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ABSTRACT

An integrated and inclusive approach is indispensable to scale up youth utilization of
reproductive health services (contraceptive use and voluntary counseling and testing). This
requires baseline survey of youth users of reproductive health services by investigate
determinants of reproductive health services utilization among youths of the study area.
Institutional based cross sectional study was conducted among 424 Addis Ababa and Unity
University students starting from 12, March 2018 to June 2018, using a multi stage sampling
technique. Self administered questionnaire was used to collect the data. The collected data
was entered using Epi Data soft ware and analyzed using SPSS version 20. Utilization of
contraceptive services and voluntary counseling and testing was 47.2% and 66.7%
respectively. Females 2.3 times more likely uses contraceptive than males AOR: 2.3, 95% CI
(1.062, 5.068), non health department youth 3.1 times more likely uses contraceptive than
youth in health department AOR: 3.1, 95% CI (1.294, 7.216). As class year increases
students awareness also increases as a result contraceptive utilization also increases year
five youth 4.1 times more likely uses contraceptive than year one AOR: 4.1, 95% CI (0.83,
20.400). The more they have money regularly in their pocket, then the more they use
contraceptive easily than those who had not; 94% less uses than those who have with AOR:,
0.06, 95% CI (0.05, 0.872); class year of students had an association with voluntary
counseling and testing service utilization of youth in the study area negatively year five and
above youth 13% less uses voluntary counseling and testing than year one with AOR: 0.87,
95% CI (0.224, 3.356); head of house hold of the respondents being both father and mother
was 1.25 times more likely to uses voluntary counseling and testing than other with AOR:
1.25, 95% CI (0.623, 2.508). Attitudes of reproductive health service providers leangth of
time and convenient time preferred by youth were some of the additional determinants which
found to have an association with reproductive health service utilization among students of
the study area; So ministry of health, other government organizations, non government
organizations who work on reproductive health issues and higher education institutions have

to lend a hand each other in order to minimize the reproductive health risks faced by youth.

Keywords: Reproductive health, contraceptive use, voluntary counseling and testing,
Higher education institutions
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CHAPTER ONE

1.1. INTRODUCTION

Some countries define the word “youth” as young persons whose age bracket ranges between
the end of childhood and the beginning of adulthood (FDREYP, 2004). Based on the same
source some other countries define “youth” as the period when they start to engage
themselves in activities that are considered by the community to be expression of adulthood.
In Ethiopia, youth is defined as part of the society who is between 15-29 years old (FDREYP,
2004). In the world youth comprises about 20% of the world‘s population, of which 85% live
in developing countries (UNDP, 2009). They are faced with many reproductive health
problems such as unintended pregnancy, induced abortion, STIs, including HIV/AIDS, sexual
and reproductive ill-health are the major causes of RH problems (Bearinger et al., 2007; Blum
et al., 2005; WHO, 2013).

Reproductive health is “a state of complete physical, mental and social well-being and not
merely the absence of disease or infirmity, in all matters relating to the reproductive system
and its functions and processes”. It encompasses the ability to reproduce, freedom to control
reproduction, the ability to go through pregnancy and childbirth safely, with successful
maternal and infant survival and outcomes, the ability to obtain information about and access
to safe, effective and affordable methods of family planning, the ability to have a satisfying,
safe sex life, free from fear of pregnancy and disease, the ability to minimize gynecologic
disease and risk throughout all stages of life (Laurel, 2007). Youth need to have updated,
accessible, integrated and comprehensive reproductive health services (Julie, 2016).They have
been neglected by considering them relatively healthy as compared with infants and adults
(Warenius, 2008). Have to be sure for their confidentiality in RH service providers (WHO,
2002). Reproductive health service is a service provided by a health worker to a patient (or
clients) aimed at preventing a reproductive health problem, or detecting and treating one. It

often includes the provision of information, advice and counseling (WHO, 2012).

Using RH services properly by youth helps to prevent unwanted pregnancy, to respond to
unwanted pregnancy when it occurs, to support healthy pregnancy and to prevent problems
during pregnancy, to respond to problems when they occur during pregnancy, to prevent
sexually transmitted infections (STI), to respond to STI when they occur, to prevent HIV
infection, to respond to HIV infection or HIV related illnesses when they occur, to prevent

sexual violence and to respond to sexual violence when it occurs(WHO, 2012). Special
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consideration has to be given to youth in order to have sustainable health and economic sector

development because it is a period of great opportunities and hope (Laurel, 2007).

In Ethiopia, there are 27 youth friendly services (MOH, 2010), and these services are
integrated with the existing health facilities and provide SRH information and condom, as
well as counseling services related to STI and HIV. But utilization of RH services by sexually
active youth was low and full of risks such as unsafe sex, having multiple sexual partners
exposed to STls including HIV/AIDS (Amsale and Yemane, 2012).

Therefore, studying on determinants of RH service utilization is helpful in order to minimize
the risks faced by youth in the study area, since RH problem affect their ability to attend

school, to work and to their overall health (Kristen et al., 2016).

1.2. Statement of the Problem

In the world there are 1.2 billion youth and made up the largest cohort in history (PRB,
2017). In Ethiopia, these people contribute more than quarter 34.7% of the total population of
the country (Fentie et al., 2010). Risky sexual activities, early pregnancies and sexually
transmitted infections (STIs) including HIVV/AIDS infection rates are increasing among youth
mainly in developing countries (Ingwersen, 2001; WHO, 2006). HIV/AIDS continues to
affect many youth in sub-saharan Africa(PRB, 2017) in Addis Ababa, almost all (90 percent)
people living with HIV/AIDS are believed to have acquired the infection before the age of 25
mainly due to not using RH services properly (FDRE, 2010); 29 percent women of age (25-
49) had first sexual intercourse before age 15, and 62 percent of them are at age 18; by age
25 the majority 88% of women have had sexual intercourse (CSA, 2011). Contraceptive
prevalence rate was 35 percent for the country and 64 percent for Addis Ababa; many of
youths were less experienced and less comfortable in utilizing reproductive health services
(Helpdesk Report, 2011; Wassie et al., 2016; CSA, 2016). Sexually active students in lower
grade have multiple sexual partners who are not using reproductive health services
consistently (Amsale and Yemane, 2012). In Addis Ababa university health and non-health
department students, there was attitudinal differences towards HIV risk reduction strategies
and the perception of risk for acquisition of HIV infection and utilization of VCT services

were low (Desalegn et al, 2017) .

Similarly, among sexually active students of Madawalabu University; only 27.7% ever used

contraceptives (Negasa et al., 2015).



On the other hand, a sizeable proportion of Ethiopian youth know about modern methods of
contraceptives (Hailom and Pav, 2002); here knowing about contraceptive methods does not

give guarantee but using it effectively.

There are some studies related to RH in the study area such as risky HIV sexual behavior and
utilization of wvoluntary counseling and HIV testing and associated factors among

undergraduate students in Addis Ababa Ethiopia (Desalegn et al, 2017), Peer pressure on
risky sexual behavior among school adolescents in Addis Ababa (Amsale and Yemane, 2012),
Risk factors for unsafe sexual behavior among preparatory youth students of Addis Ababa

(Azeb, 2009) and so on. In all cases the RH service prevalence of the student was low and the
studies are concerned with RH risks.

Though there are many RH and related studies in the study area, there is no specific research
that is concerned with determinants of RHS utilization for both youths in public and private
higher education institutions of Addis Ababa. Reproductive health is important for their health
development and provides an immense contribution to which they become when they matured
into adulthood (MOH, 2006). Therefore, researching on the determinants of RH service
utilization primarily helps to know the reason behind not using the RH services effectively
while they are engaged in risky sexual practices; to minimize the RH risks faced by sexually
active youth, to have proper guidance and to inform stakeholders such as ministry of health,

non-governmental organizations who work on reproductive health services about the issue.

1.3. Objectives

1.3.1.General objective
The main objective of this study is to investigate the main determine factors of reproductive

health service utilization of youth in the study area.

1.3.2. Specific objectives
e To describe the status of reproductive health service utilization among youth in the

study area.
e To analyze the determine factors of reproductive health service utilization of youth in

the study area.



1.4. Research Questions
o What is the extent of reproductive health service utilization among youth in the study area?

e What are the main factors that determine reproductive health service utilization

among youth in the study area?

1.5. Significance of the Study
This research is a study conducted on reproductive health service utilization and associated

factors among youth of the study area. It generates important and reliable information on the
extent of reproductive health service utilization and influencing factors; which is crucial for
effective intervention of youth reproductive health service. This research can contribute by
filling the gap untouched by other studies using different predictor variables. The study is
also useful for future researchers in the area of reproductive health service utilization.

1.6. Scope and Limitations of the Study

1.6.1. Scope
The study covered the issues related to reproductive health service utilization among youth in
the study area and concerned on identifying the major demographic, institutional, socio-

economic and psychological factors that significantly affect the sample respondents.

1.6.2. Limitations
This research had the following limitations. The researcher does not look design effect for

sample size due to financial shortage. If the number of the sample size was bigger than this
the outcome might be more relevant and sound. In addition, it does not use all the students of
the selected departments as sample respondents, i.e. the responses of year four engineering;
medicine and clinical nurse students are not included. The study outcome is based on the
truthfulness and openness of respondents as the information sought was considered personal
and sensitive. Some socio-economic and demographic factors like family income were asked

categorically in the questionnaire.



CHAPTER TWO

2. REVIEW OF THE LITERATURE
2.1. Conceptual Literature on Reproductive Health

2.1.1. Reproductive Health and sexual intiations

According to Laurel reproductive health is “a state of complete physical, mental and social
well-being and not merely the absence of disease or infirmity, in all matters relating to the
reproductive system and its functions and processes.” It encompasses: the ability to reproduce,
freedom to control reproduction, the ability to go through pregnancy and childbirth safely,
with successful maternal and infant survival and outcomes, the ability to obtain information
about and access to safe, effective and affordable methods of family planning, the ability to
have a satisfying, safe sex life, free from fear of pregnancy and disease, the ability to
minimize gynecologic disease and risk throughout all stages of life (Laurel, 2007).

Most men and women become sexually active during the age of adolescent. It is the period of
experimentation and engagement of a wide range of behaviors characterized by puberty,
which involves changes in physical appearance and developing reproductive ability that make
them vulnerable to different sexual and reproductive health problems such as unplanned
pregnancy, unsafe abortion, STIs including HIV/AIDS etc. These problem exposed high risk
on their life (Glasier et al., 2006; UNFPA, 2010; Kristen et al., 2016).This is may be due to
the following factors: their young age, ignorance of matters related to sexuality and
reproductive health, lack of factual knowledge about contraception and their inability or
unwillingness to use most family planning and health services (Mago et al. 2005). In order to
avoid such risks they have to use reproductive health services effectively.

2.1.2. Reproductive Health Service and its Characteristics

a. Reproductive Health Services

Reproductive health service is a service provided by a health worker to a patient (or clients)
aimed at preventing a reproductive health problem, or detecting and treating one. It often

includes the provision of information, advice and counseling (WHO, 2012).

Above 165 countries agreed to access reproductive health services to their populations by
2015(Laurel, 2007).The ICPD+5 in 1999 showed that countries had not allocated sufficient
resources and had limited institutional capacity to achieve these goals (RHM, 2006). Due to

this and other reasons, youth awareness of RH faces obstacles when they want to use the
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service in addition to poverty and gender inequality. Some of the problems are related to the

availability, accessibility, acceptability and equity of health services (WHO, 2003; PFI, 2012).
b. Characteristics of Reproductive Health Services

Fundamental characteristics of reproductive health services include: provider characteristics,
facility characteristics and aspects of program design. Characteristics that were often
mentioned as necessities include: staff that are specially trained to meet the needs of young
people, staff that respects the privacy and confidentiality of the services rendered, staff that
spend adequate time to attend to the client, clinics where peer educators are available to young
people, separate space and time for young people, hours that is convenient to young people,
convenient location of services, youth involvement in services, short waiting time, affordable
or free services and a wide range of available services with limited need to refer (AJORH,
2005).

