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Abstract
Background: According to World Health Organization (WHO) adolescents are defined as
persons between 10 and 19 years of age; nearly 20% constitute Ethiopian population and four-
fifth live in rural areas. Studying their reproductive health knowledge, services utilization and
associated factors is highly relevant to design age-appropriate program interventions and

strategies in the local context.

Objective: To assess the reproductive health knowledge and services utilization among rural
adolescents in Machakel woreda, East Gojam Zone, Amhara National Regional State, Northwest

Ethiopia.

Methods: A community-based cross-sectional study was conducted to assess the reproductive
health knowledge and services utilization of rural adolescents in Machakel woreda. The study
employed both quantitative and qualitative methods. A systematic random sampling technique
was used to select 415 adolescents from eligible households. Data were collected through
structured pre-tested questionnaire and using in-depth interview guides. The data were entered
into Epi Info and analyzed by using SPSS software for windows. Univariate, bivariate and
multivariate analyses were done.

Result More than two-third (67%) of the adolescents were knowledgeable about reproductive
health issues. Late adolescence (AOR=3.77, 95%CI (3.1, 8.98)), residing with grandparents
and/or other relatives (AOR=2.21, 95%CI (1.81, 6.04)) and being from rich families (AOR=3.37,
95%CI (1.65, 6.87)) were associated with reproductive health knowledge. However, only a fifth
(21.5%) of the adolescents have ever utilized reproductive health services. Parent (s)
disapproval, lack of basic information and pressure from partners feered to deter
adolescents from accessing reproductive health services. Late adolescents had more tendencies
to use reproductive health services (AOR=2.18, 95%CI (1.13, 8.03)). The likelihood of utilizing
reproductive health services was significantly associated with knowledge for reproductive health
(AOR=1.23, 95%ClI (1.23-4.21)).

Conclusion It was found that reproductive health knowledge sedices utilization amongst

rural adolescents remained insufficient. Community-conversation in line with adolescent-to-
adolescent-counseling, peer education and parent-adolescent communication should address

sensitive topics such as sex education and other reproductive health issues.

Vil



1. Background
According to World Health Organization (WHQO) adolescents are defined as persons between 10
and 19 years of age, are characterized by significant physiological, psychological and social
changes that place their life at high risk and they make up about 20% of the world’s population,
of whom 85% live in developing countries. Yet, they have been neglected as a distinct group
and have generally been subsumed under the heading of child, family or women’s health and
welfare. This has at least partially been because adolescents were considered to be a relatively
healthy age group, one without a heavy “burden of disease”, compared, for instance, to newborn
infants or elderly people. However, recognition has been growing in recent years among policy-

makers that adolescents have special health-related vulnerabilities (1, 2).

A comprehensive adolescent reproductive health (ARH) program can provide right information
at the right age (3). The concern about adolescent sexual and reproductive health (ASRH) has
grown following reports that sexual activity, early pregnancies and sexually transmitted
infections (STIs) including human immune deficiency virus (HIV) infection rates are increasing

at unprecedented rates among adolescents (4).

Since the 1994 International Conference on Population Development (ICPD) in Cairo, Egypt,
adolescent-friendly reproductive health services (AFRHS) have been recognized as an
appropriate and effective strategy to address sexual and reproductive health (SRH) needs of
adolescents (5). ASRH has become an issue of concern to governments, demographers and
planners all over the world. Nevertheless, the needs of the young people remain poorly

understood or served in much of the world (6).

However, education pertaining to ASRH can mitigate the deep-rooted problems by improving
knowledge, access to RH services such as family planning (FP) and enabling decision making on

their utilization (9).

Studies in both developed and developing countries demonstrate that the behavioral patterns of
RH services and use differ significantly between adolescents and adults. This difference may be
attributed to the maturity, higher knowledge and access to services and experiences among adults

compared to adolescents (10).



Adolescents know little about how to protect themselves and are often unable or unwilling to use
the services.Many of these young people do not consider themsatvde at risk, they tend to

view their sexuality positively and keep it secret for fear of disapproval by their elders and
sometimes they have a feeling of anxiety and shame. As a result, they receive little guidance
about rights and responsibilities how to protect themselves against unwanted pregnancy and
diseases and have little access to healthcare services (11).

In order to lead healthy, responsible and fulfilling lives and protect themselves from RH
problems, adolescents need to be knowledgeable about themselves and need adequate
information regarding the physical and psychological changes that take place during puberty,
menstruation, pregnancy and child birth (11). The need to address these problems through RH

education as has been recognized at various national and international forums is paramount.

Despite 35% of the world population being in the 10-24 age group, the health needs of
adolescents have neither been researched nor addressed adequately particularly their RH needs
are often misunderstood, unrecognized or underestimated (14). Early & unprotected sexual
activity and misconceptions about HIV/AIDS are prevalent in rural adolescents putting them at
greatest risk of ill-health conditions (11).

In Ethiopia, nearly 20% are young people of whom four-fifth live in rural parts of the country (7,
17, 18).



1.1 Statement of the problem
Focusing on adolescents’ RH is both a challenge and an opportunity for healthcare providers
(14). Adolescents in rural areas may face troubles due to lack of right and accurate information
regarding their own physical and/or sexual developments. The need to address this problem
through health education by health professionals needs to be ascertained (12). The knowledge
and awareness levels about RH among rural adolescents may not be similar to that of their

counterparts from urban areas.

The review of literatures reveals that there are few studies on knowledge, attitude and practice
(KAP) of adolescents in relation to their RH in Ethiopia showing a significant discrepancy
between knowledge about and the level of services utilization in particular and poor access to
RH services in general (17-19, 27).

However, few attempts have been made patrticularly in rural settings to communicate with them

for addressing their critical concerns or provide them with the necessary SRH services.

Rural adolescents in the study area may experience the same trend with their counter parts in
other parts of the country and the study result is intended to come up with their RH knowledge,
services utilization pattern, identify associated factors and recommend the way forward to
narrow the existing gap particularly with respect to knowledge & services utilization pattern
amongst these “windows of hope” population.

1.2 Rationale of the study
Little is known about the quality and accuracy of adolescents’ knowledge and preferences of
health services and their utilization (16).

As “age-appropriate” interventions specific to a particular setting are desirable to address the
diverse needs and contexts of adolescents’ lives, studying their knowledge, services utilization
and their associated factors is highly relevant to design appropriate program interventions and
strategies in the local context (17, 18).



2. Literature Review
2.1 Reproductive Health Knowledge
Knowledge of RH and respective services is an important prerequisite to gaining access to and

eventually adopting SHR services among adolescents (11, 18).

A base line study done among rural adolescents in India revealed that they lacked scientific
information and misconceptions were widespread on various RH issues. Girls were found less
knowledgeable (31%) compared to boys (33%) on these issues; around three-fourth of boys and
two-third of girls accurately knew the modes of STIs and HIV/AIDS transmission; nearly 50% of

the adolescents knew that changes marked boys entering into adulthood and girls into

womanhood (22).

Reproductive health knowledge and services utilization among rural adolescent migrants in
China showed that low levels of RH knowledge on pregnancy and fertilization (29.4%) and
contraception (9.1%). Female showed more knowledge about pregnancy and STIs but with less
knowledge on FP policy than the male. Also, 15-19 years old had the least knowledge on
pregnancy and FP policy (P<0.001). There was relatively high level of knowledge about STIs

and nearly half of them received free contraceptives/condoms (23).

Study on STI knowledge, communication and perceived risk in the Eastern Cape, South Africa,

showed that nearly 88% of the adolescents learned about STIs from healthcare workers, the
media, educators, schools and friends. Only a small proportion reported having learned about
these issues from their parents/guardians (24).

Accessibility to SRH information in Ghana showed that, about 58% of adolescents knew FP
whilst 41% did not know about it. The main FP methods known by most adolescents were pills
(33.9%) and the least known were sterilization, intra-uterine devices (IlUDs) and norplant. The
majority did not know any FP method and could not mention any method (39%). In terms of sex

segregation, the males were more knowledgeable than the females (39% vs. 25% for condoms)

(6).

In Ethiopia, effective knowledge of HIV/AIDS is contingent on knowledge of ways to avoid
contracting the virus. Despite that AIDS awareness is relatively high among adolescents in

Ethiopia, one in four young women and more than one in ten young men have not heard of AIDS
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or know whether it could be avoided. Nearly a third of young women and a sixth of young men
did not know a specific way to avoid the infection (18). According to EDHS (2011) report,
about 97% of rural adolescents in Ethiopia had heard of AIDS but 50% were knowledgeable on

HIV prevention methods (8).

2.2 Reproductive Health Services Utilization
Adolescents, as a rule, are left out of various RH educations and intervention programmes as
they are considered either too young or old to be in the programmes' target groups. As a result,
60-80% of females in the 11-18 years age group were illiterate and unexposed to life outside the
household (24).

Ever use of RH services is basically measured as the cumulative experience of adolescents with
RH services (7) and it was found to be 41.1% (25).

In China, the most often obtained RH service was the STI/AIDS prevention health education
(female: 49.6%, male: 50.2%) and only 16.1% of females knew and took advantage of the free
RH checkup (23).

One study in northwest Ethiopia found that contraceptive use including condoms was lower
among rural adolescents (AOR=0.10; 95%CI (0.04, 0.3)). Only 2% of the rural compared to

35% of the urban sexually active adolescents had ever used condoms (27).

According to EDHS (2005), the contraceptive prevalence rate for currently married teenaged
women between 15 and 19 years was only 8.9%. Moreover, even if adolescents use
contraceptive, they were less likely to use most effective methods like sterility and long term

methods than older woman (data not shown) (7).

The use of condoms during the last sexual intercourse among rural adolescents (15-19 years) was

nearly 16% (24.3% among adolescents of Amhara region (15-19 years)) (8).



