societal or cultural factors that hurt on your ability to

communicate with your parent?

3. Is there anything else you would like to say about your experiences or opinions on teenage

communication about sexual and reproductive health with non-biological parents?

V. Please explain if you would like to share any further ideas or viewpoints in addition to
this.
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Annex E: Group Discussion Questions for Parents
I. Parent-Adolescent Communication Practice

1. Please tell me about your communication strategies with your adolescent child regarding
sexual and reproductive health issues, particularly those pertaining to HIV/AIDS and STDs,
puberty and the physical changes that accompany it, abstinence from early sexual activity,
teenage pregnancy and abortion, avoiding premarital sexual activity, opposite-sex relationships

(boyfriend or girlfriend), avoiding risky behavior, and resisting peer pressure.
(Probe): why do they exchange messages?

-Does your kid have any questions about the matter?

-Is the teenager encouraged to speak up during the discussions?

2. In particular, as a parent, could you please describe how you are open and transparent with
your child about sexual and reproductive health concerns?

How willing are you to tell your child about your experiences?

3. What age was your adolescent child when you began talking to them about sexual and
reproductive health concerns, particularly those about puberty-related physical changes, bucking

peer pressure, and abstaining from dangerous behaviors?
What made you decide to start then?

Do you believe that you are keeping your teenage child informed on issues related to their sexual

and reproductive health on a timely basis?

4. When is the best time to discuss the matter with your child (before the bad outcomes

materialize or after they have already noticed the undesirable outcome)?
When was the best time to talk to your child about the matter—during the day or at night?

5. Could you please let me know how often you talk to your child or children about the matter?
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Is the conversation happening often or infrequently?

6. Would you kindly let me know in what setting you and your adolescent child discuss these

matters?

Is the child present alone while the conversation takes place, or are other family members

present?
Is there purposeful and planned communication?

7. Could you please clarify for me how the reproductive health information you give your child
helps him or her become self-aware, capable of making educated decisions, and able to refrain
from risky behavior related to sexual and reproductive health?

I1. Parents’ perspectives on sexual and reproductive health concerns and communication

1. Would you kindly explain to me, in particular as a parent, how you impart to your child
your personal views or ideas around matters about sexual and reproductive health?

2. Would you kindly let me know what subjects you believe should be discussed with
adolescents between the ages of 17 to 20 about their sexual and reproductive health?
HIV/AIDS, STDs, puberty, and the physical and physiological changes linked to
abstention from early sexual activity. Avoid engaging in dangerous behavior and giving
in to peer pressure. Practice teenage pregnancy and refrain from engaging in premarital
sexual activity. Opposite-sex relationships (boyfriend or girlfriend).Look at the reasons
why these are more important than other topics.

3. Could you kindly explain to me the significance of parent-adolescent communication
regarding topics related to sexual and reproductive health? (Childhood, physical

transformations). HIVV/AIDS and peer pressure. Dangerous behaviours, teen pregnancy...

In terms of reducing peer pressure and assisting children in differentiating between good and

poor behaviors,

4. Could you kindly share your thoughts with me regarding the way you communicate with your

adolescent child regarding issues relating to sexual and reproductive health?
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Which ones do you believe are suitable to bring up in a conversation like this with adolescents?

In your opinion, who is in charge of guiding and supporting the child by giving them the
information they need to make informed decisions on matters related to their sexual and

reproductive health?
Who has the responsibility the father, the mother, or both and how?

Could you please tell me which person a boy, a girl, or both you like to talk to about these kinds

of issues?
(Probe) Why do they say "boys or girls"?
I11. Conditions that Facilitate Adolescent - Parent Communication on SRH Concerns

1. Which situations make it easier to talk to your kids about topics related to sexual and

reproductive health?
How may your educational background assist you in giving your child the knowledge they need?

Do social and cultural factors contribute to the ease of conversation about topics about sexual

and reproductive health? (Probe)

2. Please explain how your close bond with your child helps you talk about issues related to
sexual and reproductive health. Make sure they are responsive, close, and connected.

IV. Conditions that hinder Adolescents’ Communication with Parents on SRH

Concerns

1. Could you kindly let me know what conditions prohibit you from discussing sexual and

reproductive health topics with your child?

2. Could you kindly describe to me how your contact with your adolescent child is influenced by

your religion or cultural practices?

3. What difficulties did you have in giving your child the knowledge they needed?
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Embarrassment or fear

Differences in gender

4. Are there any further insights or opinions you would like to offer on parent-adolescent

communication about sexual and reproductive health?