Youth need to have updated, accessible, integrated, and comprehensive reproductive health
services by building the capacity of health service facilities (Julie, 2016). The above
conditions also considered as barriers in developing countries including Ethiopia (AJORH,
2005; Jane and McCauly, 1998).In Ethiopia, in addition to other service centers RH services
addressed through HEWs (MOH, 2006). The responsibility of using RH service such as
contraceptive falls too heavily on women than male (Lawrence et al., 2003). So, men should
play a greater role in using the services, participating in contraceptive decisions and

supporting women.

Now a day, there are the largest cohort of youth in history, it is essential to continue to
carefully design interventions and review their impact to assure that adolescents have tools to
make healthy choices concerning their sexual and reproductive health (Michelle and
Adesegun, 2009; PRB, 2017).

Failure to use health services expose youth to preventable health conditions (Heflinger and
Hinshaw, 2010). Most youth prefer to receive reproductive health information not from the
right source but from friends, printed materials and informal sources (Jejeebhoy, Shah and
Yount, 1999).



2.2. Empirical Studies on Reproductive Health

One of the most important factors influencing the RH status of Ethiopians is poverty (MOH,
2006). In addition to economic problem of the population there are reasons for low
prevalence of using the service provided and it is severe among youths. Different studies
reveal that the following are some of the factors that account for low use of reproductive
services by youth such as: feeling that reproductive health services are for adults or married
people, lack of privacy (WHO, 2001; Warenius, 2008). Factual misinformation or perceptual
bias by youth that use reproductive health services is for promiscuous or infected people
(Belmonte et al., 2000). Further, remoteness of the reproductive centers (Aninanya et al.,

2015) and high cost of service are among the list (Singh et al., 2012).

Most adolescents all over the world are sexually active and engage in pre-marital sexual
activities (Jegeebhoy et al., 1999; Gubhaju, 2002; Reboucas, 2008). For instance, youth in
Uganda start sexual activities at an early age with an increase in the median age for first sex
experience among adolescent of 16 years in 1998 - 1999 to 18.3 years in 2000 — 2001
(Neema et al., 2004). The median age for first sex in Ethiopia was 18.1 years in urban area,
16.1 years in rural area and 16.58 years in Addis Ababa high school students (Haile et al.,
2013). Half of all adolescents attending general health facilities reported having sexual
experience, with an average age of sexual debut of 25 years (Jegeebhoy et al, 1999). Based
on the same source, more than one third of all women requiring delivery services were
adolescents. They clearly need sexual and reproductive health services (Jegeebhoy et al,
1999).

Lack of health care service for reproductive health or difficulty in accessing them is some of
the RH problem (Tilahun et al., 2012).Most youth in Addis Ababa failed in RH risks (Azeb,
2009). Most of pre-marital sexual intercourse is unprotected. Sexually active adolescents are
increasingly at risk of contracting and transmitting sexually transmitted infections including
HIV/AIDS (Gubhaju, 2002). In Ghana-Dodowa, among adolescents in senior secondary
schools (SSS) and junior secondary schools, the findings were that dropping out of schools
were largely attributed to inability to pay school fees and pregnancies for girls (Afenyadu and
Goparaju, 2003).

When we compare youth and adults, youth were less likely than adults to know a place where
they could get the RH service (CSA, 2011). Knowledge of a place to get RH services
increases steadily with education and wealth (CSA, 2016). Among unmarried sexually active
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adolescents in Sub-Saharan Africa, contraceptive use ranges from a low of 3% in Rwanda to a
high of 56% in Burkina Faso (Khan and Mishra, 2008).

In Asia, contraceptive use among ‘sexually active adolescents’ has been reported low
(Gubhaju, 2002). Contraceptive prevalence rate for Ethiopia is 35%, which is nearly half of
the projection of Federal Democratic Republic of Ethiopia and many of youth less
experienced and less comfortable in utilizing such kind of reproductive health services
(CSA,2016; MOH, 2006; Wassie et al., 2016).

In Addis Ababa, the RH service prevalence of students is low (Azeb, 2009; Girma, et al.
2015; Amsale and Yemane, 2012; Dawit and Teferi, 2013). In addition to this, youth are
exposed to high risk activities (behaviors like alcohol drinking and use of addictive substances
like chat chewing and shisha smoking) it is obviously associated with reproductive health
risks (Tadess et al., 1996).

In Uganda, it was found that while contraceptive knowledge among adolescents was high, but
the level of actual use among sexually active adolescents is low (Neeman et al., 2004). On the
other hand, a sizeable proportion of Ethiopian youth know about modern methods of
contraceptives from different sources (Bantayerga et al., 2002). Study in Cameroon, Guinea,
South Africa and Botswana reveals that while youth are aware of that condoms are the best
way to protect themselves from HIV/AIDS and sexually transmitted infections, many still
believe that condoms are for prostitutes (USAID, 2000). Based on the same report, a young
Guinean woman stated that people who like using condoms are those who are sick and are
trying to avoid disclosing their illness. The various studies outlined above, therefore, indicate
that knowledge of contraception alone does not predict actual use. Many youths are less
informed, less experienced and less comfortable in utilizing reproductive health services and
exposed to the risks of unintended pregnancy, unwanted childbearing and abortion, as well as
HIV and other STIs (Wassie et al., 2016; Michelle and Adesegun, 2009). A study in Ghana
showed that school going youth who reported parent-child communication about HIV/AIDS
were more likely to have used condoms at last sex (Adu-Mireku, 2003). Women who were
part of a multifaceted intervention were more likely to use RH services than those who were
not to report communication with their children and other members of their household about

issues related to sex and condom use (Phetla et al., 2008).



A pregnant young woman in Shanghai- China, the reason behind of her non-use of
contraception was fear of disclosure or embarrassment (Jegeebhoy et al., 1999).Many young
people often feel unwelcome citing that they encounter with providers who are judgmental,
rude or who deny them services (Erulkar et al., 2005). In Uganda, it was identified that lack of
knowledge about how to use condoms is associated with its cost, availability, fear and distrust
about condom effectiveness including the fear that condoms themselves are the sources of
HIV viruses (Neema et al., 2004). Sometimes there may be other reasons in a single society
for not using RH services properly even if access and cost are not a problem. These could be
social and religious barriers (Kofi et al., 2002).In Swaziland, services are also seen not to be
friendly including unfavorable attitudes of the health care providers (Jegeebhoy et al.,
1999).In Ethiopia, nearly one third (30%) of health care workers had negative attitudes toward
providing RH services to unmarried adolescents(Tilahun et al.,2012).

A number of studies speculate that youths’ reproductive health needs would be better served
in service environments (Bender, 1999; AJORH, 2005). Programs for young people must be
designed well in order to address the RH services for young, but in Ethiopia, as well as in sub-
Saharan Africa generally, they tend to deliver generic, age- and gender-blind messages that
fail to recognize the distinct needs of girls versus boys at different ages, as well as the unique
needs of married adolescent girls (MOH, 2006).

The stakeholders have to work on addressing effective reproductive health services to all,
specifically to youth. The limited access to targeted reproductive health care and services for
young people contributes to, and exacerbates, many of the reproductive health problems
(MOH, 2006).

2.3. Summary of Literature Review

From the above literature review it is evident that all over the world adolescents involved in
pre-marital sex at an early age are followed by RH problems. A number of risks as a result of
pre- marital sex like sexually transmitted infections including HIV/AIDS, abortions, dropping
out of schools, psychological problems and other socio-economic problems have surfaced
from studies. Despite the awareness of some of the risks and reproductive health services, the
adolescents’ behavior is contrary. Factors that prevent adolescents from utilizing the available
sexual and reproductive health services have also surfaced such as fear of disclosure/

embarrassment or shyness, lack of knowledge on how to use a condom, socio cultural



problem and not practicing the RH services. Other reasons have been related to poor quality
of services, unfriendly attitude by providers of services, lack of RH service access and fear of
being questioned by the nurses. In addition to that most youth perceive condom use as for
prostitutes, infected people and thinking of using RH service is only for adults. Lastly, the
literature suggests that RH needs of youth are taken seriousby using improved skills,
empowerment and changed attitudes and behavior by stating the fundamental characteristics

of reproductive health services.

2.4. Conceptual Framework

In this study, efforts are made to identify determinants of RH service utilization from
literature, practical experiences and personal observation. The conceptual framework of this
study is based on the assumption that the RH service utilization is influenced by a number of
personal characteristics such as age, sex, education, sexual relation, HEW contact, type of
service, decision making power and source of knowledge; socio cultural and economic
characteristics such as religion, ethnicity, house hold head ship, wealth status, cost of services
and pocket money; institutional and psychological factors such as number of service centers,
type of service centers, kind of RH service in the university, sufficient supply of commaodity,
attitude of youth to family planning, information seeking behavior, waiting time, convenient
time, judgmental health workers and privacy care. The conceptual framework in Figure 1
presents the most important variables hypothesized to influence the RH service utilization
among youth in the study area.

The interaction of personal characteristics, socio cultural and economic characteristics and
institutional and psychological characteristics are presented in the form of characteristics such
as demographic, availability of RH services; access of RH services, quality of RH service and

acceptability of the services and their influence on RH service utilization.
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Figurel: Conceptual framework of the study

RH service Availability

-HEW contact

-Number of service centers
-Sufficient supply of commaodity
-Source of knowledge (family, club,
internet, mass media)

Demographic and
Socio-economic

factors
-Age of student
-Age of parent

RH service
v Accessibility

-Cost of services

-Sex Students

Student’s year
-Education status of parents
-House Hold Head ship
-Marital status of students

-Wealth status
-Type of services
-Pocket money
-Department
-Type of institution

RH

Services (cP

-Religion
-Ethnicitv

use and VCT)
Utilization

: : Acceptability
Quality of RH services
-Attitude of youths to any FP
-Decision making power
-Waiting time

-Convenient time

-Type of service centers

(Private or public)
-Judgmental Health workers.
-Privacy care

Source: Modified from (Azeb, 2009)

11



CHAPTER THREE

3. Research Methodology

3.1. Description of the Study Area
Addis Ababa is located at the heart of the country, at an altitude ranging from 2,100 meters at

Akaki in the south to 3,000 meters at Entoto Hill in the North. The city occupies a total area of
540 Sqg.Km (BoFED, 2013). The City has potential health service coverage of 100%. There
are 11 government hospitals and 62 health centers (MOE, 2013).The research was conducted
among public and private higher learning education institutions students of Addis Ababa who

enrolled in the academic year 2017/18.

3.2. The research Approach
Only quantitative research approach was implemented due to time and finacial constraints to

analyze the collected type of data. It involved measurement of outcomes using numerical data
under standardized conditions (Freedman, 2014). Since 424 sample respondents were selected

scientifically using single proportion ratio and gave their response for the questionnaire.

3.3. The Research Design
The study was non experimental and institution based cross-sectional in nature. There are

different reasons for using institution based cross-sectional study. It helps to determine the
previous RH service utilization story of the study participants, to examine the potential link

between predictor and outcome variables (Freedman, 2014).

3.4. The Research Method

3.4.1. Study population and sampling

Regular undergraduate students from Addis Ababa and Unity University were the study
population. The source of population was all Addis Ababa and Unity University students in
the study period.

Inclusion criteria

All voluntary and regular program higher education institute students who were in 15-29 age

groups were included in the study.
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Exclusion criteria
Higher institutes and students with peculiar socio-demographic characteristic composition and
inconveniences to conduct the study were excluded; regarding this the following higher
education institution students were not included in the study.

I. Students who had foreign background

ii. Evening or distance learners
Ethical consideration
Letter of ethical approval was obtained from Center of population studies of AAU and a letter
of consent was obtained from the College of Business Education, Addis Ababa Institute of
Technology, School of Medicine and Unity University Dean office. The purpose of the study
was explained to study participants and a verbal informed consent was obtained from them.

Confidentiality of information was maintained.

3.4.2. Sampling technique
Sampling and sample size are crucial issues in research, which seek to make statistically

based generalizations from the study results to the given population (Nick et al., 2009). To
generalize in this way about the population, it is essential that both the sampling technique
used and the sample size should be appropriate in order to make the results representative, and
that the statistics can discern associations or differences within the results of a study (Nick et
al., 2009). The researcher took the sample from the given population in the following fashion.