2.3 Factors associated with Reproductive Health Knowledge and
Services Utilization
2.3.1 Socio-demographic and Socio-economic Factors
Various local and international studies have shown that socio-demographic and socio-economic

characteristics of adolescents such as residence and education were reported to have close

relationship with RH knowledge and healthcare-seeking behaviors (9).

Assessment of the magnitude of socioeconomic inequalities in RH services utilization among
adolescents in Asia and Sub-Saharan African (SSA) countries revealed that contraceptive use
was significantly less common among adolescents in the poorest quintile than those in the richest
(25).

Sexual behaviors and the use of services among adolescents not only vary across countries and
regions, but vary within a given country as well. For example, in Burkina Faso and Mali specific
factors such as higher levels of education, urban residence and family wealth were associated

with higher levels of sexual activity and use of respective services (10).

Evaluation on the effect of health education by health professionals on adolescent girls’
knowledge and attitudes towards RH showed remarkable improvement in relation to knowledge
about puberty, menstrual cycle, pregnancy, contraception and also transmission and prevention
of STIs. This study showed that health education as intervention increases the awareness level
among adolescent girls in rural areas who belonged to low socio- economic status, thus
empowering them to take care of their own health and protect themselves from possible health

problems like unwanted pregnancies and risk of getting STIs in their future life (13).

Govindasamy P, et al. indicated that Ethiopian teens were less likely to have information about
AIDS than youth in their twenties (73.3% versus 83.9). Youths in more urban areas of the
country were much more likely to have information about AIDS than their rural counterparts

(95.9%); it also revealed that awareness of RH services utilization was higher among ever
married than never-married youth. Females had more opportunities to acquire RH education
than males, while males obtained more free contraception tools. It showed that males were
poorer for RH consultation services, but received more RH health education in contrast to

females. Income had no statistically significant impact on services utilization and the unmarried



illustrated much lower knowledge on pregnancy and fertilization than married (41.6% versus
14.2%) and contraception (21.3% versus 9.1%) (20).

A base line study among rural adolescents in India, showed that age, faculty of education, peer
interaction and erotic exposure were significantly related with their RH knowledge levels; junior
and primary school students obtained most of the RH health education and were the least who

had utilized the check up services (22).

A community-based survey in rural western Kenya showed that having more than 8 years of
education and being of higher socio-economic status were the most important factors associated

with RH services utilization (data not shown) (29).

According to Tewodros A, et al. on determinants of adolescent fertility in Ethiopia, the effect of
FP as a determinant of fertility was observed only in urban areas while it had almost negligible

effect in rural areas (30).

Study conducted by Fantahun M, et al. in Amhara region of Ethiopia revealed that urban
residence and educational status had significant association with modern health services
utilization in health institutions (AOR=3.4, 95%CI (1.8, 4.5)); it also showed that teenagers were

less likely to visit and utilize modern health services (32).

Access and health services operational problems were found to be the major reasons that prevent

rural adolescents from visiting health institutions (data not shown) (26).

Youths aged 20-24 year and educated were more likely to be currently using a contraceptive
method than teens and uneducated youths. At the same time, women in urban areas, who listen
to the radio and ever-married, were more likely to be using contraception than their counterparts
(data not shown). Residing in urban areas was significant in improving knowledge among

women and men regarding utilization of the available services (20).

2.3.2 Cultural Factors
According to a baseline survey of ARH interventions, restrictive socio-cultural norms inhibit
disclosure of information about sexual activities and other RH-related issues to unmarried



adolescents. Hence, the rural adolescents, particularly females, had a substantially lower level of
knowledge about HIV/AIDS (data not shown) (10, 21).

Reasons for remaining sexually abstinent reported in India were value towards sex, fear/pressure
of family, religion, unwanted pregnancy or STIs and inconvenient place, partner and money.
The informal channels that provided information of sex related issues were peers, pornographic
materials and media. Over 83% boys and girls expressed the need to introduce sex education in

schools and colleges (22).

A quasi-experimental pre-test post-test research on RH awareness program for adolescents in
Tanzania revealed that sexual experience in girls and boys differed signific&(t)y=1x282,
P=0.007); nearly half reported that it was by force (31).

2.3.3 Behavioral Factors
Desire for child appears to be the primary reason for non-use of contraception among currently
married female non-users in Bangladesh. Lactational amenorrhoea was the next most commonly
cited reason for non-use (17.4%). Other reasons mentioned include infrequent sex (7.5%), side

effects/health concerns (7.5%) and opposition from husband/relatives (5.3%) (10, 21).

Communication with the students and their parents differed between girls and boys; more girls
than boys communicated with their parents about their daily life (73.2% for girls versus 65.1%
for boys) (31). Concerning communication about sex and HIV/AIDS, it was 37.3% for the girls
& 29.6% for the boys. Moreover, most of the adolescents preferred to communicate with friends
(38.67%) and siblings (28%) about sex; only 15% talked to either parent (30). The majority of
adolescents (67.3%) would like to go to a health facility for SRH information (6).



3. Objectives
3.1 General Objective
To assess the reproductive health knowledge and services utilization among rural adolescents in
Machakel woreda, East Gojam Zone, Amhara National Regional State, Northwest Ethiopia,
2012.

3.2 Specific Objectives

* To determine the level of reroductive health knowledge among rural adolescents in
Machakel woreda, East Gojam Zone, Northwest Ethiopia, 2012.

» To determine the level of reproductive health services utilization among rural adolescents
in Machakel woreda, East Gojam Zone, Northwest Ethiopia, 2012.

* To identify factors associated with reproductive health knowledge & services utilization
among rural adolescents in Machakel woreda, East Gojam Zone, Northwest Ethiopia,
2012.



4. Methods
4.1  Study area and period

The study was conducted in Machakel woreda, one of the 18 woredas of East Gojam zone,
Amhara National Regional state (ANRS) in February 2012. Amanuel is the woreda’s town. Itis
28kms and 328kms far from Debremarkos, the capital of the zone, and Addis Ababa
respectively. It borders with four districts: Debre-elias in the west, Senan in the east, Dembecha
in the north and Gozamen in the south. The woreda comprises 25 kebeles (1 urban and 24 rural
kebeles). Based on the 2007 census and according to regional population projection in 2009, the
district had a total population of 128,655, of whom 8749 (6.8%) live in urban and 119,928
(93.2%) in rural areas; nearly 44, 386 (34.5%) were people of age group 10-24 years. The total
number of households (HHSs) in the woreda was 29,918 and the average population density was
936 people per square kilometer. At the time of the survey, in the district, there heatho
centres, 25ealth posts (1 urban and 24 rural) and 185 healthcare workers of which 55 were
HEWSs; two non-governmental organizations (NGOs), Clinton Foundation and integrated family
health project (IFHP), were working on RH.

4.2  Study Design
A community-based cross-sectional study was conducted to assess the RH knowledge and
services utilization of rural adolescents in Machakel woreda. The study employed both
guantitative and qualitative (in-depth interview (IDI)) methods. The IDI for qualitative part of
the study was chosen as most of the issues to be discussed were sensitive personal experiences
and hence to allow the respondent tell his/her story in his/her own way and also to let the study
unit to be explored in depth to discover the nature of the experiences, feelings and perceptions;

moreover, it was preferred to study individual level factors.

4.3  Source and Study Population
4.3.1 Source Population
All rural adolescents who lived in Machakel woreda for the last six months were considered as a
source population.
4.3.2 Study Population

Eligible adolescents from the selected HHs were the sample population.

10



Inclusion Criteria : All rural adolescents of Machakel woreda who lived for the last six months

were included.

Exclusion Criteria: Rural adolescents who fulfilled the inclusion criteria, but seriously ill during

the data collection period were excluded.

4.4  Sample Size determination
The sample size was calculated using single population proportion formula by taking p
(proportion of modern contraceptive utilization by adolescents) to be 57% (27).
The assumptions of 95% confidence level (level of significans®,05), 5% margin of error
and 10% for non-respondents were used to determine the sample size.
nzj_z(,ﬁ)zg (1-p)+ 10% non-response rate
d 2

Where,

n= required sample size,

p= proportion of modern contraceptive utilization among adolescents

d=margin of error=0.05,

z,2= confidence level corresponding to 95% Cl=1.86=(0.05)

=(1.96¥(0.57 (1-0.57))
(0.05Y

=377+0.1 (377)

=377+38=415

4.5  Sampling Procedure

For quantitative study:

Machakel woreda was selected based on its accessibility to the principal investigator (Pl). Then
six (6) kebeles were selected randomly among the 24 rural kebeles in the woreda. Sample HHs
were proportionally allocated for each eligible kebele. Within each of the 6 randomly selected
kebeles, HHs were selected using systematic random sampling technique. The first HH within a
kebele was selected by rolling a stick standing at the centre of each kebele and following the
random direction of the stick. Once the first HH was selected, the consecutive HHs were
systematically picked Within each of the selected HHs, one adolescent in the age group of 10-

19 years, was selected for the interview. If there were more than one adolescent in a particular

11



HH, one of them was selected using a lottery method. In the absence of adolescent in the
selected HH or when the house was found closed, data collectors made a repeated visit up to
three times and then went to the next HH (Annex II).

For qualitative study:

For in-depth exploration of adolescents’ RH knowledge and pattern of services utilization
including their experiences, feelings and perceptions, participants were selected for IDI
purposively those who lived for the last six months in the selected kebeles and were not included
in quantitative assessment; the IDI also included those who could express themselves well.
Considering resources, IDI was organized for six adolescents representing each selected rural

kebele for qualitative study.