V. Please explain if you would like to contribute any more ideas or opinions to this.
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Annex F: Group Discussion Questions for Adolescents
I.  Parent-Adolescent Communication Practice

1. Would you please explain to me how you talk to your parents about matters about sexual and
reproductive health? The bodily changes associated with puberty; giving up on early sexual
activity, HIV/AIDS, contraception, and pregnancy; abstaining from premarital sex; dating a
person of the opposite sex (boy or girl); avoiding risky behaviour; and resisting peer pressure.

Probe (why they communicate).

- How open are you to discussing these concerns with your non-biological parent?

- What other information regarding the muddled discussion can you find?

- Have you discussed any unclear matters with your parents who are not biological?

- Were you encouraged to have an honest conversation with your non-biological parents?

2. Would you kindly tell me about the conversations you had with your parent about HIVV/AIDS
and STDs, puberty and the resulting physical changes, abstinence from early sexual activity,
teenage pregnancy and abortion, avoiding premarital sexual activity, having an opposite-sex
relationship (boyfriend or girlfriend), avoiding risky behavior, and confronting peer pressure?

-Are you free to talk to your parents, especially the non-biological parents, about anything?

-Could you kindly explain to me how communication helps during adolescence to deal with the

changes? Avoiding the influence of others?

- Do you believe that the information needed to deal with the changes that come with
adolescence has been provided? (Adopting risk-averse behaviors, bucking peer pressure, and

physiological changes)
3. Could you please let me know when your non-biological parents talk to you about this matter?

Risky behaviors and changes in the body are seen.
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"-When is the best time for them to talk to you about the matter? (After school, in the morning, at
night)

4. How often did your parents talk to you about the matter, please?
- Is there a regular or sporadic discussion?

5. Could you kindly explain the setting in which your partners talk to you about these kinds of

issues?
- Have you ever observed the circumstances or environment that gave rise to these concerns?
-1s this strategic and planned communication?

6. Could you kindly let me know how you communicate with your non-biological parent

regarding matters related to sexual and reproductive health? Inquire as to why they interact.
- Look for conversation styles that have authoritarian, threatening, or warning language.
- Open, one-way or two-way conversations.

7. The reproductive health information you've been given gives you the confidence to make
informed decisions, safeguard yourself against difficulties with your reproductive system, and

think you may guide clear of risky sex and reproductive health-related behaviors.
Il.  Adolescent Perspectives on SRH Communication Issues

1. What are your ideas about the communication you have with your parent about HIV-related
matters? Teenage pregnancy and abortion, AIDS and STDs, puberty and the related physical
changes, refraining from early sexual activity, avoiding premarital sexual activity, opposite-sex

relationships (boyfriend or girlfriend), avoiding dangerous behavior, and defying peer pressure.
2. How old were you when the parent who started talking to you about these things?
- Why do you think they initiated this conversation at that age?

- Was the correspondence sent on time?
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3. Could you please explain the significance of parents and adolescents having a conversation
about issues related to their sexual and reproductive health?(Ageing, peer pressure, physiological

changes, puberty, HIVV/AIDS, teen pregnancy, hazardous behaviors)?
4. Could you please tell me which people helped you during your puberty?
5. How did you find the conversation with your parent to be encouraging or useful?

6. Do you believe that talking to adolescents about matters about their sexual and reproductive

health is the guardian's responsibility?

I11.  Conditions that Facilitate Adolescent- Parent Communication on SRH Concerns.
1. Could you please let me know what conditions are necessary to facilitate a conversation
about sexual and reproductive health issues with your non-biological parent?

IV. Conditions that Hinder Adolescent- Parent Communication on SRH Concerns.

1. Could you kindly let me know what conditions prevent you and your parents from discussing

sexual and reproductive health issues?

2. Could you kindly inform me of any societal or cultural factors that hurt on your ability to

communicate with your parent?

3. Is there anything else you would like to say about your experiences or opinions on teenage

communication about sexual and reproductive health with non-biological parents?

V. Please explain if you would like to share any further ideas or viewpoints in addition to
this.
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AGRIRL: MDA BINAWALPE 0L AR PR 7% ACIHT AT 67N MADMLE T NINF NLAF PN,
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M2 YRR MADIL T+t ’F ATTIF (POTE 325 @LIP PAF 3LF) ALIE NULY
MADIL AT PANETY 914t S@ID)=RILU CONTF ATPT hAAT 4% ANLAT AT8UH
£oIAR?