Let P be the proportion of students who utilize reproductive health service. In the absence of
p and g, we can assign the product p* will achieve a maximum possible value of 0.25,

when p=0.5 and (=0.5. Moreover, in most social science researches the desired level of

significance is 95%, that is
E't:S% = 0.05. From the normal distribution table Z.,, = 1.96

Zy/2)2%Pxq
Therefore, g = ( a/ )

> , used to have sample size when the total population is
e

unknown(Gujarati., 2004).
Then the appropriate sample size was calculated by using the following assumptions:

e The estimate of population to be studied is to be within 5% the maximum acceptable
error margin (degree of precision), i.e., €=0.05.

e The desired level of confidence is 95%.
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Zysz = 1.96.
e Prevalence of RH risk in the population is assumed to be 0.5.
e 15 % contingency.
Using the above formula the sample size (no) is:

B (1.96%) x 0.25
0= "0 052
(ng) with out contengency = 385

= 384.6 = 385

Based on the data obtained from (AAUR and UUR) the total number of regular students for
the academic year was 16, 576 and 6,214 respectively from (Year one-Year five or above).
Initially, I chose higher education institutes of Addis Ababa and stratifying them as public
and private universities, there are five public(Addis Ababa University, Addis Ababa Science
and Technology University, Civil Service University, Kotebe Metropolitan University,
Defense University) and five private (Unity University, St. Mary University, Rift Valley
University, Alpha University and Admas University) universities in the city. By giving a
chance for all of Addis Ababa Hiegher Education Institutions, | selected two universities,
namely Addis Ababa and Unity University using simple random sampling technique. Three
faculties were selected in the same manner from AAU namely (Addis Ababa Institute of
Technology, College of Business and Economics and School of Medicine) and two
Campuses of Unity University namely Gerji Campus and Selam Campus. Totally for the
study | selected 424 students from twelve different departments obtained by simple random
sampling technique from addis Ababa University; such as Pre-Engineering, Civil
Engineering, Accounting and finance, Economics, Anesthesia, DDM, Midwifery, Medical
Laboratory, Medical Radiography, Pharmacy, Nursing and Medicine, and from four
departments from Unity University; such as Accounting, Marketing, Computer science and

Clinical nurse.
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Table 3.1. The study Population and Sample respondents

Departments AAU (AAU) Male  Female UU (Uv) Male  Female
Total ~ Sample Total Sample
Respondents Respondents
Pre-Engineering 585 34 24 10 - -
Civil Engineering 1,104 64 44 20 - -
Accounting and finance 348 20 13 7 -
Management - - 426 16 7 9
Economics 297 18 14 4 - -
Marketing - - 1380 54 26 28
Computer science - - 735 28 20 8
Anesthesia 172 10 5 5 - -
Nursing 145 10 3 7 - -
Midwifery 132 8 5 3 - -
DDM 86 5 3 2 - -
Medical Laboratory 97 6 4 2 - -
Medical Radiography 162 10 5 5 - -
Medicine 1,719 100 66 34 - -
Pharmacy 250 15 8 7 - -
Clinical nurse - - 678 26
Total 5,097 300 194 106 3,219 124

Source: Own construction

Total number of AAU students in the academic year 2017/18 was 16,576 whereas the total number of
students in UU was 6,892 the sample respondents from AAU was 70.6% of the total sample=300 and
the sample respondents from UU was 29.4% of the total sample =124

Now the sum of the students (N) in the selected department was 8,316.

The new sample size n =—ge— = — 5 =368 =368+ 15% of 368 = 423.3 = 424

+

N 8316

To give a chance to the total population a sample of 424 students would be selected by

systematic sampling method from their attendance sheet for the study. In order to address this

sample, the researcher did the following schematic diagram.

15



Figure2: Schematic representation of the sampling procedure.
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3.4.3. Data collection techniques
The primary data necessary for this study was collected from sample respondents by using

structured questionnaires from (12, March 2018 to 6, April 2018) for the purpose of:

I. Keeping uniformity of the questionnaires each respondent receive the same set of
questions phrased exactly in the same way.
ii. Keeping the standardization of the questionnaire helps to control the answer of the

respondent.
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The questions divided in to four major categories: Background characteristics that include
questions related to demographic factors, reproductive health knowledge and health worker
contact, attitude of youth towards RH services and reproductive health behaviors as (Dawit
and Teferi, 2013).

The questionnaire was developed in English and translated to Amharic (local) language and
back to English to check for its consistency. The final questionnaire was in Amharic version
which was used as a self-administered one. By conducting repeated revisions, the questions
were made as simple as possible to be answered by the students. In order to ensure the quality
of data, the questionnaire was undergone pre-testing from 40 students in the same setup
having similar age group as the target group, but from non-selected university students. Vague
questions that were difficult to be answered by most of the students were emphasized and

corrected accordingly after the pretest.

For the collection of data four enumerators who had knowledge related to socio-economic

and reproductive health would be trained and employed for the data collection.

3.4.4. Data analysis techniques
The collected data was edited and entered to Epi Data version 3.1 in order to avoid possible

errors then exported to SPSS Version 20 for analysis purpose. Descriptive statistics is
employed for the description of different demographic and socio-cultural factors, availability,
accessibility, acceptability and quality of care services and acceptability of the RH service
characteristics of the sample respondents. These are mean, percentage and frequency.
Moreover, the inferential statistics would be dummy/categorical variables and Binary logit

model in order to analyze the result.

Model specification and the variables

i Binary Logit Model

This econometric model is used for analysis ofdeterminants of RH service utilization of youth.
The selection of binary models follow that individuals faced a choice of two alternatives and
their choice depend on their characteristics. Hence, the objective of a binary choice model is
to decide the probability that an individual within the given set of options will do one choice
rather than the alternative (in the binary dependent variable, the response is coded 1 for yes, 0
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otherwise). It is in this regard that over the linear probability models, binary logit and probit
are the possible alternatives.

a. The Logit and Probit Models

The logit model assumes cumulative logistic probability function, whereas the probit
probability model is associated with the cumulative normal distribution. For the purpose of
the study, the logit model is chosen because it is simpler to work with and the interpretation of
parameter estimates is simple. Although logit and probit yield similar parameter estimates, the
logistic distribution (logit) has an advantage over others in the analysis of dichotomous
outcome variable in that it is extremely flexible and easily used function from mathematical
point of view and subjects itself to meaningful interpretation (Adersi, 1990; Hosmer and
Lemeshew, 1989). The logit model has advantages over the probit model in that it transforms
the problem of predicting probabilities within (0, 1) interval to the problem of predicting the

odds of an event occurring within the real line.

b. Specification of the Logit Model

The dependent variable RH(CP and VCT) service utilization of youth is a dummy variable,
which took a value one when youth was a user and zero otherwise; whereas the independent
variables were either continuous or dummy/categorical variables expected to affect utilization
of RH services. Following (Hosmer and Lemshew, 1989) the logistic distribution functions

for analyzing the utilization of RH services:

1
PpP=m— —4}m — - - - e 1
bol4e 4 M
Where P; is the probability decision to use RH services for the i youth.
Vi=Bo+BiXi+ X+ ———+PpXp———-————— === ————— = (2)

Where Y; is a function of m explanatory variables (X;)

Bo is the Y-intercept and B,..., Bm are slope parameters in the model. The slope indicates how
the log-odds in favor of decision to use the RH services change as the explanatory variable

change.

Since the conditional distribution of the outcome variable follows a binomial distribution with
a probability given by the conditional mean P; , interpretation of the coefficient will be

understandable if the logistic model can be rewritten in terms of the odds and log of the odds,
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(Gujarati, 2004). The odds to be used can be defined as the ratio of the probability that youth
uses (P;) to the probability he/she does not use (1-P;).

But from (1), it follows that

1
_po Y .
S Tv e 3
Zi
i _1+e ol @
1—Pl 14+ e %
P; 1+ e%i 5 -
1—-P, 1+e% °+Zﬁme ————————————————————— (5)
i=1

Taking the natural logarithm of the odds ratio of equation (5) will result the Logit model as

follow:

m
ePo + Z BmXm | =
i=1

If the disturbance term U; is considered the logit model becomes:

In(—ty = |
n(l_Pi)— n

Where: U; known as the disturbance, or error, term, is a random (stochastic) variable that has
well-defined probabilistic properties. The disturbance term U; may well represent all those

factors that affect RH service utilization but are not taken into account explicitly.

3.4.5. Variables and Operational Definitions

3.4.5.1.Dependent variable

The reproductive health service considered in this study was contraceptive use and
voluntary counseling and testing (VCT) service; the percentage of youth who attend health
facilities for contraceptives, voluntary counseling and testing and sexually transmitted
infections treatment service are one of the indicators of the immediate and long term RH
needs of young people (Kirby D., 1994). The dependent variable is RH service utilization. It
is explicitly explained below:
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Reproductive health is a state of complete physical, mental and social well-being, and not
merely the absence of disease or infirmity, in all matters relating to the reproductive system
and its functions and processes.

Service: RH related function provided by any health institution for youth.

Utilization: The ability to use the RH service by youth of the study area for any RH purpose.

Utilization of RH services: Is dummy variable and take a value 1; if youth used reproductive
health services in their life time and O otherwise. Addis Ababa higher education institution
students who use RH service for any RH purpose considered as user, and if they do not use
they were called non users. For analysis of the data I use the binary logit model as (Haile,
2007; Tilahun, 2008; Feleke et al., 2013; Nagasa et al., 2015;Wassie et al., 2016) used the
model for the same reason in different study participants and study area.

3.4.5.2.Independent variables

The total numbers of the independent variable in this study were 24.

1. Demographic and socio-economic factors such as age of student, age of parent, sex,
educational status of students and parents, sexual relation of student and religion.

2. Factors related to availability of RH services were health extension workers (HEW)
contact, number of service centers, source of knowledge and sufficient supply of
commodity.

3. Factors related to accessibility of RH services were cost of services, wealth status,
type of services (private clinics or public) and pocket money.

4. Factors that affect quality of RH services such as type of service centers, kind of
RH Services in school, judgmental health workers, convenient time and privacy care
will be taken as independent variables.

5. Factors related to acceptability of the RH services were attitude of youth to any FP,

information seeking behavior, waiting time and decision making power.

Gender (GDR): It is a dummy variable and takes (1) if the respondent is male and (2)

otherwise.

AGE of students (AGOS): It is a continuous variable and expected that, increase in age would
have an influence on degree of RH service utilization positively. The age of youth has a positive

impact on the RH service utilization when it increases from 15 to 29.
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Sexual partner (SP): It is a categorical variable and takes (1) if you are single, (2) if you are
married, (3) if you are divorced, (5) if you are separated, and (6) if your answer is other than

the above alternatives. It affects youth life negatively as they have more than one sexual relation.

AGE of parents (AGOP): It was a continuous variable and expected that, increase in age would
have an influence on degree of RH service utilization negatively.

Class year (CY):It is measured as categorical and takes(1) if you are Year one student,(2) if you
are Year two student,(3)if you are Year three student,(4) if you are Year four student,(5)if you are
Year five or above year five student. Educational status is a variable which increases youth’s
capacity and empowerment in their life skill. So it is assumed that this variable would have
positive relationship with the RH service utilization (Tilahun, 2008) reported in their study
existence of positive relationship between education, information/knowledge and utilization RH

services.

Department (DPT): It is measured as dummy and takes (1) if you are health department and (0)

otherwise.

Type of institution (TPI): It is measured as dummy and takes (1) if you are public university

student and (0) otherwise.

Parent Education (PE): It considered as a categorical variable which takes a value (1) if parents
cannot read and write, (2) if their parents could read and write, (3) if their parent are at primary
school education (1-8), (4) if their parents were secondary school students(9-10), (5) if their
parents were preparatory school students), (6) if their parents had diploma or above and (7) their
parents had degree or above. The variable is expected to have a positive association with the RH
service utilization among youth in the study area. It is expected that as education level of parent

increases RH service utilization of youth’s in that family also increase.