4.6 Data Collection procedures
Quantitative Data:
Pre-tested structured questionnaire was prepared by reviewing previously done studies on the

topic of interest (7, 14, 23, 26, 27 and 32).
The questionnaire contained three parts:
1. Demographic, social and economic characteristics,
2. Knowledge on RH (fertility, contraception, STIs/HIV/AIDS, VCT) and

3. Patterns of RH services utilization.

Data were collected after conducting a pre-test on 10% of the study samples in place which was
similar with the study area (Senan, one of the woredas in the zone and bordering the study area
in the east) and refinement on the data collection tools was made accordingly. Information on
socio-demographic and economic variables, RH knowledge and services utilization were
collected (Annex IV). The data collectors were six health extension workers (HEWs) who had
been working in each kebele after two days training on data collection t&alse-to-face
interviews were conducted with the selected adolescent in a HH. The PI & two Bachelor of

Science holders in public health supervised the data collection process.

Qualitative Data:
An IDI was used to get insight into issues that could not be addressed by the quantitative survey.
The interview was held in areas convenient to the participants near their homes. Open-ended

guestions were used to guide the interview. The interviews were undertaken by the PI and

12



assisted by a rapporter, who took notes and supported by a tape recorder after assent and/or

consent was obtained from the participants. The discussion was facilitated by the Pl (Annex V).

4.7  Data Quality management

To ensure data quality, consistency was checked by translating the Amharic version back to
English by different persons who had Bachelor of Science in public health and were proficient
enough in both languages. Pre-test was undertaken on the questionnaire before the actual data
collection started to examine the reliability and construct the validity of the instrument. The data
collectors and supervisors were provided with intensive training on the objective of the study,
contents of the questionnaires and how to maintain confidentiality and privacy of the study
subjects. The collected data were checked by the PI on daily basis for any incompleteness and/or
inconsistency. If any incompleteness and/or inconsistency appeared, correction was made by
going back to the HH for which incompleteness/inconsistency appeared. Data were entered into
Epi Info software package as part of data quality management. During data cleaning, logical

checking techniques were employed to identify errors.

4.8 Data Processing and analysis
Quantitative Data:
Data were entered in to Epi Info 3.5.1 and transferred to SPSS 16.0 for windows for statistical
analysis. The first step before analysis was data exploration to visualize the general feature of
the data to be analyzed. After exploration, percentages were used to determine the level of RH
knowledge and services utilization among rural adolescents. Data were presented using tables
and graphs accordingly.
Demographic characteristics, RH knowledge and pattern of services utilization were analysed
descriptively; the effect of demographic, social and economic characteristics and other factors on
RH knowledge and services utilization by rural adolescents were analysed using logistic
regression model. To determine the association between different factors and RH knowledge
and services utilization, a logistic regression model was employed and two steps were followed.
First, each factor was entered into a separate binary logistic regression model. Second, variables
which were significant at P-value of 0.@kre put together into the logistic regression madel
come up with the independent effects of factors on RH knowledge and services utilization.

Variables that remained significant at a P-value of 0.05 in the final multivariate logistic
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regression model were considered as independent factors of RH knowledge and services
utilization.

Qualitative Data:

Responses were transcribed and translated into Amharic and then to English. Most important

findingsweresummarized, narrategindincorporatedin the report.

4.9  Study Variables

Dependent:
. Reproductive health knowledge
. Reproductive health services utilization
Independent:
. Socio-demography (age, sex, religion, ethnicity, marital status)
. Socio- economic variables (educational status, occupation, income)
. Reasons/factors for RH knowledge and services utilization

4.10 Operational Definition

Reproductive Health Knowledge:the adolescents were asked questions which covered the
expectations about male and female adolescents’ fertility, FP, STIs and VCT for HIV/AIDS and
services expected to be provided with and utilized by adolescents in the study area including
information, education and communications about health services for RH. The investigator
developed an index which summarized adolescents’ knowledge about the above issues that
assigned a score df for each"Yes" or correct response an@® for "No" or incorrect
response.

Key: 1. Knowledgeable if the summary index equals/ greater than the mean.

2. Notknowledgeable if the summary index is less than the mean.
Overall RH knowledge average of the summary index for RH knowledge.

Reproductive health servicesservices provided for adolescents such as FP, abortion and post

abortion care, IEC, VCT, medical checkup and treatment for STIs.
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Reproductive health services utilization:use of any SRH services such as medical checkup,
consultations, FP, health education on HIV/AIDS and STls treatment rendered in healthcare

services providing centers.

4.11 Ethical Considerations

Ethical clearance was obtained from the Research and Ethical Committee of the School of Public
Health of Addis Ababa University. Permission was also obtained from Machakel woreda
administration and health bureau. Information sheet was prepared and read to the eligible
participants to obtain verbal consent and/or assent (Annex IllI). Without permission no data
collector tried to go through with eligible adolescent. Data collectors approached the adolescent
by extending their greetings and introducing themselves. After introduction, they continued
explaining the purpose & other information of their visit by reading the information sheet to the
eligible study unit. Then they were requested for verbal consent and/or assent. Data collection
was conducted after verbal consent and/or assent had been obtained. Any person found to be

sick in the HH during data collection was advised to visit the nearby health facility.

4.12 Dissemination of Results
After the data were analysed and conclusions & recommendations were drawn, 2 copies were
submitted to SPH of AAU, in order to make it available for final thesis defense. Copies will be
submitted to the Machakel woreda health department and east Gojam zone health bureau.

Attempts will be made for publication in national scientific journals.
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5. Results
5.1 Quantitative finding
5.1.1 Socio-demographic and Socio-economic
Characteristics
A total of 381 rural adolescents were volunteered to participate in the interview yielding a

response rate of 92%. Due to incompleteness & inconsistency during data cleaning, 6 (1.6%) of
the samples were excluded from analysis. Therefore, 375 (90.4%) rural adolescents were

considered for analysis.

The mean age of the adolescents was 1#46l#ears and about half 190 (50.7%) were males.
The majority 372 (99.3%) constituted Amhara by ethnicity and almost all 371 (99.2%) were
Orthodox by religion. Most adolescents 319 (85.1%) were single and the rest 56 (14.9%) were
ever married. About four-fifth 304 (81.1%) have ever attended formal education of which 145
(47.7%) and 159 (52.3%) were elementary and secondary school respectively; more than two-
third 258 (68.9%) of the adolescents were in-school. About half families of the adolescents
could not read and write (49.3% fathers versus 49.5% mothers). The mean number of family
size was 4.43 4.73. Two hundred eleven 258 (58.9%) of the study participants were students
followed by 42 (11.2%) farmers, 39 (10.4%) house wives, 31 (8.2%) merchants and 6 (1.6%)
daily laborers. Two hundred twenty three (60.6%) adolescents were living with both parents,
followed by single parent 98 (26.4%), husband/wife 44 (11.4%) and others (grandparents and
other relatives) 9 (1.7%). Regarding their economic status as measured by perceived family
income relative to neighbors, the majority responded medium 212 (56.5%) followed by poor 143
(38.1%) and rich 20 (5.3%) respectively. About two-third of the adolescents 251 (67.4%)
possessed means of communication (Table 1).
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Table 1: Socio-demographic and Socio-economic Characteristics of Rural Adolescents in

Machakel woreda, northwest Ethiopia, February 2012.

Variables Frequency(n=375) Percent
Sex

Male 190 50.7

Female 185 49.3
Age

10-14 127 33.9

15-19 248 66.1

Mean 14641
Marital status

Single 319 85.1

Ever married 56 14.9
Ethnicity

Amhara 372 98.2

Agew 3 0.8
Religion

Orthodox 371 98.9

Muslim 3 0.7

Protestant 1 0.4
Ever attended school

Yes 304 81.1

No 71 18.9
Educational status (n=304)

Elementary 145 47.7

Secondary 159 52.3
Current schooling

In-school 258 68.9

Out-of-school 117 31.1
Father’s education

Cannot read & write 185 49.7

Literate 190 50.3
Mother’s education

Cannot read & write 184 49.5

Literate 191 50.5
Current living arrangement

Both parents 227 60.6

Single parent 99 26.4

Husband/wife 43 11.4

Other (grandparents & other relatives) 6 1.7
Family size

</=5 143 38.1

>5 232 61.9

Mean 4.43%73

Current occupational status

Student 258 68.9

Farmer 42 11.2

Housewife 39 10.4

Merchant 31 8.2

Daily laborer 6 1.6
Perceived family income

Poor 143 38

Medium 212 56.7

Rich 20 5.3
Possess any means of communication

Yes 251 67.4

No 124 326
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5.1.2 Reproductive Health Knowledge of Rural Adolescents

The mean age at menarche for female adolescents wasl¥3$zars. The majority 200
(53.5%) of the adolescents responded that a girl could get pregnant the first time she had sex and
the age at which it could occur was mentioned as “during puberty” by over a third 138 (36.6%),
followed by “after puberty” 141 (37.7%) and “before 10 years” of age 5 (1.3%); however, a
significant proportion of the adolescents 91 (24.3%) did not know the age at which pregnancy
could occur. Regarding menstrual cycle with high chance of getting pregnancy, only 53 (14.2%)
responded it was in the “middle of the cycle” and a considerable proportion of the study subjects
118 (31.3%) did not know at which cycle it would occur at all. The male counterpart could be
matured enough or physically made a girl pregnant “during puberty” was reported only by 129
(34.4%) of the adolescents and even 105 (28.2%) did not know when the boy would be
physiologically matured enough to do so. Adolescents’ overall knowledge was evaluated by
summarizing all reproductive health-related questions. Accordingly, the study showed that the
mean knowledge score was 10.01+2.7. Based on this mean score, more than two-third 251

(67%) of the adolescents were knowledgeable about RH issues (Table 2).
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Table 2: Reproductive Health Knowledge of Rural Adolescents in Machakel Woreda,
northwest Ethiopia, February 2012.