3. ANAPY NFCIRNG 0L AL NI T ABP IC NADAN AT NNT-+PAL MT FEEF AL
PaaNNt ANEALTITT £91AR2 (RNAR ADMF T PRCIPNT 0L  PANPT +RAT AT AL
N/ REN PFCIPNG 0L ACTHT T hLIT NULEF.. .2

- PANET 4T ACPARR U1 F R8CIA N4 10> MENH ATPY
- Me AT MM NULT ATRAR NARCST AT9C

4. ANAPY NADANSR AT NI-+PAL M 1A 8T ABP IC NARLLTHT @R+ PAPTY
ITHMNL £9AR?

- AT8U 9L+ M-L 2T AdREARC PREM- § LM ARA 10 NA®- PANA?

-NOANP AT NNITHPAL MG 80T AL ANLALMT AB/Z8 NAPAMT AEPT PALLI& AT
PARGRLF YALY T PAM- @97 RADAAP F-A\?

-ANT METR ATT MLTR UA+RT® MEN AA ATRT?

- ANAPT ATLHU NA F80F AL DT MLTR (AF A MEI® NARIR IC ARm PP+ ham?y
IC LT ATRMACC M- £774757?

-hm1e LR AT ABP ATRT?

1. @ANR ATNT-+PALMS LT IAILMPRP™M PR3 FPFIN+HANT

1. N@ANRATNNT-TPALMIT B TALAEPICAP M PPFIP M, AR F R FPTIR VTR YITFO-?
- PFIRUCTLLEPAATPANLALD-TARLEAMSLNAYETLLEP FA? AVLTATLL 1PN 42

- NOANRATNLT-
+PALMSIATECTFAL ML LF 7P Pa FFNYAPATUNLPHHME U1 FPTFAA?
(A7& TR OTATLM PALS)

- A@R.8 PaR IAM

2. ANAPTAEPICLAPTM TN HIFNRFPATAY-
+PALMSTTATSPTALAMPPTAYL, FAT LM PO FFLYT747?
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IV. AN AT N1-+PAL MST O-LL4+7Y P, PLSP4 U1 PTT N+a@Ah+
1. ANAPY AP 9C NOANP YT AL aoanNN+y Py NARATY U3 PT £7745:

AT PNI-TPAL MG FEETF? (NFCIPNT MPF PANAR ADMTF T AT AL N/ALN T PANAHC
NAF T PANL-A20 VT TFIT AAGRLBIP T ARTT NULT TNMIE T ALIE 09T MNMIL *
TN AT AADAT IPANCTT 14T aDgegD I NALPE 0L MDD P97 ACTHS *
PaIN-0 AT arEan():

-ATRHU NAA FEET AR 2247 PARPLTPE NUAR AT TMUNSR +HME 13 AA?
-NFCIRNT 0L AL NITF @M IC NATSR ACPDPPF PNUA A1SPT
- RAORPNQ7 MR& LT

2.ANNPY YL MPHEP MLIR NAAR ATILEP NFCIPNT 0L AL NI T+ ABEP IC
NMLLLHT T TFIF AR +&AT PTRLALCT AT ATRUY ANCSH?

3. AEP ANdALDTY ABLE ATIPLA PIMTFT LT PT T°F °F TFD-?
-N+88 AL N AD$F MLTR AUAT PATRE(

- 8CYT LGP (LT AT

- P22 ARTE

4. NHU HL P +enTC AdRAS PAL AFF D AdeF UNNT NA BoIAB-?

V. AMPAL CONT NMMANT MAT eMLAFT ANTLRT?

Annex |: mA®P PPA OO ML P aoan/ P A S8 dMTF

8¢ a8

U. AT-60/PNOC NI W

. 0.8 an, PFgeYCHelE:
W, YLt l. M
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A. o7yt
AF81 OMETTF PHHIE A PMLP
1. N1+ PAL MST N+™Ah+

1. ANAUYAT NANBLU/A IC 1-+PAL MST NT,MRANT PRANM/AM ™-L2F hA
TAR/ER.? PMT FEETF? (AT AL N/ALN AT PANAHC NASF T PRCIPNT 02T AT +PPHIF
PAFED ANAR AD-MF AP NPT PIINL-20 ATPIRE AP43T T NAXLPE O LT @D
Pa7% ACIHT AT 67N MADLETNINF NLt PLL PANL- T F1tT MAMIL ¢
tPeL 23 ATHRIT (POTE 3T MLIR PAT 3L ARTT NULT MAMIL AT PAF 14T ...
NeQ.aANT):

- ATHUY F80F NANSLUIMA JC ATROPPT 19 AT £288 1U/A?