Religion (RLG): It is a categorical variable and takes the value of (1) if the religion of youth is
orthodox, (2) if youth is Muslim, (3) if youth is protestant and (4) otherwise. Religion is one of the
important factors that determine RH service utilization. It is hypothesized that youth with firm

religious belief have less RH service and use less RH services.

Ethnicity (ECT): It is a categorical variable and takes (1) if your ethnic group is Oromo, (2) if
your ethnic group is Amhara, (3) if your ethnic group is Tigre, (4) if your ethnic group is Gurage,

(5) if your ethnic group is other.
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Wealth status (WS): It is a categorical variable that is measured in terms of the total monthly
income that the respondents’ parents have. The variable is expected to influence RH service

utilization positively.

Source of knowledge (SKG): Source of knowledge plays important role in conveying
information about RH services. It is a categorical variable which could be(1)family are your
source, (2) schools(teachers), (3) if your source of knowledge is social media, (4)if your source of
knowledge was mass media and (5) posters. The variable was expected to have positive

association to RH service utilization among youth in the study area.

Pocket money (PM): Is any amount of money given to youth by parents for various purposes
regularly. It is a dummy variable and takes 1 if there was a pocket money and 0 otherwise. It is

expected to influence the RH services positively.

Type of services (TS): Is defined as the RH service used by students such as contraceptive, VCT,
post abortion care service, etc. It is categorical variable which could be (1) when the service used
is contraceptive, (2) when the service used is VCT, (3) when the service used is post abortion care
services and (4) otherwise in all RH centers found in their surroundings. It is expected to influence
the RH service utilization of youth positively if they use one of the services.

Health Extension contact (HEC): It is defined as frequency of contact between the health
extension workers and the respondents at least once in the previous six months. This variable is
expected to have positive relationship with utilization of RH services by students; the more they
were youth contact with HEW the more they use RH services. The variable is a dummy and takes
the value of (1) if youth has contact with extension health workers on issues related to RH services

and (0) otherwise.

Number of service center (NSC): It tell us the number of health institution or anti HIV/AIDS
and RH clubs or Voluntary counseling center that found in their surroundings that help them to
have the RH service. It is expected to influence the RH service utilization of youth positively. It

measured as continuous variable.

Sufficient supply of commodity (SSOC): It is defined as the availability or unavailability of
contraceptives and goods related to RH services sufficiently during the time that youth want to use
it and influences the RH service utilization of youth positively. It is a dummy variable and takes 1

if student has never received and 0 otherwise.
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Attitude towards family planning (ATFP): Youth perception towards RH service it is used as
dummy variable. It takes 1 if an individual perceived to obtain RH service and O otherwise. It
affects the RH service utilization positively.

Cost of service (COS): It is the cost paid for the RH service they use. It is a dummy variable and

takes 1 if the cost is fair and 0 otherwise.

Decision making power of partner (DMPP): Is the power of youth in order to decide to use the
RH services when necessary. It is a categorical variable. It takes (1) if the decision made by male,
(2) if the decision made by female and (3) if the decision made by both couples’ when the RH

service is necessary. It is expected to affect youth RH service utilization positively.

Waiting time for RH service (WTM): It is the length of time perceived by students’ passed in
the health institution when they need to use the RH services. It is a categorical variable and takes
(1) if the waiting time is too short, (2) if the waiting time is short, (3) if the waiting time is long,
(4) if the waiting time is too long. It is expected to affect youth RH service utilization negatively if
the length of time is too long.

Type of service centers (TSC): Is ownership of RH service center chosen by you. It is a dummy
variable and takes 1 when the service is from public (health post, health center, clinics and
hospitals) and 0 otherwise. It is expected to influence the RH service utilization of youth

positively.

Availability of RH services in the university (ARHSU): is the RH service provided to you in
their university. It is dummy variable and takes 1 if any of the RH service is available in their
university compound and 0 otherwise. It is expected to influence the RH service utilization of

youth positively if the service is available in their compound.

Judgmental health workers(JHW): Is the decision whether or not health workers decide on the
type of service you need judgmentally when you want to use the RH services in any of the service
center. It is dummy variable and takes 1 if they are judgmental and O otherwise. It affects the

dependent variable negatively when the health worker is judgmental.

Convenient time (CT): Is the time chosen by youth to use the RH service. It is Likert scale and
expected to affect the RH service utilization of youth positively if they strongly agree in the usual

time service provision.
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Privacy care (PC): Is the confidentiality of health workers for youth RH problems. It is a Likert

scale and expected to influence the RH service utilization of youth positively if they are strongly

confident on the confidentiality of the health workers.

Campus Residency (CR): Is the place where you reside in the past six months. It is a categorical

variable and takes (1) if you reside in campus dormitory, (2) if you reside in rent house alone, (3)

if you reside with your family and (4) other. It is expected to affect your RH service positively if

you reside with alone.

Table 3.2. Summary of the independent variables

Variables  Definition Themes Scale of Expected sign of
measurement Independent
Variables

AGOS AGE of students Demographic Continuous

SP Sexual partner Demographic Dummy

AGOP AGE of parents Socio economic Continuous

CcYy Class year of students Demographic Categorical

ESP Educational status of parents Socio economic Categorical

RLG Religion Demographic Categorical

WS Wealth status Socio economic Categorical

SKG Source of knowledge Individual Categorical

PM Pocket money Individual Dummy

TS Type of services Socio economic Categorical

HEC Health Extension contact Individual Dummy

NSC Number of service center Institutional Dummy

SSoC Sufficient supply of commaodity Institutional Categorical

ATFP Attitude towards contraceptives Individual Dummy

COosSs Cost of service Socio economic Categorical

DMP Decision making power Individual Categorical

WTM Waiting time Institutional Dummy

TSC Type of service center Institutional Categorical

RHSU Kind of RH service in the university  Institutional Dummy

JHW Judgmental health workers Individual Dummy

CT Convenient time Institutional Categorical

PC Privacy care Individual Likert scale

Source: Modified from (Derib, 2010)
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CHAPTER FOUR

4. RESULTS AND DISCUSSION

4.1. Introduction
This part consists of the overall findings of the study presented under different sections. The

result section is presented using descriptive statistics findings and binary logistic regression
model for the characteristics of the sample respondents. Out of 424 randomly selected
respondents 407 were participated in the study which gives a response rate of 96%, the
majority 298(70.28%) were from Addis Ababa university and 109(25.71%) were from Unity
university. During data cleaning 53(13%) of the questionnaire were excluded from analysis
due to not giving their response for the dependent variable. Finally; 354 students of whom

214(60.5%) male and 140(39.5%) female respondents were used for the analysis.

4.1.1. Demographic and Socio-economic characteristics of the study population
The average age for male respondents was 21.4(+ SD 1.9) whereas 20.9(% SD 1.6) was for

females. 258(73.3%) were single followed by 79(22.4%) unmarried but have lover; 14(4.0%)
were currently married and only 1(0.3%) were separated. There is no significance association
between male and female class year, the majority 101(28.5%) were year three and the least
31(8.8%) were year four students. 214(60.5%) were Orthodox Christians and the least
10(2.8%) were Catholic. 133(38.2%) of them were from Amhara ethnic group followed by
Oromo 83(24.0%) as described on table 4.1 below.

Note: For all tables the 354 students not respond for each questionnaire; some of the respondents

miss to give the expected answer consciously or carelessly.
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Table 4.1: Demographic and Socio-economic characteristics of sample students in
selected HEI of Addis Ababa June, 2018.

Variables Male Female Total X 2 P value
(n,%) (n,%) (n,%)
test

Sex 214(60.5) 140(39.5)  354(100.0)

18-20 78(36.5) 55(39.3)  133(38.0) 27.452 0.000*
Age 21-23 85(40.5) 81(57.9) 166(47.4)

24-26 46(21.5) 4(2.9) 50(14.3)

27-29 1(0.5) 0(0.0) 1(0.3)
Total 210(60.0)  140(40.0)  350(100)
Marital status of student
Single 205(96.7)  132(94.3)  337(95.7)
Married 6(2.8) 8(5.7) 14(4.0) 8.136 0.43
Separated 1(0.5) 0(0.0) 1(0.3)
Total 212(60.23) 140(28.41) 352(100)
Class Year
Year one 53(24.8) 32(22.9) 85(24.0)
Year two 52(24.3) 37(26.4) 89(25.1)
Year three 60(28.0) 41(29.3) 101(28.5) 0.542 0.969
Year four 20(9.3) 11(7.9) 31(8.8)
Year five and above 29(13.6) 19(13.6) 48(13.6)
Total 214(60.45) 140(39.55) 354(100)
Religion
Orthodox Christian 132(61.7) 82(58.6)  214(60.5)
Muslim 22(10.3) 32(22.9) 54(15.3)
Protestant 40(18.7) 21(15.0) 61(17.2) 13.576 0.009*
Catholic 8(3.7) 2(1.4) 10(2.8)
Others 12(5.6) 3(2.1) 15(4.2)
Total 214(60.45) 140(39.55) 354(100)
Ethnicity
Oromo 50(23.8) 33(24.3) 83(24.0)
Amhara 83(39.5) 50(36.8)  133(38.4)
Tigrie 19(9.0) 17(12.5)  36(10.4) 2467  0.651
Guragie 22(10.5) 18(13.2) 40(11.6)
Others 36(17.1) 18(13.2) 54(15.6)
Total 210(60.7)  136(39.3)  346(100)

Source: Own Survey, 2018

4.1.2. Sources and types of RH knowledge
The crucial factor for using RH services is the available knowledge about (Contraceptives,

VCT, PAC, ANC, etc.).

As described on table 4.2 below student uses different sources to have RH knowledge such as
parental talk, teachers(schools), health workers, friends, newspapers, posters, mass media
social media and other sources; 262(74.2%) and 225(63.7%) get their knowledge from
teachers and Mass media respectively. 318(90.1%), 304(86.4%) and 179(49.3%) of the
students know about voluntary counseling and testing (VCT), contraceptives and treatment

for sexually transmitted infection (STIs) respectively.
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From RH services 236(66.7%) of the respondents used VCT, 167(47.2%) of the respondents
used contraceptives and 104(29.4%) of the respondents used both contraceptive and VCT at
the same time.

Table 4.2: Individual characteristics of sample students in selected HEI of Addis Ababa
June, 2018.

Variables Male(n, %) Female(n, %) Total(n, %) X 2test P value

Knowledge about RH services (CPS, Yes 214(60.5) 139(39.3) 353(99.7)

VCT, PAC, etc.)? (N=354) No 0(0.0) 1(0.3) 1(0.3) 1.533 0.216

Sources of information(N=353)

Parental talk Yes 32(9.1) 42(11.9) 74(21.0) 11.847 0.001*
No 182(51.6) 97(27.5) 279(79.0)

Teachers(schools) Yes 164(46.5) 98(27.8) 262(74.2) 1.656 0.198
No 50(14.2) 41(11.6) 91(25.8)

Health workers Yes 79(22.4) 37(10.5) 116(32.9) 4.050 0.044**
No 135(38.2) 102(28.9) 237(67.1)

Friends Yes 35(9.9) 35(9.9) 70(19.8) 4.128 0.042**
No 179(50.7) 104(29.5) 283(80.2)

News papers Yes 23(6.5) 14(4.0) 37(10.5) 0.041 0.840
No 191(54.1) 125(35.4) 316(89.5)

Posters Yes 19(5.4) 13(3.7) 32(9.1) 0.023 0.880
No 195(55.2) 126(35.7) 321(90.9)

Mass media Yes 140(39.7) 85(24.1) 225(63.7) 0.665 0.415
No 74(21) 54(15.3) 128(36.3)

Social media Yes 63(17.9) 45(12.8) 98(27.8) 2.432 0.119
No 161(45.6) 94(26.6) 255(72.2)

Other sources Yes 3(0.85) 3(0.85) 6(1.7) 0.289 0.591
No 211(59.8) 136(38.5) 347(98.3)

Types of RH services known by the students(N=353)

Contraceptive methods Yes 182(51.6) 122(34.7) 304(86.4) 0.804 0.370
No 32(9.1) 17(4.8) 49(13.9)

Treatment for sexually transmitted Yes 107(30.3) 67(18.9) 174(49.3) 0.109 0.741

infections(STDs) No 107(30.3) 72(20.4) 179(50.7)