Variables Frequency(n=375 Percent
Age at menarche (years) n=185
10-14 121 65.4
15-19 64 34.6
Mean age at menarche _ 138+
Age at which a girl can be pregnant
During puberty 129 34.5
After puberty 141 37.7
Before 10 years of age 5 1.3
| do not know 91 24.3
A girl gets pregnant the f'time she has sex
Yes 200 53.5
No 175 46.5
Menstrual cycle with the greatest chance of pregnancy
During her period 40 10.5
Right after period is ended 128 34.1
Just before her period begins 42 11
In the middle of her cycle 58 15.6
The same throughout the cycle 12 3.2
| do not know 95 255
Know ways of avoiding pregnancy
Yes 282 75.1
No 93 24.9
Know about STls
Yes 236 63
No 139 37
Know about HIV/AIDS
Yes 297 79.5
No 78 20.5
Ways of HIV/ AIDS transmission (n=297)
Unsafe sexual intercourse 198 66.6
Sharing needles and syringes 66 22.2
Blood transfusion 44 14.8
During pregnancy and childbirth 18 5.9
Other 11 3.7
HIV/AIDS can be acquired with 1% contact
Yes 210 56.2
No 165 43.8
Know any way to prevent HIV/AIDS
Yes 270 72
No 105 28
Know about VCT
Yes 243 65
No 132 35
Overall Knowledge
Knowledgeable 251 67
Not knowledgeable 124 33
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More than four-fifth of the rural adolescents knew ways of avoiding unwanted pregnancy and the
majority mentioned oral contraceptive pills 221 (78.2%) followed by condoms 51 (18%) and

injectables 36 (12.8%) as means of preventing it but long acting and permanent contraception
methods such as norplant 1 (0.4%), intrauterine devices 1 (0.3%) and sterilization 3 (1%) were

mentioned insignificantly (Figure 1).
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Figure 2: Knowledge of Contraception Methods of Rural Adolescents, Machakel
woreda, East Gojam Zone, Northwest Ethiopia, February 2012.
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Over two-third 255 (68%) of the rural adolescents have ever heard any disease a person could get
through sexual intercourse; gonorrhea and HIV/AIDS were the major STIs mentioned by 118
(46.4%) and 108 (42.5%) of the adolescents respectively. Genital ulcer was indicated by more
than half of the study subjects 141 (55.2%) as the sign/symptom of such disease conditions
followed by pain during urination 22 (8.6%) and abnormal genital discharge 13 (4.9%); however,

more than one-fifth did not know any manifestation of such infections.

Most of the adolescents 343 (91.5%) have ever heard about HIV/AIDS and listed unsafe sexual
intercourse as the major way of acquiring the disease 198 (66.6%) followed by sharing sharp
materials like needles and syringes 66 (22.2%); only 18 (5.9%) responded mother-to-child
transmission as route of acquiring the virus. More than four-fifth of the adolescents 279 (81.2%)
responded as there were mechanisms through which STIs and HIV/AIDS could be
avoided/prevented. Abstaining from sexual intercourse was the major means to prevent oneself
from acquiring such infections 188 (67.4%) followed by avoiding unsafe or casual sex 41
(14.8%) and remaining faithful to a partner 39 (14%). A person could not get HIV with the first
sexual contact and through careful looking at a person HIV/AIDS status of an individual would

be determined were reportbyd 41.1% and 12% of the adolescents respectively

Two hundred seventy 270 (72%) have ever heard a¥Gt and described reduction of the
dissemination of HIV, enabling one to know his/her disease status and increasing one’s

confidence as its main advantages.
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5.1.3 Pattern of Reproductive Health Services Utilization among rural
Adolescents
As described in Table 3, more than a third of the adolescents 144 (38.3%) have ever heard of RH

services and reported health professionals 116 (80.4%) as the main sources of information
followed by radio 22 (15.5%), television 4 (3.1%) and print media (posters/leaflets) 2 (1%).

As to their utilization pattern, 31 (21.5%) of the adolescents ever utilized RH services (Figure 2)

and 6 (18.8%) have visited a RH services providing centres in the last 6 months. For majority of
adolescents, government health facilities 17 (54.8%), health posts 8 (25.8%) and private health
facilities 5 (16.1%) were the preferred health institutions from where the services were obtained.

There was also a sizeable contribution of traditional healers for 1 (3.1%) of the adolescents.
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Figure 3: Utilization of RH Services by Rural Adolesents of Machakel woreda, East
Gojam Zone, northwest Ethiopia, February 2012.
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Effectiveness, proximity of the services rendering units and free treatments provided were
indicated as the reasons to visit such institutions. The services rendered in such facilities
included medical checkup 12 (39.8%), STls treatment 8 (23.1%), delivery 6 (21.1%) and others
5 (16%) such as FP, abortion/post abortion care, VCT & IEC. Healthcare professionals with the

same sex were preferred by the majority of the adolescents 18 (58.9%).

Among other factors, parent (s) disapproval 51 (37%), lack of information 36 (31.9) and pressure
from partners 28 (24.8) wereported to hinder adolescents from accessing R¥cesr (Figure
3).
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Figure 3: Factors Hindering RH Services Utilizationamong Rural Adolescents, Machakel
woreda, northwest Ethiopia, February 2012.
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The main obstacles from the adolescents’ perspective refraining/preventing them from getting
RH services from health institutions were mentioned as never thought of the services,
unnecessity of the services, lack of knowledge and being young/healthy were listed by 128
(50.6%), 87 (34.4%), 65 (24.3%) and 44 (17.4%) of the adolescents respectively among others.

Three quarters of the adolescents have never discussed RH topics with their parents due to its
unnecessity 63 (24.9%), fear 188 (74.3%), social and cultural restriction 52 (20.6%) and others

18 (7.1%). The majority of the adolescents prefer to discuss RH issues to friends/peers 174

(46.4%), followed by health professionals 105 (28%) and mothers 41 (10.8%).

According to this study, only 105 (28%) of the rural adolescents were well informed about RH
such as contraceptives and other issues. Schools 51 (48.1%) and friends 14 (14.5%) were found

to be important sources of SRH information among rural adolescents (Table 3).
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Table 3: Reproductive Health Services Utilization and related Factors among Rural

Adolescents of Machakel, northwest Ethiopia, February 2012.

Variables Frequency (n==375) Percent
Ever heard of RHS

Yes 144 38.3

No 231 61.7
Ever utilized RHS (n=144)

Yes 31 21.5

No 113 79.5
Visited RHS centres in the last 6 months (n=144)

Yes 6 18.8

No 138 81.2
Category of healthcare workers preferred (n=144)

Professionals with the same sex 18 58.9

Professionals with the same age group 11 35.5

Professionals with same age group and different sex 8 25.8

No sex and/or age preference 6 194
Main obstacles preventing adolescents from getting RHS

Never thought of the services 128 50.6

Services not necessary 87 34.4

Lack of knowledge 65 24.3

Too young/healthy 44 17.4
Ever discussed RH topics with parents

Yes 122 32

No 253 68
Reasons for not discussing RH topics with parents (n=253)

Not necessary 63 24.9

Fear 188 74.3

Social and cultural restriction 52 20.6

Others 18 7.1
Well informed about RHS

Yes 130 34.7

No 245 65.3
Preferably discuss RH issues to

Friends/peers 141 36

Mother 69 18.4

Father 44 11.7

Boyfriend/qgirlfriend 32 5

Partner (husband / wife) 38 7

Health professional 38 7

Others 32 7.6
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5.1.4 Association of Socio-demographic and Socio-economic
Characteristics and Reproductive Health Knowledge
In order to understand the social and demographic factors related to RH, a logistic regression

analysis was done. Among the socio-demographic and economic characteristics of the
respondents’ sex, age, educational status, living arrangement (living with grandparents and other
relatives) and family income were found to have statistically significant association with RH
knowledge. However, adolescents’ marital status, religion, ethnicity, history of schooling (ever
attended school), current occupational status, families’ educational history, family size and
means of communication were found to have no statistically significant association.

Accordingly, female adolescents were found to be less knowledgeable than their male
counterparts for RH (COR=0.56 (0.11-0.89))Late adolescence (15-19) was positively
associated with RH knowledge (COR=1.29 (1.01, 3.68¢productive health knowledgeas

higher among secondary education adolescents than primary education (COR=1.35 (1.06, 6.12))
as well as it was higher among in-school adolescents than their out-of-school counterparts
(COR=1.05 (1.03, 4.98)). Adolescents mostly living with their grandparents and other relatives
were more knowledgeable (COR=2.69, 95%CI (1.48, 14.99)). It was two times higher for
adolescents from rich families than their poor counterparts (COR=2.15 95%CI (1.67, 6.98)).

Even after adjusting for socio-demographic and economic variables, age, family arrangement &
perceived family income remained to have statistically significant association with RH
knowledge of the adolescents. The odds of RH knowledae about 4 times higher among
adolescents of age 15-19 than 10-14 years (AOR=3.77, 95%CI (3.1, 8.98)). It was also about 2
times higher among respondents currently living with their grandparents & other relatives than
those who were living with their parents (either both or single parent) and spouse (AOR=2.21,
95%CI (1.81, 6.04)). Moreover, adolescents from rich families were 3 times more
knowledgeable than from poor families (AOR=3.37, 95%CI (1.65, 6.87)) (Table 4).
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Table 4: Bivariate and Multivariate Analysis of Socio-demographic and Socio-economic
Characteristics and Reproductive Health Knowledge among Rural Adolescents
of Machakel woreda, East Gojam, ANRS, February 2012.