- AASTU/M/ NDANPT NI1-+PAL MG N+MANT NTAK ATEFD PR PNZFRUM/ INC?
- AR NAPE R8T AR AASTUYAY +MESAU/APC CRmPPT ATRL NAU/A?

- 9% NAUF T80T AR AT8F TNELP AT 31/ T SIAK/6h.?

2. ANAUT/AT NANSLU/N IC DA kT ARA/REN AT PANAHC NASF TAATCIPNST AT NA ANAP
AD-MF AP NPT PINE-A0 AT T A4S T NAMGPE 02T AR NATLTY ACTTHT AT 67N
MADLE TNINF N PPFP ATTFITT MAMIE T NthPe1 RF VTTFIT AL (POIE 385
MLI° PATALE) ARIE NULT TNMIL AT PANCTT 914t angege? | Panm PP+
ATRLUTAT ANEAT/LT

-hAABLU/A IC AP@PPF 4P LET AT UNNUIAT AGRaIAR 19 1U/A?

-NTFCIRNT 08T AL P ADMFT AdRRERIR KG PANCFU/NTY/ +R0OF ATRRRID Pag £ /70
@28+ ATLF ATRMMPA> ANAUYAT ANLSH/ED?

-NFCIRNG @PF PONAE ADMTFY AdREIe ANLAT A28 +A%FA NAU/MA FANAUIMR?
(PANA® ADMF IPAF 914TT APREID I 4075 NULLTT MNMIL ... .NTAPANT)

3. ANSLU/N/ DA 18R N I+/F IC P+ £eF aoF 1a- ANAUY/AY NTIAT/EbL?
- PANAP ADMFTY ALTPAN+ T ALTT NULPT. ..
- NPHE®™ A%F AL NATFER NI+H/E JC ACPMPPF PaQaDCM-t? (71T F. )

4. KNAUYAY AMSLUM NI+ IC DATFER ATRT PUA 1LH ATR+1074 114%/1¢H?
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- LRt PR NHRIIM 1 MEN AAR AAR?

5. ANAUT/AT ANSLU/A NTH/F IC NATLDPRNF AD-L AT191473/4% FFAAU/LAT?

- AU P RSO ATRLIN PALPLCOTMY AOE METR Ui ANTEOAU FEPAYU?
-O-2L+k PR 1M LN $ONFR ?

6. ANAUT/AT AASLU/N NADAN AT PAT-+PAL MT R8T NACNP IC PT7974NF NI
A2 AAN ATRULT A14 A RFAN?

-P@L L+ MAMTIPEL T TNL LT T AITPNTITP AT P+N+A 1D MLA..... ... H
- AL APmsk, AT APMER, AR M-L LT
1. N@ANP AT NNT-+PAL MT AL PA ALFPFT N+aoAN+

1. N+LPH F8&F AR NANSLU/A JC NATLLRCHT MR8+ 9°F AN+ LPF AAPT AT AL
/A2 AT PANAHC NAZF T PFCIPAT 0L AF +POH1F PATFA ANAR AD-MT T A% DUy
PINL-A20 AJRIRL A0 L& INAALPE AL @AM P95 ACTHT AT 870 TNDLE: ¢
NINF N&F 0L PaINL-A AT FITT MAMIE | +P41 &F ATFIT (POTL 385 LI
PAT 3L5) KLIT NULLTT TMAMIL AT PAF 14T (P SMmID?

2. ANAUTY/AY AABLU/A NI+/E IC NATHU FBETF @ PP AL E9P4 4L P N1t INC?
- A9RT LAPAAYA/AA NH.P ALTRU/A AT8.U AT M- 27 PEaRGF?
- L2+ MP+Y TANATEDT 1H PMNP INC?

3. ANAUIAT NAASLUMA JC RFP AT NI1-TPAL MG FEETF AL PARINNT ANKALTTT
NF1A8/e0.? (PANAR A®-MF I FCIPNGT PAF 14T I AT AR ML /KEN T PATLAT ACTTHS ©
R21E NULLF.. .M. H.+ He P amPPT 9oY PUA ANLAT 1O-?

4. ANAUTAT NFCINT OPF NANT-FPAL MT ITHN NARAMT £28U/M PINZ M7 ATEUY
1A/68:?

-NANS2U IC PRLN @R 27F ATH/T £I4 MEFR AJH 1NC?