Voluntary counseling and testing Yes 198(56.1) 120(34) 318(90.1) 3.618 0.057**

(VCT) including HIV AIDS No 16(4.5) 19(5.4) 35(9.9)

Post abortion care services Yes 42(11.9) 42(11.9) 84(23.8) 5.211 0.022**
No 172(48.7) 97(27.5) 269(76.2)

Antenatal care Yes 60(17) 56(15.9) 116(32.9) 5.732 0.017**
No 154(43.6) 83(23.5) 237(67.1)

Postnatal care Yes 52(14.7) 51(14.4) 103(29.2) 6.262 0.012**
No 162(45.9) 88(24.9) 250(70.8)

Others Yes 5(1.4) 3(0.9) 8(2.3) 0.010 0.920
No 209(59.2) 135(38.2) 344(97.5)

Types of RH services used by respondents (N=354)

Contraceptive methods Yes 116(32.8) 51(14.4) 167(47.2) 10.733 0.001*
No 98(27.7) 89(25.1) 187(52.8)

Voluntary counseling and Yes 146(41.2) 90(25.4) 236(66.7) 0.591 0.442

testing(VCT) including HIV AIDS No 68(19.2) 50(14.1) 118(33.3)

Post abortion care services Yes 0(0.0) 4(1.12) 4(1.12) 6.184 0.013**
No 214(60.5) 136(38.4) 350(98.9)

Antenatal care Yes 1(0.3) 5(1.4) 6(1.7) 4.894 0.027**
No 214(60.2) 135(38.1) 348(98.3)

Any contraceptive and VCT for Yes 72 32 104 4.75 0.029**

HIV/AIDS No 142 108 250

Source: Own Survey, 2018
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4.1.3. Places and Quality of RH services preferred by youth
The type of service center preferred by youths’ that have its own impact in RH service

utilization.

On table 4.3 below 350 respondents were given their response for the type of service center
they were interested to use; 186(53.1%)f the youth used government and any health

institution around their resident places followed by 52(14.9%) private health institution.

Only 13 students were used the campus clinic for RH services. 268(76.1%) of the
respondents did not want to use RH services when other users were found around the service
center. During their sexual intercourse, 50(30.1%) male decide by themselves as 5(3%)

female only give their decision. Where totally 84(24.3%) of them decide jointly.

For 324(91.5%) of respondents waiting time in the service center is not a problem. This
reveals that most youths in higher institutes go to any service center more probably to buy
condom or any other contraceptive; since 102(66.2%) uses condom during their sexual

intercourse.

Table 4.3: Institution characteristics of sample students in selected HEI of Addis
Ababa, June 2018.

Variables Male Female Total 2 Pvalue
M%) 0w e X
Types of service centers test
Place of RH services Government(Hospital) 60(17.1) 33(9.4) 93(26.6) 27.132  0.000*
(N=350) Private(Hospital) 23(6.6) 29(14.9) 52(14.9)
Pharmacy 32(9.1) 4(1.2) 36(10.3)
Traditional method 1(0.3) 0(0.0) 1(0.3)
Any health institution 61(17.4) 31(8.9) 92(26.3)
Never used before 35(10) 41(11.7) 76(21.7)
Pills - - -
RH service in campus  EC 2(15.4) 0(0.0) 2(15.4) 4.852 0.183
clinic Injection 0(0.00) 2(15.4) 2(15.4)
Condom 1(7.7) 1(7.7) 2(15.4)
(N=13) VCT 5(38.5) 2(15.4) 7(53.8)
Convenient time for RH With other users 40(11.4) 35(9.9) 75(21.3)
service (N=352) Other users are not around 170(48.3) 98(27.8) 268(76.1) 5.357  0.069***
Any time 3(0.9) 6(1.7) 9(2.6)
Decition making power My self 50(30.1) 5(3.0) 55(33.1)
in using the My partner 8(4.8) 19(11.5) 27(7.8) 35.814 0.000*
contraceptive(N=166) Joint decision 54(32.5) 30(18.1) 84(50.6)
Length of time for RH Yes 20(5.7) 10(2.8) 30(8.5) 0.53 0.467
service (N=354) No 194(54.8)  130(36.7) 324(91.5)

Source: Own Survey, 2018
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4.1.4. Perception of students to the Availability and Accessibility of contraceptive
services
Similarly on table 4.4 below 169 respondents were given answer for their contact with health

extension workers so 108(63.9%) have contacts with health workers. The more they contact
with health workers, the more they use VCT service than those who have no contact. 73(43.2)
have contact with health workers and uses VCT services but 22(13%) of them have no
contact and not used the service with no association between gender and the health workers,
and no association between health extension workers contact and VCT service (X?=1.357, P
value at 24.4%) and (X? =0.23, P value at 63%) respectively.

274(78.1%) of them did not face any commaodity shortage when they want to use any VCT
service in their life time with a significance association with gender but not with VCT service
(X?=12.32, P value at 1%) and (X?=3.01, P value at 22%).

For the cost of the service 189(53.4%) of youths’ interested to have free service for utilization
of VCT with no significance association between gender (X?=5.8, P value at 12%) but there
is association between users and non users(X?=7.78, P value at 5.1%). 338(95.5%) of youth
have pocket money regularly and it helped 224(63.3%) of them to use VCT and there is a
significance association (X?=3.032, P value at 10%) between gender but not with VCT users
and non users (X?=0.52, P value at 47%).

Table 4.4. Individual and Institutional characteristics of sample students with VCT
utilization in selected HEI of Addis Ababa, June 2018.

Variables Male Female Total 2 P Using VCT service 2 P
(n, %) (n, %) (n, %) X value X value
test test
Health Extension Contact Yes(n,%)  No(n,%)
Health Extension Yes 70(41.4) 38(225)  108(63.9) 73(43.2) 20.7 0.23 0.63
Contact(N=169) No 34201)  2716)  61(361) 30 02 39031)  22013)
Total 104(61.5) 65(38.5)  169(100) 112(66.3) 57(33.7)
Number of service center
Sufficient supply of
commodity Yes 16(4.6) 7(2.0) 269 1,5 ooz 1969 aLy 01 022
Shortage to have RH No 174(49.6)  100(28.5) 274(78) : U2 181(51.6)  93(26.5)
services (N=351)
[ don’t try 21(6.0) 33(9.4) 54(15.4) 34(9.7) 20(5.7)
Total 211(60.1)  140(39.9)  351(100) 234(66.7)  117(33.3)
Cost of services As usual 24(68) 28(79) 52(147) 26(73) 26(73)
Service fee for youth Discount 66(18.6) 39(11) 105(29.7) 72(20.3) 3309.3) 778 0.051*
(N=354) Free 120(33.9 69(19.5)  189(53.4) 132(37.3) 57(16.1)
I don’t 4(1.13) 4(1.13) 8(2.3) 6(1.7) 2(0.6)
know
Total 214(60.5) 140(39.5) 236(66.7) 118(33.3)
Pocket money Yes 201(56.8) 137(38.7) 338(95.5) 224
. . . 303 0.08%* (63.3) 114(32.2)
mf;r (Sl\ll’gg'f){l;’f pocket No 13(3.7) 3(0.8) 16(4.5) . 12(3.4) 4(1.1)
Total 214(60.5) 140(39.5) 236(66.7) 118(33.3)

Source: Own Survey 2018
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4.1.5. Acceptability of RH services
Some RH services were not acceptable by youths due to different reasons. Some of the

reasons were their attitude for the service, fearing of judgment of health workers in service
center, the duration it takes to have RH service and loss of confidence on the service givers in

keeping the users secret of using the RH services.

On table 4.5 below 318(89.8%) of youths merely agree or strongly agree on the importance
of RH services for them, on the other hand 220(62.1%) respondents agree or strongly agree
on the unlikely of the health workers judgment on behalf of them with a significance
association of(X?=11.469, P value at 5%).

Hence; judgmental health workers were creating unfavorable condition for youth to use RH
services. Convenient time to have the service and confidentiality of the health workers also
create unlikely condition since 241(68.1%) and 320(90.4%) respectively agree or strongly

agree on the issue with no gender significance association.

Table 4.5: Individual characteristics of sample students concerning attitudes in selected
HEI of Addis Ababa, June 2018.

Variables Male Female Total 2
%) % (0w X
(N=354) (N=354) (N=354) test

Attitude of youth Strongly agree 123(34.8) 85(24) 208(58.8) 0.78
RH service is important for youth  Agree 70(19.8) 40(11.3) 110(31.1)
like me? Neutral 15(4.2) 11(3.1) 26(7.3)

Disagree 4(1.1) 3(0.9) 7(2.0)

Strongly disagree 2(0.6) 1(0.3) 3(0.8)
Judgmental health workers Strongly agree 41(11.6) 34(9.6) 75(21.2) 11.47
RH service is unlikely if the Agree 94(26.6) 51(14.4) 145(41.0)
health workers are judgmental? Neutral 42(11.9) 26(7.4) 68(19.2)

Disagree 37(10.5) 23(6.5) 60(16.9)

Strongly disagree 0(0.0) 6(1.7) 6(1.7)
Convenient time Strongly agree 66(18.6) 43(12.2) 109(30.8) 4.64
Using RH service is unlikely if Agree 87(24.6) 45(12.7) 132(37.3)
the waiting time in the service Neutral 35(9.9) 25(7.1) 60(16.9)
center is too long? Disagree 22(6.2) 23(6.5) 45(12.7)

Strongly disagree 4(1.14) 4(1.14) 8(2.3)
Privacy care Strongly agree 146(41.2) 111(31.4) 257(72.6) 5.510
Using RH service is unlikely if Agree 45(12.7) 18(5.1) 63(17.8)
the service providers are not Neutral 13(3.7) 7(1.9) 20(5.6)
confidential? Disagree 7(2.0) 3(0.9) 10(2.8)

Strongly disagree 3(0.9) 1(0.3) 4(1.1)

Source: Own Survey, 2018

4.1.6. Sexual experiences of respondents by their institutes
As described in table 4.6 below 122(47.8%) and 53(53.5%) of public and private university

students respectively had sexual experience at least with one sexual partner in their life time
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without significant association between their sexual experience and the kind of institute they
enrolled (X°=0.924, P value at 33.6%).

In addition, 91(74.6%) and 37(69.8%) of public and private university students respectively
have more than one sexual partner. Generally, 128(73.14%) of both institutes students were
engaged in multiple sexual practices without significant association in the same comparison
(X?=4.275, P value at 23.3%).

Table 4.6: Sexual characteristics of sample students by their institute in selected HEI of Addis
Ababa, June 2018.

Variables Public (n,%) Private (n, %) Total (n, %) X 2 test P-value
N=255 N=99
Sexual experience Yes 122(47.8) 53(53.5) 175(49.4) 0.924 0.336
No 133(52.2) 46(46.5) 179(50.6)
Number of sexual partners one 31(25.4) 15(28.8) 46(26.4) 4.275 0.233
(N=122 and N=53) for public  two 45(36.9) 13(25.0) 58(33.3)
and private respectively. three 21(17.2) 7(13.5) 28(16.1)
More than  25(20.5) 17(32.7) 42(24.1)
four 91(74.6) have two or 37(69.8) have two  128(73.14) have
more sex partners and more sex two and more sex
partners partner in both

institutes

Source: Own Survey, 2018

4.1.7. Sexual behavior and contraceptive use of respondents
On table 4.7 below nearly half 175(49.4%) of them were sexually active. In which

118(33.3%) and 57(16.1%) were male and female respectively. There was a significant
association (X?=7.046, P value at 1%) where more males were sexually active than females.
Out of 173 sexually active respondents, the average age of respondents at first sex for male
and female respondents was 19(+SD2) and 18(#SD 3) respectively. Hence, there is a

significant association (X?=9.143, P value at 5%).

The average age of sexually active youths of first sexual partner were 17(% SD 2) for male;
23(£SD 4) for females. From 174 sexually active respondents 106(60.9%) of them uses any
one of contraceptive at first sex without significance association (X?= 0.393, p value at
53.1%).

79(73.8%) sexually active youth use condom followed by 13(12.1%) Emergency
contraceptive (EC) (used by females after sex). There is a significant association between

male and female users.