Factors Reproductive Health Knowledge COR [95%CI] AOR(95%CI)
Yes No

Sex

Male 117 (46.6) 73 (58.9) 1 1

Female 134 (53.4) 51 (41.1) 0.56 (0.11, 0.89) 0.39 (0.47, 1.34)
Age

10-14 54 (21.5) 73 (58.9) 1 1

15-19 167 (66.5) 51 (41.1) 1.29 (1.01, 3.63) 3.77 (3.1, 8.98)
Marital status

Single 214 (85) 105 (84.7) 1 1

Ever married 37 (15) 19 (15.3) 0.24 (0.13, 0.46) 1.96 (0.49, 1.57)
Ever attended school

Yes 187 (74.5) 117 (94.4) 1.43 (0.654, 3.14) 1.74 (0.31, 2.5)

No 34 (25.5) 37 (5.6) 1 1
Level of school completed

Elementary 106 (42.2 53 (42.7) 1 1

Secondary 105 (57.8) 39 (57.3) 1.37 (1.06, 6.12) 1.35(1.06, 6.12)
Current Schooling

In-school 153 (61) 105 (84.7) 1.05(1.03,4.98) 1.05 (1.03, 4.98)

Out-of-school 68 (39) 49 (15.3) 1 1
Living mostly with

Both parents 117 (46.6) 94 (75.8) 1 1

Single parent 68 (27) 26 (21) 0.94 (0.57, 1.53) 0.94 (0.57, 1.53)

Husband/wife 36 (14) 2(1.6) 0.95(0.48, 1.87) 0.95(0.48, 1.87)

Others 4 (1.4) 2(1.6) 2.69 (1.48, 14.99) 2.21 (1.81, 6.04)
Occupational status

Student 191 (76.1) 21 (17.1) 1 1

Farmer 33 (13.1) 20 (17) 0.89 (0.43, 1.85) 0.89(0.43, 1.85)

Housewife 34 (13.5) 5(6.5) 1.13 (0.36, 3.56) 1.13 (0.36, 3.56)

Merchant 30 (12) 12 (10.2) 4.22 (0.95,7.71) 4.22(0.95, 7.71)

Daily laborer 19 (7.3) 10 (8.2) 1.4 (0.34,5.79) 1.40 (0.34,5.79)
Perceived family income

Poor 49 (19.5) 94 (75.8) 1 1

Medium 61 (24.3) 24 (19.4) 1.1 (0.58, 2.1) 1.1 (0.58, 2.1)

Rich 141 (56.2) 6 (4.8) 2.15 (1.67,6.98) 3.37(1.65, 6.87)
Means of communication

Yes 132 (52.6) 54 1 1

No 119 (41.4) 119 (96) 0.94 (0.56, 1.59) 0.04(0.56, 1.59)

Adjusted for sex, age, level of education, current schooling, living arrangement and

family income
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5.1.5 Association of Socio-demographic and Socio-economic
Characteristics and Reproductive Health Services Utilization
Social, demographic and economic characteristics including, marital status, religion, ethnicity,

history of education, families’ educational background, family size, family income and means of
communication had no statistically significant association with RH services utilization.
However, sex, age, being in-school and educational status showed statistically significant
association with RH services utilization among the adolescents. Female adolescents were less
likely to use RH services than their male counterparts (COR=0.17, 95%CI (0.14, 0.33)). RH
services utilization was about 2 times higher among late adolescents (COR=1.5, 95%CI (1.3,
5.21)). Adolescents with secondary education were less likely to use RH services than
elementary school correspondents (COR=0.57, 95%CI (1.48, 0.93)). Further more, in-school
adolescents were found to use RH services 3 times higher than their out-of-school counterparts
(COR=3.3, CI95% (2.51, 6.43)). After adjusting for possible confounding variables, age and
educational status remained to have statistically significant association with RH services
utilization. Adolescents whose age ranges from 15-19 years were about 2 times more likely to
use RH services than whose age ranges from 10-14 years (AOR=2.18, 95%CI (1.13, 8.03)).
Adolescents with secondary education used RH services 2 times more likely than those in
elementary school (AOR=2.41, 95%CI (2.98, 7.11)) (Table 5).

28



Table 5: Bivariate and Multivariate Analysis of Socio-demographic and Socio-
economic Characteristics and Reproductive Health Services Utilization
among Rural Adolescents of Machakel woreda, ANRS, February 2012.

Factors RH services utilization COR [95%CI] AOR (95%Cl)
Yes No
Sex
Female 26 (84) 159 (46.2) 0.17 (0.14, 0.33) 0.67 (0.39-1.15)
Male 5(16) 185 (53.8) 1 1
Age
15-19 21 (67.7) 261 (66) 1.5(1.3,5.21) 2.18 (1.6, 10.7)
10-14 10 (32.3) 83 (24) 1 1
Marital status
Single 9(29) 310 (90) 0.05 (0.58, 1.81) 0.01 (0.98, 2.13)
Ever married 22 (71) 34 (10) 1 1
Ever attended school
Yes 18 (58) 276 (80) 0.34 (0.06, 1.25) 0.45(1.23, 4.51)
No 13 (42) 68 (20) 1 1
Level of school completed
Secondary 20 (64.5) 139 (61) 0.57 (0.48, 0.93) 2.41(1.42,4.1)
Elementary 11 (35.5) 134 (39) 1 1
Current Schooling
In-school 27 (87) 231 (67) 3.3(2.5,6.42) 0.95 (0.5, 1.8)
Out-of-school 4 (13) 113 (33) 1 1
Living mostly with
Both parents 11 (35.5) 207 (60) 1 1
Single parent 7 (22.5) 88 (26) 1.04 (0.64, 1.69) 2.21(1.21, 3.62)
Husband/wife 11 (35.5) 28 (8) 1(0.51, 1.95) 2.31 (1.78, 8.82)
Others 2 (6.5) 4 (6) 0.43 (0.08,2.4) 1.56 (3.65, 6.98)
Family size
</=5 18 (58) 125 (36) 1.81 (0.13, 1.46) 2.23(1.09, 6.87)
>5 13 (42) 219 (64) 1 1
Occupational status
Student 15 (48.4) 243 (70) 1 1
Housewife 12 (38.7) 44 (10) 0.64 (0.35, 1.17) 0.88 (3.34, 6.65)
Others 4 (10.9) 106 (20) 0.97 (0.49,1.9) 1.24(1.03, 4.76)
Perceived family income
Poor 3(9.7) 140 (41) 1 1
Medium 13 (41.9) 199 (58) 0.3(0.19,0.47) 0.88 (3.45, 4.56)
Rich 15 (48) 5() 0.64 (0.25, 1.69) 0.79 (2.12, 11.7)
Means of communication
Yes 26 (84) 225 (65) 2.75(0.54, 4.31) 4.65(0.11, 10.1)
No 5 (16) 119 (35) 1 1

Adjusted for sex, age, level of education and current schooling.



5.1.6 Factors affecting Reproductive Health Services Utilization
On bivariate analysis of factors affecting RH services utilitzation by adolescents, it was
associated with IEC, adolescent-parent discussion of SHR topics and RH knowledge. The
likelihood of its uptake was about 4 times higher where there was adolescent-parent
communication regarding RH topics (COR=3.70, 95%CI (1.89-5.68)). Adolescents having
knowledge for RH had more likelihood of using RH services (COR=1.46, 95%CI (1.35-4.23)).

On multivarite analysis, RH services utilization was associated with factors enhancing its uptake

by adolescents such as IEC, adolescent-parent discussion about SRH topics and RH knowledge.

The odds of RH services utilization was 3 times higher among rural adolescents who have ever
heard about RH services; moreover, adolescents who have ever discussed RH topics with their
parents and well informed about RH issues were about 2 (AOR=2.4, 95%CI (2.1-8.54)) and 4
(AOR=4.33, 95%CI (3.78-12.5)) times more likely to use RH services respectively. The
likelihood of RH services utilization was also significantly associated with RH knowledge
(AOR=1.23, 95%CI (1.23-4.21)) (Table 6).

Table 6: Bivariate and Multivariate Analysis of Factors affecting Reproductive Health
Services Utilization among Rural Adolescents of Machakel woreda, East Gojam,
ANRS, February 2012.

RH-related factors RH services utilization COR (95% CI) AOR (95% CI)
Yes No

Ever heard about RHS
Yes 22 (71) 116 (33.7) 4.80(1.32-6.71) 3.1 (1.56-8.97)
No 9 (29) 228 (66.3) 1

Ever discussed RH topics
Yes 19 (61.3) 103 (30) 3.70(1.89-5.68) 2.4 (2.1-8.54)
No 12 (38.7) 241 (70) 1

Well informed about RH issues
Yes 24 (77.4) 106 (30.8) 7.69 (3.2-10.21) 4.33 (3.78-12.5)
No 7 (22.6) 238 (69.2) 1

Reproductive health knowledge
Yes 23 (74.2) 228 (66.3) 1.46 (1.35-4.23) 1.23 (1.1-4.21)
No 8 (25.8) 116 (33.7) 1
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5.2 Results from Qualitative Data
To support and capture the findings from quantitative data, 6 adolescents were interviewed by

using in-depth interview guide. Important findings were summarized, narrated and incorporated.

Table 7: Socio-demographic and Economic Characteristics of In-depth interviewees,

Machakel woreda, northwest Ethiopia, February 2012.

Participants  Sex Age (yrs) Educational status Marital status Religion Ethnicity
01 Male 16 Grade 9 Single Orthodox  Amhara
02 Male 18 Grade 10 Single Orthodox Amhara
03 Female 19 Out-of-school Single Orthodox Amhara
04 Female 15 Grade 8 Single Orthodox Amhara
05 Female 18 Grade 10 Single Orthodox Ambhara
06 Male 16 Grade 9 Single Orthodox Amhara

5.2.1 Reproductive Health Knowledge and associated
Factors
Misunderstanding of reproductive health concepts was seen among the adolescents.
The in-depth interview was started with general question that, ‘what is RH?’,
two of the six participants noted, as they did not know it literally the meaning,
while, gradually four of them indicated as it was a family planning method.