5. NFCIRNT 0L Y NANSLPTU/A IC NAGANE A TNT-+PAL MS 1h +80F PAHDPRT
IALTT PANT £APRAYA?

. N@ANP AT NNT-+PAL MT 180T AD-LL2F & U1 FPF+T N+aAh+
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1. ANAUYAT NAABLU/A IC NOANP AT NNT-TPAL MG 80T AL ACPDPPT PAM-Y 9OF
U3 1A8/6n.?

-NANS1T AF NAE aohpd PAD-: 17T+

-N2F+P AT NI-+PAL MG IC P+PPH F86F aPhATY NaRaeANT
VI. N@ANP AT NAT-+PAL MF +80F @-L 24 P PGP 4 U1 PFT N+MAN+

1. ANAUYAT ATHE NAASTU/A IC NATNL-A F31HT AT DA T-+PAR MT 80T
A1811074 A1$4F POV Ui PTY ROIAR?

-NTF8R AL PANST MBI PAL FIRUCT MBI 17H(N,
N8R AL POYHN AMLF DLIR AA NA

2.AN0UAT NANSLYU IC AT8LY1774 AP NUPT DA PAR 7 NUAPR MELIR ayUNL-P
+HME +FATPTT N LIAR?

3. ADPghanC ML.I® NHCHE ARFC PR HEATD Adet F8EF N NLFIAR/ERL?

VI.  AMPALCONINT,ANTMATCMLATTANTLRT?
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Annex J: ML M-L L4 aoan/ @ ARANSLPT/ AL T

hANS1LPT IC °+LL7 PN -2
. POALT P2 L% A E/+PhCY N+IANT

1. ANAPT PFCIPNST 02T LA ABPIC NRFP AT N1-+PAL MG Th 80T AL PAPTT
M-22%F ATRE RIAR?

2. NFCIPNGT @PF ANAP ADD T AT ALN/REN T PANAHC NAF T PAOL T, P)NL-
9T RET ANANA T ARTE NULT MNMIL T ALIE 08T MNMIEL T AN AT AADATY
MAMIL T PAFILTT RRLID INARLPE 0L @AM NATLTT ACSIHS T $L9° NAT
1HLF NIRT ALYT ARPAN: ATLMMY74 LoTAR.:

P L2k AR MAMTIPEL T MNL T T ATPNTITP AR ¢
-RTE A®meky, T AT APMek, T hET -2 25T

@22k NS 1@ MEN NHFHPPL PHAALD MEN AA ARAANT TA+HAAL P APY1 L
AAPT?

3. ANAPYI NRFP AT NT-+PAL MT 80T AL NALFT ABP IC NLLTFT @-LL%F PAPTHT
ATRE £IAR?

-NFCIPNG 02T AL NI T+ AP IC NADANP AT 21-+PAL MG F80F P22 IF U+
PANN AB-@-D @PFP INC NA®D- PANA?

-AEP IC AOF AARLR APMPPF Ban4.? (NHPY 1H PAA/A 0.£T% NFT TNC?)
-AIRY NHP OLMmMm Lo+Y BEAR4?
4. ABP IC NATFS RACPM PP+ anyA PP F 92187 YNC?

- (PA+4AT NUC ALTPANE DLID PA+LAT NUS hAPhAE NET)
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5. ANAPI NAEP IC NAAT AL M/ALN AT PANAHC NAF IPRCIPNT 0L AT +PPH 1T
PATE ANAR A®MF T NINZ-2 9T TFIT ATRLCE T NAXEPE 02T O-ND NAT,TT
ACSIHS AT 870 MADLE TNINF N PPF T TIFT MBADIE i+Pet FEETY N+aPANT
ABP IC 9% PUA 1H ATLMMPR PhEAT:

-@RLk (POTL MEIR PAT 3LE) IC AT NULT ATNDIL AT PANETT 914+ AdRg&gm?
6. ANAPII NFCIPNT 0890 AL NTITFF AEP IC NATFER PTRFTDLRNTT 00 N7AR?

- @287 P PNT@FF AT PNLHAN ANAT I 12NT N+TFNTF N4 DB AdT NPT
NANT NF 70x?

-NA@ANR AT PAT-TPAL MST FEET AETT NN+NAN O-Nh L% PARNEMRC ML gD
POIN+ALC YALTF PAD- O3 RADHAP FA?

7.ANAPY AEP NFCIPNT 0PT ATEF APRIS: AT8A PHEAT AP NTFCIPNT MPF
AD-MFY ATQERERI ACOLET IOF RRLT?