From 154 sexual active respondents 102(66.2%) and 21(13.0%) use condom and injection

respectively; with a significance association (X?=50.02, P value at 1%) between male and
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female users. From 174 sexually active youths 112 of them give their reason for not using
contraceptive during their sex, then the reason of 43(38.4%) and 34(30.4%) were; forced not
to use any contraceptive by their girl/boyfriend and afraid to buy the contraceptives
respectively, with no significance association(X*=7.119, P value at 21.2%) indicate that the

reason given by the number of sexually active males and females is the same.

Finally, from the total 354 respondents 283(79.9%) have interest to use contraceptives in

their future life without a significance association (X?=0.00, P value at 98.3%).

Table4.7: Sexual characteristics of sample students in HEI Addis Ababa June, 2018

Variables Male(n,%) Female(n,%) Total(n,%) X 2 P-value
Sexual experience Yes 118(33.3) 57(16.1) 175(49.4) 7.046 0.008*
(N=354) No 96(27.1) 83(23.5) 179(50.6)
Total 214(60.5) 140(39.5) 354(100)
Age at first sex 15-17 18(10.4) 15(8.6) 33(19.1) 9.143 0.027**
(N=173) 18-20 70(40.5) 37(21.4) 107(61.8)
21-23 27(15.6) 4(2.3) 31(17.9)
24-26 2(1.2) 0(0.0) 2(1.2)
Total 117(67.6) 56(32.37) 173(100)
Age of your first sexual 15-17 59(34.1) 2(1.2) 61(35.3) 106.912  0.000*
partner 18-20 50(28.9) 7(4.1) 57(32.9)
(N=173) 21-23 6(2.5) 20(11.6) 26(15.0)
24-26 2(1.2) 16(9.3) 18(10.4)
27-29 0(0.0) 11(6.4) 11(6.4)
Total 117(67.6) 56(32.37) 173(100)
using any contraceptive  Yes 70(40.2) 36(20.7) 106(60.9) 0.393 0.531
at first sex(N=174) No 48(27.6) 20(11.5) 68(39.1)
Total 118(67.8) 56(32.2) 174(100)
Type of Contraceptive Pills 2(1.9) 2(1.9) 4(3.7) 134 0.010*
at first sex? EC 5(4.7) 8(7.5) 13(12.1)
(N=107) Injection 0(0.0) 8(7.5) 8(7.5)
Condom 59(55.1) 20(18.7) 79(73.8)
Safe period 2(1.9) 1(0.9) 3(2.8)
Total 68(63.6) 39(36.5) 107(100)
Type of contraceptives Pills 5(3.3) 6(3.9) 11(7.1) 50.0 0.000*
usually use EC 8(5.2) 6(3.9) 14(9.1)
(N=154) Injection 2(1.3) 19(12.3) 21(13.0)
Condom 85(55.2) 17(11) 102(66.2)
Safe period 1(0.7) 2(1.3) 3(1.9)
Withdrawal 3(1.9) 0(0.0) 3(1.9)
Total 104(67.5) 50(32.5) 154(100)
Reason for not using Not knowing the place to buy 3(2.7) 0(0.0) 3(2.7) 7.12 0.212
any contraceptives Afraid to buy 25(22.3) 9(8.1) 34(30.4)
during sex(N=112) Not knowing how to use 0(0.0) 1(0.9) 1(0.9)
Not having money to buy 2(1.8) 0(0.0) 2(1.8)
My friend force me not to use 25(22.3) 18(16.1) 43(38.4)
Forget using 21(18.8) 8(7.1) 29(25.9)
Total 76(67.9) 36(32.2) 112(100)
Intended to use Total 76(67.9) 36(32.1) 112(100)
contraceptives in the Yes 171(48.3) 112(31.6) 283(79.9) 0.00 0.983
future (N=354) No 43(12.2) 28(7.9) 71(20.1)
Total 214(60.5) 140(39.5) 354(100)

Source: Own Survey, 2018
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4.1.8. Contraceptive use and parental characteristics of respondents
On table 4.8 below the majority 107(35.9%) of the respondent’s fathers followed by

90(30.2%) of fathers™ age lie in the age range of 51-58 and 43-50 respectively with no
significance association for gender (X°=3.82, P value at 43%) and for contraceptive use
(X?=0.243, P value at 99.3%). Where the majority 164(53.1%) followed by 94(30.4%) of
their mothers’ age lie in the range of 43-50 and 35-42 with no significance association for
gender (X?=0.413, P value at 98.1%) and contraceptive use (X?=3.919, P value at 41.7%).
127(39%) followed by 71(21%) of respondents fathers have degree or above and certificate
or diploma respectively and 89(25.9%) followed by 70(20%) of respondents mother have
diploma or certificate and degree or above with significance association with gender but not
with contraceptive use (X%=14.18, P value 2.8%) and (X°=6.773, P value at 34.2%)

respectively.

Similarly there is a significance association between mothers education and gender but not
with contraceptive utilization (X?=19.61, P value at 1%) and (X?=0.924, P value at 98.8%)
respectively. 114(34.7%) were private employee followed by government employee and own
small scale business 72(21.9%) , 61(18.5%) respectively with significance association
(X?=25.71, P value at 1%) with no significance association between fathers’ occupation and
contraceptive use of respondents(X?=2.411, P value at 87.8%) .

Majority of contraceptive user 54(16.4%) followed by 33(10%) fathers have certificate,
diploma, degree or above. In this study, the majority of mothers were housewives
136(39.4%) followed by government and private employees 72(20.9%), 60(17.4%)
respectively with a significance association between(X?=11.09, P value at 5%) not
occupation and contraceptive use (X?=3.984, P value at 55.2%) the result in Table 4.8
described that 62(18%) of contraceptive user mothers were housewives followed by 32(9.3%)
of government employees. Out of 352 respondents 208(59.1%) were fathers followed by
90(25.6%) both father and mother with no significance association (X?=0.870, P value at
64.7%).

Similarly, most of the contraceptive users were respondents who raised by their father
93(26.4%) followed by 49(13.9%) raised by both father and mother with no significance
association (X°=2.42, P value at 29.8%).
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Table 4.8: Socio-economic and some demographic determinants of contraceptive use
among sample students in selected HEI of Addis Ababa June, 2018.

Age of Male Female Total 2| P Using any 2| P
respondents (n, %0) (n, %) (n, %0) X value | contraceptives N=298 X value
father N=298 N=298 test test
Yes(n,%) | No (n,%)

35-42 9(3.0) 7(2.4) 16(5.4) | 3.82 0.43 7(2.4) 9(3.0) 0.24 | 0.993
43-50 55(18.5) 35(11.8) 90(30.2) 40(13.4) 50(16.8) 3
51-58 73(24.5) 34(11.4) | 107(35.9) 50(16.8) 57(19.1)
59-66 40(13.4) 31(10.4) 71(23.8) 32(10.4) 39(13.1)
67-74 7(2.4) 7(2.4) 14(4.7) 7(2.4) 7(2.4)
Total 184(61.7) | 114(38.3) | 298(100) | Total 136(45.6) | 162(54.4)

Age of respondents mother (N=309)
35-42 57(18.5) 37(12.0) 94(30.4) | 0.413 | 0.981 | 36(11.7) 58(18.8) | 3.919 | 0.417
43-50 105(34.0) 59(19.1) | 164(53.1) 83(26.9) 81(26.2)
51-58 26(8.4) 17(5.5) 43(13.9) 20(6.5) 23(7.4)
59-66 3(1.0) 2(0.7) 5(1.6) 2(0.7) 3(1.0)
67-74 2(0.7) 1(0.3) 3(1.0) 1(0.3) 2(0.7)
Total 193(62.5) | 116(37.5) | 309(100) | Total 142(46.0) | 167(54.0)

Education level of father (N=326)
Read and write 35(10.7) 9(2.8) 44(13.5) 20(6.1) 24(7.4)
Primary school(1-8) 15(4.6) 9(4.6) 23(7.1) 12(3.7) 12(3.7)
Secondary 18(5.5) 5(1.5) 37(11.3) 11(3.4) 12(3.7)
school(9-10)
Preparatory 19(5.8) 18(5.5) 71(21.8) 17(5.2) 20(6.1)
school(11-12)
Certificate or 46(14.1) 25(7.7) 127(39.0) 41(12.6) 30(9.2)
Diploma
Degree and above 68(20.9) 59(18.1) | 326(100) 50(15.3) 77(23.6)
Total 201(61.7) | 125(38.3) | 326(100) Total 151(46.3) | 175(53.7)

Education level of mother (N=343)
Read and write 45(13.1) 15(4.4) 60(17.5) 28(8.2) 32(9.3)
Primary 20(5.8) 17(5.0) | 51(14.9) 16(4.7) | 21(6.1)
school(1-8)
Secondary 38(11.1) 13(3.8) 36(10.5) 25(7.3) 26(7.6)
school(9-10)
Preparatory 25(7.3) 11(3.2) 89(25.9) 19(5.5) 17(5.0)
school(11-12)
Certificate or 44(12.8) 45(13.1) | 70(20.4) 41(12.0) | 48(14.0)
Diploma
Degree and 39(11.4) 31(9.0) | 343(100) 33(9.6) | 37(10.8)
above
Total 211(61.5) 132(38.5) | 343(100) Total 162(47. | 181(52.8)

2)
Occupation of father (N=329)

Has no job 4(1.2) 8(2.4) 114(34.7) 6(1.8) 6(1.8) | 2.411 | 0.878
Private 59(17.9) 55(16.7) 72(21.9) | 25.7 | 0.000* | 54(16.4) | 60(18.2)
employer 1
Government 47(14.3) 25(7.6) 21(6.4) 33(10.0) 39(11.9)
employer
Own small 17(5.2) 4(1.2) 61(18.5) 10(3.0) 11(3.3)
business
Own medium 35(10.6) 26(7.9) 20(6.1) 29(8.8) 32(9.7)
business
Own large 14(4.3) 6(1.8) 29(8.8) 12(3.6) 8(2.4)
business
Farmer 27(8.2) 2(0.6) 329(100) 11(3.3) 18(5.5)
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Total 203(61.7) 126(38.3) | 329(100) 155(47.1) | 174(52.9)
Total

Occupation of mother(N=345)

House wife 83(24.1) 53(15.4) 60(17.4) 62(18) 74(21.5) | 3.984 | 0.552

Private 33(9.6) 27(7.8) 72(20.9) | 11.0 | 0.05** 28(8.1) 32(9.3)

employer 9

Government 37(10.7) 35(10.1) 21(6.1) 32(9.3) 40(11.6)

employer

Own small 18(5.2) 3(0.9) 39(11.3) 14(4.1) 7(2.0)

business

Own medium 28(8.1) 11(3.2) 17(4.9) 17(4.9) 22(6.4)

business

Own large 11(3.2) 6(1.7) 345(100 9(2.6) 8(2.3)

business

Total 210(60.9) 135(39.1) | 345(100 Total 162(47.0) | 183(53.0)

House hold head ship (N=352)

Father 124(35.2) 84(23.9) 54(15.3) 93(26.4) | 115(32.7) | 2.420 | 0.298

Mother 31(8.8) 23(6.5) 90(25.6) | 0.87 0.647 25(7.1) 29(8.2)

Father and 58(16.5) 32(9.1) 352(100) 0 49(13.9) | 41(11.7)

mother

Total 213(60.5) Total | 167(47.4) | 185(52.6)

Source: Own Survey, 2018

4.1.9. VCT use and parental characteristics of respondents
On table 4.9 below the majority 107(35.9%) of the respondent’s fathers followed by

90(30.2%) of fathers™ age lie in the age range of 51-58 and 43-50 respectively with no
significance association for gender (X°=3.82, P value at 43%) and for VCT use (X?=6.72, P
value at 15%). Where the majority 164(53.1%) followed by 94(30.4%) of their mothers’ age
lie in the range of 43-50 and 35-42 with no significance association for gender (X?=0.413, P
value at 98.1%) and VCTs use (X?=6.56, P value at 16%). 127(39%) followed by 71(21%)
of respondents fathers have degree or above and certificate or diploma respectively and
89(25.9%) followed by 70(20%) of respondents mother have diploma or certificate and
degree or above with significance association with gender VCT service users and non users.
use (X?=14.18, P value 2.8%) and (X?=14.42, P value at 2.5%) respectively.