Misconceptions regarding the ongoing physiological changes in reproductive health such as
when to engage in sexual relation with opposite sex and what to do to avoid consequent risks like
unwanted pregnancy were not uncommon among rural adolescents.

“I believe that a girl cannot become pregnant from a single act of sexual

intercourse; therefore, to avoid pregnancy, some young men prefer

to have sex in a causal relationship or have sex only once in a month

with the same girl”.

Knowledge on SRH was found to be significant for adolescents even in their earlier age than

expected in order to get ready to use the existing services.
“... for example, desire to have sexual relation with the opposite sex starts
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approximately at about the age of five to ten; therefore, it is very important to
introduce sexual education at this age to increase awareness about the ongoing
conditions: when andow something happens & what should be done if it becomes

to reality.”

Most of the interviewees found it extremely difficult to discuss sexual matters with their parents.
Some interviewees felt that if they talk about sex they made themselves more interested in
exploring and practising sex. Moreover, adolescents feared that by raising the topics of sexuality
for discussion, their parents would interpret it as actual evidence of sexual involvement.
“...many cases | fear because my parents may think | am becoming an
unfaithful/bad girl and/or boy.”
The IDI also revealed that the preferred sources of sex information were friends and peers.
“...I would prefer to get information from friends or relatives who are not
harsh to me, those | do not fear and those | used to.”
“...I prefer other young people with whom | can exchange ideas better than

older people”.

5.2.2 Reproductive Health Services Utilization and
associated Factors
Regarding using RH services such as condoms & pills, there was a perception by adolescents

that condoms were not suitable for young people.

“We young people are not believed to use condoms, becausec our reproductive

organs are still small; condoms are manufactured for adults only.”

“I do not think that these methods like pills are good for use by adolescents

of our age group; when we use them they can harm future fertilitif and

used fora long time there will be a lot of abortions.”
The IDI also revealed that adolescents had little access to integrated RH services, where they
could get appropriate information and services on RH. Especially for the younger age groups, it
was difficult to buy/collect condoms and pills due to non-friendly reproductive health services
providers and shame.

“...they think we are young antis bad for us to use condoms.”

“...for collecting pills I would feel shy because everybody

would know | am going to play sex.”

32



6. Discussion
This study included adolescents who were found at home at one of the three consecutive visits
for interview by data collectors and those who were not found at home were excluded. On the
way to access and use RH services, adolescents’ level of knowledge is paramount. Advocating
and increasing awareness about SRH is also crucial to the success of any ARH effort. Hence,
this study represented an initial effort to assess the SHR knowledge and services utilization status
of adolescents in rural setting of Machakel woreda. It has tried to include adolescents aged
between 10-19 years who were residing in the study area. About 92% of the adolescents were
voluntary to participate in the study, resulting in an effective sample size of 375 for analysis.
The relatively high non-response rate might be due to the sensitive nature of the topic
incorporating sexuality issues which could not easily be revealed by most societies. Comparison
might be difficult because of lack of similar studies with similar objectives, using similar method
& target population in local context.

In this study misconceptions in terms of most physiologic changes taking place during
adolescence period were reported by significant proportion of the study subjects; for instance,
misunderstanding like a girl could not get conceived the first time she has sex was reported by
46.5% and even 24.3% of the adolescents did not know at which age category the occurrence of
pregnancy is most likely. Moreover, about 14% of the adolescents responded that the middle of
a menses has high chance of getting pregnancy and a third did not know the cycle with the
highest chance. This result is lower with the finding from China where 29.4% of rural migrant
adolescents knew issues on fertility (23). A basic knowledge of the physiology of reproduction
and fertility is important especially for the successful practice of coitus-related methods such as
periodic abstinence. The successful use of such methods depends in part on an understanding of
when during the ovulatory cycle a woman is most likely to conceive (7). Most rural adolescents
in this study did not know changes marked boys entering into adulthood and girls into
womanhood which contradicts with the study in India, where nearly half of the adolescents were
well informed about such an issue (22).
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This finding was also supplemented by qualitative findings from IDI.
“I believe that a girl cannot become pregnant from a single act of sexual
intercourse; therefore, to avoid pregnancy, some young men prefer to have

sex in a causal relationship or have sex only once in a month with the same girl”.

About a third of adolescents have never heard of any disease that could transmit through unsafe
sexual intercourse and about one-fifth (23.3%) did not know the manifestations of such diseases.
Among STIs, gonorrhea and HIV/AIDS were reported by most of the adolescents which might
be due to the advocacy efforts towards these disease conditions. A significant proportion of the
adolescents (91.5%) have ever heard HIV/AIDS and 72% knew ways of preventing it which is
greater than EDHS (2011) report where only half of the rural Ethiopian adolescents have
knowledge on HIV prevention methods (8). Unsafe sexual practice was considered to be the
main transmission route; however, mother-to-child transmission of the infection was reported
only by 5.9% of the adolescents indicating directions for concerted efforts by all stakeholders to
educate and raise awareness about this route of transmission in the general population and among
the adolescents in particular. By more than two-third (67.4%) of the respondents, abstaining
from unsafe sexual practice was mentioned as means of preventing oneself from acquiring HIV
infection. This finding is in favor of national ARH package where more than two-third of
Ethiopian adolescents know a specific way to avoid the infection (18). However,
misconceptions regarding its transmission was significantly high; false impressions such as a
person could not get HIV with the first sexual contact & through careful looking at a person
HIV/AIDS status of an individual would be determined were repdried1.1% and 12% of the
adolescents respectivelylt shows similar results from Bangladesh where Iradolescents,
particularly females, had a substantially lower level of knowledge about HIV/AIDS compared to
that of the urban counterparts (data not shown) (10, 21).

Ever use of RH services is basically measured as the cumulative experience of adolescents with
RH services and only about a fifth of adolescents have ever utilized the serviteestudy

shows that there is a significantly lower RH services utilization rate among rural adolescents
when it is compared with the study undertaken in Jimma where 41.1% have experienced ever
utilization of the services (26) even though the latter finding is not more comparable as it was

undertaken in urban setting. Consistent with other studies in South Africa, Tanzania and Ghana
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(6, 24, 30), the most likely sources of information mentioned were healthcare professionals,
schools and friends. Seeking FP was reported by 30% of the rural adolescents and there is a
significant increase (about 15 times) with respect to this RH services component when it is
compared with the situation before a decade in the same area which was only 2% (27). The
possible reason for this significant difference might be the effort of health extension program and
HEWSs in promoting and providing the services. About four-fifth (78.2%) of rural adolescents
were familiar with oral contraceptive pills and this finding complements the finding from Ghana
showing that most adolescents (33.9%) knew pills as the main FP methods (6); moreover, similar
with the findings from Ghana and EDHS (2005), long acting contraceptive methods were less
likely used by the adolescents (6, 7). Knowledge of contraceptives and their utilization are
important prerequisites to gaining access to and eventually adopting SRH services among
adolescents (11, 18).

Parent (s) disapproval (35%) and lack of information (22.4%) were reported as reasons that make
obtaining RH services difficult. Similar to this finding opposition from husband/relatives was
reported as one of the reasons for not using FP methods among adolescents in Bangladesh (10).
From the adolescents perspective being never thought of the services (31.5%) less awareness
about the need of the services now (22.4%) and being too young and healthy (13.7%) were
reported as the main perceptions/obstacles restricting them from utilizing RH services pointing
direction for risk assessment and designing health education programs pertinent to increase

awareness towards such issues.

Reasons refraining adolescents from discussing RH issues with their parents were fear,
unnecessity and social and cultural restrictions. As a result, less than a third of adolescents were
well informed about such issues. This complements with the situation in Bangladesh where
restrictive socio-cultural norms inhibit disclosure of information about sexual activities and other

RH-related issues to unmarried adolescents (21).

Logistic regression analysis (multivariate analysis) was done to reveal the association between
RH knowledge and services utilization and different social, demographic, economic and other
factors. Accordingly, age, level of school, living status (arrangement) and perceived family

income were found to affect the level of knowledge among the rural adolescents.
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After adjusting for possible confounding factors, adolescents in their late adolescence period (14-
19) were 4 times more likely to have RH knowledge than their early counterpiaresveals

similar finding with the study in India that showed age of the rural adolescents was significantly
related with their RH knowledge levels (21); this might be due to as age increases exposure for
RH related issues also increasddowever, it contradicts with the finding from China (23).
Living arrangement (adolescents living with their grandparents and other relatives) had about 2
times more knowledge for RH. The possible explanation for this would be more freedom to
communicate about SHR issues with relatives. In terms of economic status, those from rich
families were 3 times more knowledgeable than their poor counterparts. The higher knowledge
status among the rich might be due to the probability of exposure for such issues through mass
media (20, 22) though this study did not show any association with the availability of means of
communications neither with RH knowledge nor services utilization. This finding is consistent
with other studies from SSA countries (20, 22). Moreover, RH services utilization had a positive
relation with age (14-19 years) and educational status of the adolescents. This finding is
supported by other studies in northwest Ethiopia and Kenya where higher educational status is

positively associated with RH services utilization (27, 29, 32).

However, being from rich family did not show any association with RH services utilization
among the adolescents. It complements the findings from other study in Ethiopia, Kenya and
Bangladesh revealing that income had no significant impact on RH services utilization (20, 21,
32) and contradicts the finding from SSA on the magnitude of socioeconomic inequalities in RH
services utilization showing that contraceptive use was significantly less common among
adolescents in the poorest quintile than in the richest (29). One of the socio-demographic
factors, sex, did not show association neither with RH knowledge nor services utilization as
opposed to many studies showing male gender is more knowledgeable and the female
counterpart having more tendency of utilizing RH services (22, 29). The odds of reproductive
health services utilization were positively associated with exposure of IEC, parent-adolescent
discussion about sexuality and the knowledge level of the adolescents. This is due to more

disclosure for SRH information and hence bringing behavioral change.
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7. Strengths and Limitations

7.1 Strengths
As the study was a community-based study, it tried to explore the contexts of ARH issues
and provide baseline information for further investigation.
The use of IDI is believed to increase the strength of the study by exploring deep insights
of the adolescents.