- @-LL2+ AEPT NFCIPNT @PT PANAE ADMTFT AT8RERI° PL8SMD- AT LT 1O-?
(PANAP AL7F T PAM-1T AG-A T PMC ANN T PANEF +RAT
Il N@ANE AT NNT-+PAL MT +80TF AL PANSLPF AL JT N+arAn+t

1. N17-20 &a°%F A& nAA O-ND NA ASP JC NOAAN AT NAT-TPAL MT F8ET AL
PaRaINNT ANEALTT £91AR.?

- PANGNP NALFT ABP NFCIPNGT MPF CARMD-Y AT D¢ NULPTT AT HHATPTT
AT8AL NAPLI& AT NTRTH AY9C?

2.ANAPT NRFP AT NA+PAL MG IC NTLPH 80T AR PACNPT ADTFP AMET AAEP
ALt TAFAAE ATLFA NTAR?

3.nF81 OM$F IC NPFP AT NI1+PAL MS 1 F8ETF AL NTALI® NAT AL N/REN AT
NANAHC NAZF IC N+PPH 8T T PRCIPAT AG +LPH NI-ULMFP AT ANAR AT *
M) AL ML+ AMRERC PHEFMm PAL MR NAA Mé 10 NAD- PANA PIRFNMNTT ALY
PheErT: A® NPT PNC-0 ATRIRL INALPE 02T MND NTTH ACIHT AT 87N
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MADLE T NINF LT PPF 1T THITT MAMIE I+2l1 2F AT FF (PMIE 385 mLege
PAT 3LT) ARIT NULT MNMIL AT PANPTT 94T angdgn?

4. ANAPTI N17-20 A0RF 0203 NAA @-ND WA 129N TF JIC PHEFRY P2+ AT PNYI-+PAL
MS F8PF MADSP ATBANTFD- N7AR? (AT AL N /ALN AT PANAHC NAS IPFCIPNT 08T
AT TP OHIT PAFM ANAR AD-MTF T NP LR PNZ-A2 T ATRIRE: ADL.S T NAMEPE 08T
@A PIYTE ACTIHT AT 670 MAMLE T NINF N&F 082 AT FIHT MAMIL F N+Pe1 ’F
AT TFIT (PDIL 385 MLID PAT ALE) ARTS NULT MNMIL AT PANPTFT 94T aegggm)

5. N1+ PAL MT JC N+LPH F8PT AR PAEP AD1FPTT AGRIIAG T2 PUA £PLE T 19
AT 146 T1?

1. A®® PPt PAM- I U337 N+a®AN+

1. ANAPI NFCIPNG 027 AL NAQTTE ABP IC ACCDPPF PR L84 18ETF NTAR?
-NAEP IC PAPT @£ 2%

- P22+ ANLALIFS 17HN

IV.A18LmPR P, PLCTH ALTPL U1 PFT N+aAn+

1. ANAPI ABP IC PAPHY ML 2% POR P LT%4 1 PTT NTAR?

- ANAPT @LLFPT PANARA NUAR SHF PAFD U3 PFT N74AR.?

-POARTS PARTY L LHPMQ PLTPE ARYNLP MLID YL MMPFP +HAE: L1 +PT AN? Nk
MM

V. AMPAL CONT NMANT MAT P LATT ANTPRT?
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Annex K: M7 M-L£ 24 aoan/ @ A S8 MM+

I. NCI”NG 6L AL P97 F MMTT NANSL/MAST IC PAAGT P22
AL /+PheT N+arAhT

1. ANAPI NMAETP JC hDAN AT hAT-+PAL MS JC N+PLPH FBEF AL PAPTY
ATFIT LAAR? (AT AR M/AN AT PANAHC NAZF T PFCIPNT 08 AT +PPHIF PATFD-
ANAP AD-MF T A NUPF POZ-20 ATRIRL ADAP T (AL PER 0L M-NM PO9 7%
ACSTHS AT 670 MADLE ThoNF Nt PTLLLA PNL-20 AT TFIHT MADIE T+ 23
ATFIT (POTL 385 MLIP PAT 38F) ALIEF NULT MAMIL AT PhF14FT OB PMmYP):

-NANSLP/ MABP IC AT°T PUA 1H LM P PA?

- @22+ NTHAAT POL M 1H +E0DZ NAM £IPTA?
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-NFCIPNST IC N+LPH ANAR AD-mF AP@ PPt NT oC mPPT PNLAIA NAD: PIPTA?