Similarly there is a significance association between mothers education and gender but not
with VCT service utilization (X?*=19.61, P value at 1%) and (X°=5.55, P value at 35%)
respectively. 114(34.7%) were private employee followed by government employee and own
small scale business 72(21.9%) , 61(18.5%) respectively with significance association
(X2=25.71, P value at 1%) a significance association between fathers’ occupation and VCT

service utilization of respondents(X*=12.34, P value at 6%) .

Majority of VCT users 80(24.5%) followed by 45(13.8%) fathers have degree or above and

certificate or diploma respectively. In this study, the majority of mothers were housewives

35




136(39.4%) followed by government and private employees 72(20.9%), 60(17.4%)

respectively with a significance association (X?=11.09, P value at 5%).

There was a significance association between occupation father and VVCT service (X?=12.34,
P value at 6%) the result in Table 4.9 described that 89(25.8%) of VCT user mothers were
housewives followed by 49(14.2%) of government employees with no significance
association(X?=3.21, P value at 67%). VCT users in father head house hold were 136(38.6%)

with no significance association (X?=1.68, P value at 43%).

Table 4.9: Socio-economic and some demographic determinants of VCT service
utilization among sample students in selected HEI of Addis Ababa June, 2018.

Age of Male Female Total 2| P Using VCT Service 2 | Pvalue
respondents (n, %) (n, %) (n, %) X value X
father N=298 N=298 test test
Yes(n,%) | No (n,%)

35-42 9(3.0) 7(2.4) 16(5.4) | 3.82 0.43 10(3.4) 6(2) 6.72 0.15
43-50 55(18.5) 35(11.8) 90(30.2) 60(20.1) 30(10.1)
51-58 73(24.5) 34(11.4) | 107(35.9) 64(21.5) 43(14.4)
59-66 40(13.4) 31(10.4) 71(23.8) 53(17.8) 18(6.0)
67-74 7(2.4) 7(2.4) 14(4.7) 12(4.03) 2(0.7)
Total 184(61.7) | 114(38.3) 298(100) | Total 199(66.8) 99(33.2)

Age of respondents mother (N=309)
35-42 57(18.5) 37(12.0) 94(30.4) | 0.413 | 0.981 55(17.8) 39(12.6) | 6.56 0.16
43-50 105(34.0) 59(19.1) | 164(53.1) 109(35.3) 55(17.8)
51-58 26(8.4) 17(5.5) 43(13.9) 33(10.7) 10(3.2)
59-66 3(1.0) 2(0.7) 5(1.6) 4(1.3) 1(0.3)
67-74 2(0.7) 1(0.3) 3(1.0) 3(0.97) 0(0.0)
Total 193(62.5) | 116(37.5) | 309(100) | Total 204(66.0) | 105(34.0)

Education level of father (N=326)
Read and write 35(10.7) 9(2.8) 44(13.5) 39(12.0) 5(1.5) | 14.42 | 0.025**
Primary school(1-8) 15(4.6) 9(4.6) 23(7.1) 18(5.5) 6(1.8)
Secondary 18(5.5) 5(1.5) 37(11.3) 13(4.0) 10(3.1)
school(9-10)
Preparatory 19(5.8) 18(5.5) 71(21.8) 21(6.4) 16(4.9)
school(11-12)
Certificate or 46(14.1) 25(7.7) 127(39.0) 45(13.8) 26(8.0)
Diploma
Degree and above 68(20.9) 59(18.1) | 326(100) 80(24.5) 47(14.4)
Total 201(61.7) | 125(38.3) | 326(100) Total 216(66.3) | 110(33.7)

Education level of mother (N=306)
Read and write 22(7.2) 3(1.00) 25(8.2) 20(6.5) 5(1.6) | 5.55 0.35
Primary 23(7.5) 12(3.9) 35(11.4) 24(7.8) 11(3.6)
school(1-8)
Secondary 38(12.4) 13(4.2) 51(16.67 29(9.5) 22(7.2)
school(9-10) )
Preparatory 25(8.2) 11(3.6) 36(11.8) 23(7.5) 13(4.2)
school(11-12)
Certificate or 44(14.4) 45(14.7) | 69(22.6) 56(18.3) | 33(10.8)
Diploma
Degree and 39(12.7) 31(10.1) | 70(22.9) 50(16.3) | 20(6.5)
above

36




Total | 191(62.4) | 115(37.6) | 306(100) | Total | 202(66.0) | 104(34)
Occupation of father (N=329)

Has no job 4(1.2) 8(2.4) 114(34.7) 8(2.4) 4(1.2) | 12.34 0.06*

Private 59(17.9) 55(16.7) 72(21.9) | 25.7 | 0.000* | 72(21.9) 42(12.8)

employer 1

Government 47(14.3) 25(7.6) 21(6.4) 41(12.5) 31(9.4)

employer

Own small 17(5.2) 4(1.2) 61(18.5) 15(4.6) 6(1.8)

business

Own medium 35(10.6) 26(7.9) 20(6.1) 40(12.2) 21(6.4)

business

Own large 14(4.3) 6(1.8) 29(8.8) 16(4.9) 4(1.2)

business

Farmer 27(8.2) 2(0.6) 329(100) 26(7.9) 3(0.9)

Total 203(61.7) 126(38.3) | 329(100) 218(66.3) | 111(33.7)
Total

Occupation of mother(N=345)

House wife 83(24.1) 53(15.4) 60(17.4) 89(25.8) 47(13.6) | 3.21 0.67

Private 33(9.6) 27(7.8) 72(20.9) | 11.0 | 0.05** | 42(12.2) 18(5.2)

employer 9

Government 37(10.7) 35(10.1) 21(6.1) 49(14.2) 23(6.67)

employer

Own small 18(5.2) 3(0.9) 39(11.3) 11(3.2) 10(2.9)

business

Own medium 28(8.1) 11(3.2) 17(4.9) 25(7.3) 14(4.1)

business

Own large 11(3.2) 6(1.7) 345(100 13(3.8) 4(1.2)

business

Total 210(60.9) 135(39.1) | 345(100 Total 229(66.4) | 116(33.6)

House hold head ship (N=352)

Father 124(35.2) 84(23.9) 54(15.3) 136(38.6) 72(20.5) | 1.68 0.43

Mother 31(8.8) 23(6.5) 90(25.6) | 0.87 0.647 | 40(11.4) 14(4.0)

Father and 58(16.5) 32(9.1) 352(100) 0 58(16.5) 32(9.1)

mother

Total 213(60.5) Total 234(66.5) | 118(33.5)

Source: Own Survey, 2018

4.1.10. Utilization of Contraceptives by different aspects of respondents

On table 4.10 below out of the total number of respondents 167(47.2%) used any one of

contraceptives in their life time and there is a significance association between male users and

female users (X?=10.733, P value at 1%) the majority 116(32.8%) were male users out of the

total respondents. Regarding their institute, 115(45.1%) and 52(52.5%) were public and

private university respondents respectively; there is a significance association between

contraceptive utilization of each of the two institutes respondents (X°=3.993, P value at 5%)

and (X?=11.06, P value at 1%) respectively.

122(47.8%) public university respondents and 53(53.5%) private university respondents were

sexually active. 167(47.2%) of both university respondents have used one of contraceptives
in their life time, without any significance association (X°=1.579, P value=0.209). 75(46.9%)
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of health and 92(47.4%) non health respondents used any one of contraceptives in their life
time with significance association (X*=4.012, P value at 5%) and (X?=6.862, P value at 1%)

respectively.

The majority 48(13.6%) respondents were year three followed by year two respondents

45(12.7%) and year one respondents 37(10.6%) were used any one of contraceptives in their

life time with no significance association (X°=5.149, P value at 27.2%).

Table 4.10: Individual characteristics of sample students concerning contraceptive use
by institution in selected HEI of Addis Ababa June, 2018.

Variables Contraceptive use XZ test | P value
Yes (n, %) No (n, %)
Male 116(32.8) 98(27.7) 10.733 | 0.001*
Sex(N=354) Female 51(14.4) 89(25.1)
Total 167(47.2) 187(52.8)
Type of institute
public respondents Male 82(32.2) 83(32.6) 3.993 0.046**
(N=255) Female 33(12.9) 57(22.4)
Total 115(45.1) 140(54.9)
Private respondents Male 34(69.4) 15(30.6) 11.063 0.001*
(N=99) Female 18(36.0) 32(64.0)
Total 52(52.5) 47(47.5)
General Public 115(32.5) 140(39.6) 1.579 0.209
(N=354) Private 52(14.7) 47(13.3)
Total 167(47.2) 187(52.8)
Department
Health Male 48(30) 41(25.6) 4.012 0.045**
(N=160) Female 27(16.9) 44(27.5)
Total 75(46.9) 85(53.1)
Non-health Male 68(35.1) 57(29.4) 6.862 0.009*
(N=194) Female 24(12.4) 45(23.2)
Total 92(47.4) 102(52.6)
Health 75(21.2) 85(24)) 0.011 0.918
N=354 Non health 92(26) 102(28.8)
Total 167(47.2) 187(52.8)
Class Year(N=354)
Year one 37(10.6) 48(13.6) 5.149 0.272
Year two 45(12.7) 44(12.4)
Year three 48(13.6) 53(14.9)
Year four 19(5.4) 12(3.4)
Year five and above 18(5.1) 30(8.5)
Total 167(47.2) 187(52.8)

Source: Own Survey, 2018
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4.1.11. Utilization of VCT service by different aspects of respondents

On table 4.11 below out of the total number of respondents 236(66.7%) used VCT service
and there is no a significance association between male users and female users (X°=0.59, P
value at 44%) the majority 146(41.2%) were male users out of the total respondents.
Regarding their institute, 163(63.9%) and 73(73.7%) were public and private university
respondents respectively uses VCT services at least once in their life time; there is no a
significance association between VCT service utilization of each of the two institutes
respondents (X?=0.48, P value at 49%) and (X*=0.73, P value at 39%) respectively.

Out of the total respondents 163(46.1%) public university respondents and 53(53.5%) private
university respondents were sexually active. 73(20.6%) of both university respondents have
used VCT service at least once in their life time, with significance association (X°=3.1, P
value=8%). 95(59.4%) of health and 141(72.7%) of non health respondents used VCT service
at least once in their life time with no significance association (X°=1.8, P value at 18%) and
(X?=0.39, P value at 53%) respectively.

The majority 74(20.9%) respondents were year |11 followed by year Il respondents 66(18.6%)
and year | respondents 46(13.0%) were used VCT service at least once in their life time with
a significance association (X*=10.75, P value at 3%).
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Table 4.11: Individual characteristics of sample students concerning VCT service use by
institution in selected HEI of Addis Ababa June, 2018.

Variables Using VCT Services X test | P value
Yes (n, %) No (n, %)
Male 146(41.2) 68(19.2) 0.59 0.44
Sex(N=354) Female 90(25.4) 50(14.1)
Total 236(66.7) 118(33.3)
Type of institute
Public respondents Male 108(42.4) 57(22.4) 0.48 0.49
(N=255) Female 55(21.6) 35(13.7)
Total 163(63.9) 92(36.1)
Private respondents Male 38(38.4) 11(11.1) 0.73 0.39
(N=99) Female 35(35.4) 15(15.2)
Total 73(73.7) 26(26.3)
General Public 163(46.1) 92(26.0) 3.1 0.08*
(N=354) Private 73(20.6) 26(7.3)
Total 236(66.7) 118(33.3)
Department
Health Male 57(35.6) 32(20) 1.8 0.18
(N=160) Female 38(23.8) 33(20.62)
Total 95(59.4) 65(40.6)
Non-health Male 89(45.9) 36(18.6) 0.39 0.53
(N=194) Female 52(26.8) 17(8.8)
Total 141(72.7) 53(27.3)
Health 95(26.8) 65(18.4) 6.98 | 0.008***
N=354 Non health 141(39.8) 53(15.0)
Total 236(66.7) 118(33.3)
Class Year(N=354)
Year | 46(13.0) 39(11.0) 10.75 0.03**
Year Il 66(18.6) 23(6.5)
Year |1 74(20.9) 27(7.6)
Year IV 19(5.4) 12(3.4)
Year V and above 31(8.8) 17(4.8)
Total 236(66.7) 118(33.3)

Source: Own Survey, 2018

4.2. Determinants of RH Service Utilization

4.2.1. Contraceptive use and its determinants
A multivaraite logistic regression analysis was done to identify determinants of RH services

(CP and VCT utilization). Totally there were 24 predictor variable for the study; among the

total number of variables only 14 predictor variables such as sex, age, department, type of

institution, class year, religion, ethnicity, pocket money, educational level of father and

mother, head of house hold, type of service center, number of service center, and cost of

service had used for the regression model where the rest assumed predictor variables had co
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linearity effect and not used in the regression model for regression analysis by considering
the value of their variance inflection factor(VIF) greater than ten.