7.2 Limitations
The sensitive nature of the topic under investigation and the use of face-to-face interview
might have underestimated the magnitude of the issues and posed for possible interviewer
bias; moreover, self-report might lead for recall and social desirability bias respectively.
Attitude aspect of the adolescents was not addressed as knowledge alone is usually
insufficient to bring about behavioral change and preventive knowledge needs to be
complemented by an enabling environment that includes supportive attitude of
adolescents to make responsible choices about their lives.
ARH perspectives of the families, teachers, communities and health professionals were
not addressed to design all-inclusive AFRH programs.
As any cross-sectional study, it did not show the temporal relation between the outcomes

and factors affecting them.
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8. Conclusions
In general, it was found that RH knowledge v services utilization amongst rural adolescents in
the study area remained insufficient as evidenced by only about two-third of the adolescents had

basic knowledge v a fifth using available services for RH.

Socio-demographic and economic factors including age, level of education, living arrangement
and being from well to do families were found to be predictors of RH knowledge and services
utilization. Parent (s) disapproval, lack of basic information for RH and pressure from partners
were found to deter adolescents from accessing RH setvioereover, low parent-adolescent
communication on SRH issues was evidenced showing that sexual and reproductive health-

related issues continued to be socio-cultural taboos among the societies.
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9. Recommendations

— To families, community leaders and education institutions:
Community-conversation in line with adolescent-to-adolescent counseling and parent-
adolescent communication should address sensitive topics such as sex education, part of
life-skills and family-life education.
There should be an ongoing need to educate adolescents about the changes taking place
during this particular stage of growth and the content of formal education should continue
to include socially sensitive topics such as sex education, RH, FP, higher risk sexual
behaviors, HIV/AIDS and other STls.

— To healthcare institutions:
Sex and age preference of adolescents should be considered while providing RH services
in developing and supporting AFRHS programs.

— To research institutions and organizations working on ASRH:
There is a need to perform further research in order to deeply explore the RH knowledge
and services utilization pattern of adolescents especially focusing and including other
stakeholders such as families, teachers and community and religious leaders perspectives
so that enable planners to design all-inclusive AFRHS.

— To ministry of health
Adolescent-friendly RH services provision should be strengthened and mainstreamed
across all levels of healthcare system with particular emphasis to address hard-to-reach

adolescents.
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11. Annexes

Annexe |: Conceptual frame work of study variables
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Annexe llI: Study Information Sheet (SIS)

Title of the project: Reproductive Health Knowledge and Services Utilization among Rural
Adolescents in Machakel woreda, East Gojam zone, Amhara Regional National State, 2011.

Background of the study (Summary): Adolescents in rural areas face troubles due to lack of

right kind of information regarding their own physical &/or sexual developments.

However, few attempts have been made particularly in rural settings to communicate with

adolescents for addressing their critical concerns or providing them the necessary sexual and

reproductive health services.

Objective: The main objective of this study is to assess the reproductive health knowledge &

services utilization among rural adolescents.

Significance of the study:This planned study will assess the reproductive health knowledge &

services utilization among rural adolescents so as to address the diverse needs & contexts of

adolescents’ lives, studying their RH knowledge & services utilization pattern & hence studying

factors associated with services utilization is relevant to design an appropriate program

interventions & strategies in the local context.

Study site and period of the study:The study was conducted among rural adolescents in

Machakel woreda February 2012.

Study procedures: The study was conducted using interview with adolescents & in-depth

interview of key informant adolescents.

Potential risks/Benefits associatedthere was no any risk or direct benefit of this study for
participants, except that participants might sacrifice their few minutes during interview & can
also be benefited from the final result of the study.

Confidentiality/Justice/Privacy: the information collected from each adolescent was kept in a
secret manner within only the investigator & other legal authorities who need it.

Rights of participation (Voluntary Participation): each participant has the right to fully

understand the objectives and methods of this study and to refuse his/her consent of participation
and you are not required to provide personal information like name or address.

Termination of the study: in this study if participants got discomfort, they were free to
withdraw from the study at any time & this was not bringing any impact on them.

If there were/are any questions, rights & complaints, participants could/can contact the PI
through the following addressAmanuel Alemu

Mobile: 0921-54-00-59 E-maitmanuel alemu@yahoo.com
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Annex IV: Written Informed Consent and/or Assent

Dear participant,

In ensuring the health of adolescents in rural area, the understanding of RH knowledge &
existing services utilitilization on this tomorrow’s generation of the population is vital. In line
with this fact, this study is proposed to assess the RH knowledge & utilization of services in
eligible HHs of adolescents in selected kebeles to participate in this study. Therefore, | would
like to inform you that you & | would have a short discussion concerning this study. Before we
go to our discussion, | will request you to listen carefully to what | am going to read to you about
the purpose & general condition of the study & tell me whether you agree or disagree to
participate in the study.

The purpose of this study is to assess & generate information on RH knowledge & services
utilization among adolescents (10-19 years) & to forward appropriate recommendations through
which the reproductive health knowledge & services utilization of this segment of the population

will be improved.

The study will involve various intimate & private life questions, so | am going to ask you some
very personal questions that some people find difficult to answer. Your answers are completely
confidential. Your name will not be written in this form & will never be used in connection with
any of the information you tell me. You do not have to answer any questions that you do not
want to answer & you may end this interview at any time you want to. However your honest
answers to these questions will help us to better understand the RH knowledge & services
utilization of rural adolescents & design an intervention that targets this group of population. |
would greatly appreciate your help in responding to this survey.
The interview is voluntary & will take about 30 minutes. Are you willing to participate in this
study?
Yes: No:
Signature: Date:
Thank You.
Assent Form for Adolescents Aged 10-17 year:

In ensuring the health of adolescents in rural area, the understanding of RH knowledge &

existing services utilization on this tomorrow’s generation of the population is vital. In line with
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this fact, this study is proposed to assess the RH knowledge & utilization of services in selected
HHs of adolescents in this kebele is chosen to participate in this study. Therefore, | would like to
inform you that your child & | would have a short discussion concerning this study. Before we
go to our discussion, | will request you to listen carefully to what | am going to read to you about
the purpose & general condition/environment of the study & tell me whether you agree or
disagree to let your child to participate in this study.

The purpose of this study is to assess & generate information on RH knowledge & services
utilization among adolescents (10-19 years) & to forward appropriate recommendations through
which the RH knowledge & services utilization of this segment of the population will be

improved.

Are you willing to let your child to participate in this study?
Yes No

Signature Date

Dear participant,

The study will involve various intimate & private life questions, so | am going to ask you some
very personal questions that some people find difficult to answer. Your answers are completely
confidential. Your name will not be written in this form & will never be used in connection with
any of the information you tell me. You do not have to answer any questions that you do not
want to answer & you may end this interview at any time you want to. However, your honest
answers to these questions will help me to better understand the RH knowledge & services
utilization of adolescent & design an intervention that targets this group of population. | would
greatly appreciate your help in responding to this study.

The interview is voluntary & will take about 30 minutes. Are you willing to participate in this
study?

Yes No

Signature:
Date:
Result Code: 1=Completed. 2=Refused 3=partially completed 4=Other

Interviewer Name:
Signature:
Date of interview: [ / / ]

Supervisor name: Checked by supervisor: Signature: Date:
(Signature of the interviewer certifying that assent has been obtained verbally)

47



Annex V: Questionnaire for Quantitative Assessment [English Version]

Identification

001: number of HH/ Questionnaire

002. Kebele

Part I: Socio-demographic and Socio-economic questions

Questions Alternative responses Skip to
Code
101 Sex 1. Male
2. Female
102 Age (completed years)
88. | do not know
103 Marital status 1. Single
2. Married
3. Divorced
4. Widowed
104 Religion 1. Orthodox
2. Muslim
3. Protestant
4. Catholic
99. Other, specify
105 Ethnicity 1. Amhara
2. Agew
3. Tigrie
4. Oromo
99. Others, specify
106 Have you ever attended 1. Yes
school? 2. No »108
107 What is the highest level of 1. Grade 1-4
school you completed? 2. Grade 5-8
3. Grade 9-12
99. Others, Specify
108 Current Schooling 1. In-school
2. Out-of-school
109 Father’s education 1. Cannot read and write
2. Literate/anttended formal school
110 Mother’s education 1. Cannot read and write
2. Literate/anttended formal school
111 Living most of the time with 1Both parents
2. Single parent
3. Husband or wife/spouse
99. Others, specify
112 Family size (completed in absolute numbers)
113 Current occupational status Ftudent
2. Farmer
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3. H
4. M
5. D

ousewife
erchant
aily laborer

99. Others, specify

114 Perceived family income (Relativ&. Poor
to 2. Medium
your neighbors) 3. Rich
88.1 do not know
115 Means of communicatignl. Radio

(multiple responses are possible) 2.