-NFCTRNT PC NHLPH NAAPT ATRE T NAANAR AB-MTF T AAANET 14T NANSLP/DAEP
IC £1714K7?

2. @RR+ AT8NYE PIOFLATD NTOY AD-E 102 (N1 DLI® N4 AdeT PN+AN ANAT
NANF)

3. NFCIPNGT MPF PR L/ F ADMTT AdPREID M-L 2+ ATLF MPT, ATLINZ NLFTAR?
I.2F+817 OMTTF AL

1L.OAEP IC NAAT T FIF PAPET AAPANNF Ph&EAT: AT ARA/REN AT PANAHC NS ¢
PFRCIPNG 0.8 AT +PPH T PATM ANARA @MmF T AP NI 1P99NL-20 AJRIRL R4S ©
NAZGPE 0L @AM PR7% ACTHT AT 8N TNMLE T NINF NET PIRLLL PINL-1
ATFITTY MADIL T P RF ITTFIT (POTL 385 MLIR PAT 38F) ALIF NULPTTY
MAMIL AT PAFILTT AP PMIR?

2. NOANSR AT NNT-+PAL MT FEPTF AL NANSLP/DAEP JIC PAD- PaRNNt ANLALTT
goy LADAATEA?

- NANSLP/NDAEP JC aemPPt+Y P48U NIRTY AR Y7L §M-?
-NFCIPNT T PMNARTT AD-MTF ATPRLRIR PD-L.2+T MPTF N TTAR?

3.NN+AN @AD ATLHY PA F8EFT NFCIPNT O.LM AR NAATTF MM$+ IC Pam PO+
IALTT PANT 7Y LAPAATEA?

- PANTF DALY 102 ATRY

- PATE YALYT 102 ATRY

- meN BARIR? AT

4. \NAPT NADANP AT NI1+PAL MG BT NTAY JIC 01910 ATLTEAT £OIAR?
- ANTY T ATHU 2N LARID? AGRT

-NaF oC APDPT LAY AATU

H.AD-2 2+ P9 /8. F U3 3PFY N+acAh+
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1. NANBLP/@ABP IC PR3 AT PNI-+PAR MG M-LLF 18,849 TF idPF 90187
TFM?

-NANBT MAEP PH9RYCH 228

-NANST MAEP PAFD “1THN

-NhN8Y MAEP IC PAPYT AT 1T

- ATB.P ARLE R IAM

IV.NANS, @AEP IC A8 LMPR P PLTPE U1 PFT N+HaARAN+

1. NANSLP/DAEP IC NRFP AT NA1-TPAL MT 1A F80F AL a2aNNtT Py hARAT
U13PF 9217 §Fm-?

- RAOPNARaRETY dRa L5

- 08

- oM a9

2. ANAPT NDAEFP IC A18F19% PALNANAPFT Ui PF N1AR?
- &CY%

- 08T

V. AMPAL CONT NMANT MAT P LATT ANTPRT?
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Annex L: Profile of Study Participants

A matrix Table 1: Parents in-depth Interview

Code Sex | Age| Religion | Number | Status of Work Title | Relationship | Nationality
of Education Status
children
IIM-1 | M 47 Orthodox 5 Primary Private Married Ethiopian
1IM-2 M 55 | Orthodox 7 Primary private Married Ethiopian
1IM-3 M 48 | Orthodox 4 High school private Married Ethiopian
Completed

[IM-4 M 48 Muslim 4 Literacy Private Married Ethiopian
[IM-5 M 50 | Protestant 6 Literacy Private Married Ethiopian
lF-1 F 50 | Orthodox 6 Primary Private Widowe d Ethiopian
IF-2 F | 48 Orthodox 3 Diploma Government Married Ethiopian
IF-3 F 52 | Orthodox 3 Primary Private Married Ethiopian
IF-4 F 58 | Orthodox 4 Primary Private Divorce Ethiopian
IF-5 F 54 Protestant 4 Primary Private Married Ethiopian
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[IMP="In-depth Interview with Male Parent; IIFP= In-depth Interview with Female

Parent.