99.0

Television
3. Telephone

thers, specify

Part Il: Reproductive Health knowledge-related questions

Code Questions Alternative responses Skip to
201 (For Females), what was your age at | 1. ---- [fill in completed years]
menarche? 88. | do not rember
202 Can a girl get pregnant the first 1. Yes
time she had sex? 2. No
88. 1 do not know
203 How old does a girl able to be pregnant?l. During puberty
(multiple responses are possible) 2. After puberty
2. Before 10 years of age
88. I do not know
99. Others, specify
204 During which part of the menstrual cycld. During her period
does a girl or woman have the greatedtRight after period is ended
chance of becoming pregnant? 3. Just before her period begins
4. In the middle of her cycle
5. The same throughout
88. 1 do not know
99. Others, specify
205 How old does a boy need to be able o During puberty
physically make a girl pregnant? 2. After puberty
3. Before 10 years of age
88.1 do not know
99. Others,specify
206 Do you know any ways to avoid getting. Yes
pregnant? 2. No >
Q 208
207 What are the ways to avoid getting Yes N
pregnant? 1. Oral contraceptive pills
(multiple answers are possible) 2. Using condoms 1 2
3. Injectables i g
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4. Norplant

5. IlUDs

6. Sterilization
7. Abstinence
8 With drawal
9. Washing
intercourse
10. Intercourse in the upright position
11. Safe period
99. Others, specify

the genitalia aft

1%

RPRRPRRRRRE
NMNNNNMNRNNNDRN

208 Do you know/have you ever heard arly Yes
diseases a person can get through sex2aNo_
intercourse? 211
209 Which diseases do you know Yes N
about? ( multiple answers are 1. Gonorrhea
possible) 2. Syphilis 1 2
3. Chanchroid 12
4. Lymphogranuloma venerum 1 2
5. HIV/AIDS 12
99. Others, specify 1 2
210 Please mention all the signs/symptoms Yes N
you know that a person with STIL. genital ulcer
manifests. 2. abnormal genital discharge 1 2
( multiple answers are possible) 3. pain during urination 1 2
4. Genital swelling 1 2
99. Others, specify i g
211 Have you ever heard about a disepseYes
called HIV /AIDS? 2. No
Q 217
212 Please mention all the ways Yes
you believe a person can get 1. Unsafe sexual intercourse
HIV/ AIDS.(Multiple answers 2. Sharing needles and syringes 1 2
are possible) 3. Blood transfusion 1 2
4. During pregnancy and childbirth 1 2
5. Mosquito and other insect bite 1 2
6. Through breast milk 1 2
7. Casual contact with a person (haﬁd 2
shaking, sharing food etc. 1 2
99. Others specify 1 2
213 Can a person get HIV the first time he|dr.Yes
she has sex? 2. No

88. | do not know
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214 If you look at a person carefully, can yal Yes
know if she/he has HIV? 2. No
88. 1 do not know
215 Is there anything a person can do|tb Yes
avoid/prevent  getting  STIs  an®. No
HIV/AIDS? 88. I do not know
216 How can one prevent STI and Yes N
HIV/AIDS? 1. Abstain from sexual intercourse
(multiple answer are possible) 2. Avoid casual sex 1 2
3. Remain faithful to a partner 1 2
4. Use condoms in every act of sexual 2
intercourse 1 2
5. Avoid sex with CSWs 1 2
6. Avoid unsafe injections 1 2
7. Avoid contaminated sharp objects. 1 2
99. Others, specify 1 2
217 Have you ever heard about VCT? Yes
2. No
218 Have you ever undergone HIV test? 1. Yes
2. No
219 Are you voluntary to undergo voluntaryl. Yes
counseling and testing for HIV? 2. No
220 Could you please mention some of|ils Reduces AIDS dissemination Yes No
advantages? (multiple answers a& Enables one to know his/her disease
possible) status 1 2
3. Increases one’s confidence 1 2
99. Others, specify 1 2
1 2
Part Ill: Reproductive Health services utilization questions
Questions Alternative responses Skip to
Code
301 | Have you ever heard pi. Yes
reproductive health service2. No
(RHS)?
302 | From where did you hear? Yes No
(multiple  responses arel. Health personnel
possible) 2. Radio 1 2
3. Television 1 2
4. Posters/leaflets 1 2
5. School 1 2
99. other, specify 1 2
303 | Have you ever utilized any 1.Yes
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RH services?

. No

304

Have you visited
reproductive health servicg
centre in the last 6 months

pg .
?2.

Yes

No (skip to Q 198)

305

If yes to Q 404, where d
you go preferably?

d

O U1 WNPEF

. Gov't health facilities

. Private health facilities

. Drug shops/ Pharmacy
. Health posts

. TBAs/traditional healers
9. others, specify

306

Could you tell me why you
prefer to seek RHS in
this place? (Multiple
answers are possible)

O~NOO O, WNBE

. Effectiveness of treatment
. Free treatment
Low cost of treatment
. Proximity
. Relative works there
. | prefer for confidentiality
. Parents prefer the place
9. Others, specify

307

If yes to Q 304, what we
the reason for your visit?

1S

ONOUAWN P

Medical check up

STl treatment

Family planning

Abortion care/post abortion care
Delivery

VCT

. IEC

9. Others, specify

PR RPRRRRR

NDNMNNDNDN

308

What category of healthca
provider do you prefer t
obtain RHS?

ré.
2.

B

QoNoOO

Professionals with the same sex
Professionals with the same age group
Professionals with same sex & different &
group

Professionals with same age group & differ
sex

Professionals with greater age
Professionals with greater age & same sex
Professionals with greater age & different se
No sex and/or age preference

1ge

ent

X

9. Others, specify
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309 | Do you think that it is easyl. Easy Q312
or difficult for adolescents 2. Difficult
to obtain and use RHS sucB8. | do not know
as contraceptive ar
condoms?
310 | If difficult, why is it| 1. Lack of money to buy Yes No
difficult? 2. Lack of information
(Multiple  answers  are 3. Pressure from sex partners 1
possible) 4. Religious 1 2
5. Difficult to find 1 2
6. Provider disapproval 1 2
7. Parent (s) disapproval 1 2
8. Distribution places are inconvenient 1
9. Being afraid to buy from shops/pharmacy 1 2
10. Too far to find 1 2
11. Expensive to buy 1 2
12. Ignorance 1 2
13. Do not feel at risk 1
14. Never had sex 1 2
99. Others, specify 1 2
1 2
1 2
311 | What are the main obstacles Yes No
that prevent adolescents | 1. | do not need now
from getting RH services in 2. Never thought of 1
health institutions? 3. lam too young 1 2
4. Lack of knowledge 1 2
5. Time constraint 1 2
6. Fear of being seen by parents 1 2
7. Lack of confidentiality 1
8. Sex preferred service 1 2
9. Far distance of His 1 2
312 | Have you ever discussed. Yes Q314
RH topics with parents? | 2. No
313 | If No, why not? Yes No
1. Not necessary
2. Fear 1
3. Social and cultural restriction 1 2
99. others, specify 1 2
1 2
314 | Do you think most rurall. Yes
adolescents are well2. No
informed about RH such as$38. | do not know

contraceptives?
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315 | From where do you think Yes No
rural adolescents obta|nl. From school
most of their information 2. From their friends 1
about sexual & reproductive3. From their parents 1 2
health? 4. From the mass media 1 2
(Multiple  answers  are5. From health professional 1 2
possible) 6. No where 1 2
88. 1 do not know 1 2
99. Others, specify i g
316 |If you wanted to discuss Yes No
and know more about RHL1. Friends/peers
matters, whom would you2. Mother 1
prefer to talk? (Multiplg 3. Fathers 1 2
answers are possible) 4. Sister 1 2
5. Boyfriend/girlfriend 1 2
6. Partner (husband / wife) 1 2
7. Health professional 1 2
99. Others, specify 1 g
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Annex VI: Guide for In-depth Interview
You are welcome. | am happy if you could take time to me. | am from Addis Ababa university,

SPH (Individual introduces him/herself). | am carrying out a study on RH knowledge & services
utilization among rural adolescents in Machakel woreda. | would like to come up with
knowledge of rural adolescents on RH related issues & their services utilization pattern.
The result could be useful to individual adolescents, families or community & the country at
large by showing the level of RH status & services utilization for tomorrow’s hope of the nation-
adolescents. You have been purposely selected to participate in this exercise because | believe
that, as an adolescent, the key member of your family as well as community, you may have
information & experience to share with me on this subject.
Then, selected individual is free to decide on whether or not to participate in the discussion. |
encourage you to feel free to say anything concerning the topic of our discussion.
Thank you very much; (Can we proceed?)
» Could you tell me about how much of issues you know about adolescent sexuality &
reproductive health?
» Can you tell me about things you know on the above topic?
Probe:
* Would you explain further?
* Would you give me an example?
* Is there anything else?
 Could you tell me how you have heard of these? / What are the sources for your
information?
Probe:
* Would you explain further?
* Would you give me an example?
* What do you think is the importance of knowing about reproductive health for
adolescents like you?
Probe:
* Would you explain further?
* Would you give me an example?
* Is there anything else?
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What is your attitude towards adolescents’ reproductive health?
* What about your families’ view?
Have you ever used any reproductive health services?
v Would mention the services have ever utilized?
v Any benefit you have obtained....
What is your families’’communities’ attitude towards RHS?
What will be the consequences if parents/ any of community members know/see when
you are using RHS?
Probe:
* Would you explain further?
* Would you give me an example?
* Is there anything else?
How about the cost issue for RHS?
Probe:
* Would you explain further?
* Would you give me an example?
* Is there anything else?
Where will be the convenient place for obtaining RHS?
Probe:
*  Why?
* Would you explain further?
* Would you give me an example?
* Is there anything else?

What do you expect from RH services in general?

Probe:
4 Would you give me an example?
v Would you explain further?
v Is there anything else?

Are there any cultural & religious practices in the area that could promote/prevent RH
services utilization?

Probe: Would you explain further?
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Would you give me an example?
Is there anything else?
* What could be done to encourage adolescents to utilize RH serices?
Probe: Would you explain further?
Would you give me an example?
Is there anything else?
Thank you very much for wasting your time & cooperation & | am pleased with your

suggestions.
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