A matrix Table 2: Adolescent’s in-depth interviews

Code Sex Age Religion Status of Nationality
Education
11B-1 M 20 Orthodox 12 Ethiopian
11B-2 M 17 Protestant, 11 Ethiopian
11B-3 M 19 Orthodox 12 Ethiopian
11B-4 M 18 Orthodox 11 Ethiopian
11B-5 M 20 Muslim 12 Ethiopian
1G-1 F 19 Orthodox 12 Ethiopian
1G-2 F 20 Orthodox 12 Ethiopian
11G-3 F 19 Orthodox 12 Ethiopian
11G-4 F 17 Orthodox 11 Ethiopian
11G-5 F 20 Protestant, 12 Ethiopian

11B= In-depth Interview with Boys; I1G= In-depth Interview with Girls.
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A matrix Table 4: Male FGD Participants

Code Sex | Age| Religion Number | Education Work title Marital | Nationality
of status status
children
[IM-1 M 47 Orthodox 5 Primary Private Married | Ethiopian
[IM-2 M 55 | Orthodox 7 Primary Private Married | Ethiopan
[IM-3 M 48 | Orthodox 4 High school Private Married | Ethiopian
Completed
1IM-4 M 48 Muslim 4 Literacy Private Married | Ethiopian
IF-5 M 50 | Protestant 6 Literacy Private Married | Ethiopian

FGDMP= Male FGD Participants

A matrix Table 5: Female FGD Participants

Code Sex | Age | Religion Number | Education Work title Marital | Nationality
of status status
children
lF-1 F 50 | Orthodox 6 Primary Private Widowed | Ethiopian
lF-2 F 48 | Orthodox 3 Diploma Government Married Ethiopan
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IF-3 F 52 | Orthodox Primary Private Married Ethiopian
IF-4 F 58 | Orthodox Primary Private Divorce | Ethiopian
IF-5 F 54 | Protestant Primary Private Married Ethiopan
FGDFP= Female FGD Participants
A matrix Table 6: Boy FGD Participants
Code Sex Age Religion Status of Education Nationality
11B-1 M 20 Orthodox 12 Ethiopian
11B-2 M 17 Protestant, 11 Ethiopan
11B-3 M 19 Orthodox 12 Ethiopian
11B-4 M 18 Orthodox 11 Ethiopian
11B-5 M 20 Muslim 12 Ethiopian
FGB=Focus Group Discussion with Boy
A matrix Table 7: Girl FGD Participants
Code Sex Age Religion Status of Education Nationality
1G-1 F 19 Orthodox 12 Ethiopian
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1G-2 F 20 Orthodox 12 Ethiopian
11G-3 F 19 Orthodox 12 Ethiopian
11G-4 F 17 Orthodox 11 Ethiopian
11G-5 F 20 Protestant, 12 Ethiopian

FGG=Focus Group Discussion with Boy

Annex M: Table of categories and codes

Table 1: Study participants’ perspectives on communicating SRH issues

Category:

Codes:

1.views of non-biological parents

communicatingon SRH issues

-addressing the issues
-develop health attitude
-initiating open conversation
-clearify misconceptions
-provide guidance

-feel confortable

-asking open-ended questions

-answering open ended questions

2.views of adolescents

communicating on SRH issues

-appriciate the opportunity

-discuss their physical changes (puberty) in an open manner.
-develop interpersonal dynamics

-Mutual understanding and knowledge sharing is promoted
- asking open-ended questions

-answering open ended questions

2. Appropriate age to start

communication on sexuality

-before puberty
-at puberty
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-after puberty

3. Topics to be discussed

-protective (aspect) of sexuality: (abstaining from sex, avoiding
risky behavior, avoiding drugs, avoiding alcohol and tobacco use,
wearing respectful clothing, staying away from bad influence,
resisting peer pressure, learning about condom use and
contraception; building life skills

-associated risk (aspect) of sexuality: (STIs, HIV and teenage

pregnancy)

4. Preferred person to talk about sex

-non-biological parents
-school teachers
-healthcare professionals

-friends or classmates

5. Conditions that prevents parent-
adolescent communications on

SRH

-ack of time to talk
-culture

-lack of clarity in Poetic speech, proverbs, etc.

6.Experience of discussing

-open and free

7.preferences for the timing and
frequency of parent-adolescent

communications

-weekends
-events
-sometimes

-rarely

8. Forms of discussion

-two -way discussion
-private and

-participatory group discussion

9.conditions that facilitate SRH

communication

- healthy relationship based on mutual respect and trust
-life transition
-symptoms or health concerns

-awareness and education
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-accessible health care services

-supportive social network such as friends, family,teachers and
health professionals

-media such as TV and radio programs

-technology like cell phone

-supportive or non-judgmental environment that accepts any
questions or concerns

age-appropriate information

-active listening

-timing and privacy

10.Conditions that prevents | -lack of time to talk
communications on SRH -culture

-lack of clarity in Poetic speech, proverbs, etc.
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