Among the above 14 predictor variables only sex, department, class year, ethnicity, pocket
money, types of health center and cost of service had a significant association with
contraceptive use as described as follow.

In the multivariate result on table 4.12 below female more likely 2.3 times uses contraceptive
than male and there was a significant association AOR: 2.3, 95% CI1(1.06,5.07).

When students class year increasing from year one to year five or above, then the
contraceptive service utilization of youth also increased or decreased as described as follow.
Year two youth 1.5 times more uses contraceptives than year one AOR: 1.5, 95% CI (0.56,
4.05). Year three youth 22% less uses contraceptive than year one AOR: 0.78, 95% CI (0.24,
2.52), year four youth 4% less uses contraceptive than year one AOR: 0.96, 95%CI (0.36,
10.74) and youth who were year five and above 19% less uses contraceptive than youth of
year one AOR: 0.81, 95%CI (0.83, 20.4), this shows that as class year increases contraceptive

utilization decreases.

Ethnicity was one of the predictor variables that have association with contraceptive
utilization of youth. As youth have ethnic group other than Oromo, Tigrie or Guragie; 1.1
times more likely uses contraceptive than being Amhara with AOR: 1.1, 95% CI
(0.284,4.057).

Department was one of the determinant that has association with using or not using
contraceptives. Non-health department students were 3.1 times more uses contraceptive than
youth in health department AOR: 3.1, 95%CI (1.29, 7.23).

Pocket money found to have an association contraceptive use. Youth who had no pocket
money regularly had 94% less use contraceptive than who had AOR: 0.06, 95%CI (0.05,
0.87).

Types of health institution were a predictor variable that affects the outcome variable. Using
contraceptives in government health center or hospital were 83% less AOR: 0.17, 95% ClI
(0.052, 0.539), private health center or hospital 97% less AOR: 0.13, 95% CI (0.009, 0.129),
pharmacy, 99% less AOR: 0.01, 95% CI (0.002, 0.053) and other health institution 95% less
AOR: 0.05, 95% CI (0.015, 0.16) use contraceptives than using in any health institution
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respectively. Number of service center was also a predictor variable that found to have an

association with the outcome variable.

Cost of service also were a predictor variable for the multivariate analysis. When cost of
service was not a problem for youth, then 2.4 times more use contraceptive than cost of
service were a problem AOR: 2.4, 95% CI (0.045, 5.670) with significance association.

One can consider the association of the other predictor and outcome variables from table
4.12 below.

Table 4.12: Multivariate analysis of determinants of contraceptive service utilization of
sample students in HEI Addis Ababa June, 2018

Variables Characteristics Contraceptive Use (CPS)
COR 95% C.I AOR 95% C.I
Sex Male 1.00 1.00
(N=354) Female 2.1(1.34, 3.2)*** 2.3(1.062, 5.068)**
Age of 18-20(Reference) 1.00 1.00
respondents 21-23 0.83(0.53, 1.32) 0.64(0.237, 1.719)
N=350 24-26 0.56(0.29, 1.08)* 0.65(0.159, 2.673)
Year I(Reference) 1.00 1.00
Year Il 0.75(0.415, 1.37) 1.5(0.557, 4.046)
Class Year
(N=354) Year Il 0.85(0.477, 1.52) 0.78(0.242, 2.516)
Year IV 0.49(0.21, 1.13)* 1.96(0.357, 10.739)
Year V and above 1.29(0.622, 2.65) 4.1(0.830, 20.400)*
Department Health 1.00 1.00
Non-Health 0.98(0.643, 1.49) 3.1(1.294, 7.216)***
Orthodox Christian(Reference) 1.00 1.00
Muslim 0.99(0.55, 1.82) 0.92(0.163, 5.187)
Religion Protestant 0.83(0.47,1.47) 0.18(0.028,1.206)*
Catholic 0.57(0.16, 2.09) 0.46(0.078,2.757)
Others 1.29(0.44, 3.76) 2.3(0.195,27.202)
Type of institution | Public 1.00 1.00
(N=354) Private 0.74(0.47,1.18) 0.68(0.295,1.578)
Amhara(Reference) 1.00 1.00
Oromo 1.1(0.64, 1.9) 0.24(0.076, 0.779)**
Ethnicity(N=346) | Tigrie 0.92(0.42, 2.01) 0.28(0.093,0.871)**
Guragie 2.13(0.97, 4.68) 0.44(0.109,1.757)
Others 1.49(0.75, 2.98) 1.1(0.284,4.057)
Pocket money | Yes 1.00 1.00
(N=354) No 0.28(0.089, 0.89)** 0.06(0.05,0.872)**
Education level of [P€9ree or above(Reference) 1.00 1.00
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father
(N=326)

Read and write

0.72(0.348, 1.50)

3.6(1.283,14.392)**

Primary school(1-8)

0.65(0.27, 1.56)

1.9(0.456,7.854)

Secondary school(9-10)

0.71(0.29, 1.73)

1.4(0.264,7.326)

Preparatory school(11-12)

0.76(0.37, 1.60)

0.98(0.298,3.193)

Certificate or Diploma

0.48(0.26, 0.86)

0.59(0.229,1.506)

Education level of

Degree or above(Reference)

1.00

1.00

Read and write

0.944(0.42, 2.13)

0.4(0.032, 0.811)**

Primary school(1-8)

1.17(0.53, 2.61)

4.7(0.959, 23.299)**

mother - Secondary school(5-10) 0.93(0.45, 1.91) 1.4(0.414,4.595)
(N=343) Preparatory school(11-12) 0.80(0.36, 1.79) 0.76(0.202,2.824)
Certificate or Diploma 1.04(0.56, 1.96) 0.75(0.257,2.166)
House hold head | Father(Reference) 1.00 1.00
ship Mother 1.48(0.899, 2.43) 1.9(0.567,6.386)
(N=352) Both 1.39(0.705, 73) 0.65(0.295,1.433)
Health institution nearby(Reference) 1.00 1.00
Type of Health /Any govt. health centers/Hospital 0.52(0.26, 1.03)* 0.17(0.052,0.530)***
center Any private health centers/hospital 0.10(0.034, 0.314)*** | 0.034(0.009,0.129)***
(N=350) Pharmacy/Drug store ) 0.01(.002, 0.053)***
Other 9.6(3.79, 24.31)*** | 0.05(0.015,0.160)***
Number of service |* &3 1.00 1.00
center(N=321) |No 1.29(0.89, 1.88) 1.4(0.690, 2.742)
Cost of services | Yes 1.00 1.00
(N=312) No 3.79(2.56, 6.38)*** 2.4(.045, 5.670)**

Note: *P<0.10, **P<0.050, ***P<0.01

4.2.2 .Voluntary counseling and testing services and its determinants

A logistic regression analysis was done to identify determinants of VCT services. Among the
above 14 variables only age, ethnicity, education level of father, class year of student and

types of health center were statistically significant association with VCT use and discrebed

below.

In the multivariate result on table 4.13 below shows age of youth found to have an
association with VCT utilization. 21-23 years old youth were 35% less use VCT than 18-20
years old youth AOR: 0.65, 95% CI (0.254, 1.676), 24-29 years old youth 48% less use VCT

than 18-20 years old youth AOR: 0.52, 95% CI (0.143, 1.88).

Ethnicity was one of the predictor variables that have association with voluntary counseling

and testing service utilization of youth. Ethnic group of youth being Oromo 4% less uses

VCT than youths of Amhara AOR: 0.96, 95% CI (0.225, 1.095).
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Class year of student had an association with VCT use of youth. Year two youth had 45%
times less to use VCT than year one AOR: 0.55, 95% CI (0.218, 1.36), year three youth 39%
less to use VCT than year one AOR:, 0.61, 95% CI (0.211, 1.78) and had significant
association, year four 1.01 times uses VCT than year one AOR: 1.01, 95% CI (0.216, 4.74)
and year five and above 13% less use VCT than year one youths AOR: 0.87, 95% CI (0.224,
3.356).

Education level of father was a predictor variable that affects the outcome variable. When
education level of father was read and writes 77% less likely to use VCT than those who had
degree or above AOR: 0.23, 95% CI (0.05,1.068) with significance association, primary
education 1.48 times more likely to use VCT than degree or above AOR: 1.48, 95% ClI
(0.367, 5.93), secondary education 3.5 times more uses VCT than those who were degree or
above AOR: 3.5, 95% CI (0.91, 13.37) with significance association, preparatory school
students 1.2 times more likely to use VCT AOR: 1.2, 95% CI (0.423, 3.433) and certificate or
diploma 1.1 times more likely to use VCT than degree or above degree holder fathers
AOR:1.1, 95% CI (0.427,2.339) .

Type of health institution was a predictor variable that affects the outcome variable. Using
VCT in government health center or hospital 87% less use VCT than nearby health institution
AOR: 0.13, 95% CI (0.046, 0.337), private health center or hospital 73% less uses VCT than
nearby health institution AOR: 0.273, 95% CI (0.094, 0.788), pharmacy 61% less VCT than
nearby health institution AOR: 0.39, 95% CI (0.126, 1.229) and using VCT in other health
institution were 69% less than using in any health institution nearby with AOR:0.311, 95%
ClI (0.127, 0.759) with significance association. Number of service center was also a predictor
variable that found to have an effect on the outcome variable. Similarly one can consider the

association of the other predictor and outcome variables from table 4.13 below.
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Table 4.13: Multivariate analysis of determinants of voluntary counseling and testing (VCT)

service utilization of Sample students in HEI Addis Ababa June, 2018

Education level of

Variables VCT Service
COR 95% C.I AOR 95% C.I
Sex Male 1.00 1.00
N=354 Female 1.19(0.76, 1.87) 1.1(0.531, 2.25)
18-20 (Reference) 1.00 1.00
Age of respondents
N=350 21-23 0.496(0.31, 0.805)*** | 0.65(0.254, 1.676)*
24-26 0.47(0.23,0.96)** 0.52(0.143, 1.88)
Year | (Reference) 1.00 1.00
Year Il 1.55(0.75, 3.21) 0.55(0.218, 1.36)
Class Year
N=354 Year Il 0.64(0.298, 1.36) 0.61(0.211,1.778)*
Year IV 0.67(0.32, 1.39) 1.01(0.216, 4.74)
Year V and above 1.15(0.45, 2.93) 0.87(0.224, 3.356)
Department Health 1.00 1.00
N=354 Non-Health 0.55(0.35, 0.86)*** 0.63(0.289, 1.35)
Orthodox Christian(Reference) 1.00 1.00
o Muslim 3.16(0.69, 14.39) 3.2(0.547, 18.78)
Religion Protestant 4.47(0.92,21.79)* | 3.65(0.578, 23.049)
N=354 Catholic 3.41(0.7, 16.56) 2.43(0.402, 14.704)
Others 2.79(0.37, 20.82) 4.41(0.347, 55.978)
Type of institution | Public 1.00 1.00
N=354 Private 0.63(0.38, 1.06)* 1.21(0.538, 2.72)
Amara(Reference) 1.00 1.00
o Oromo 0.8(0.33,1.92) 0.96(0.225,1.095)*
Ethnicity .
N=346 Tigrie 1.68(0.79, 3.55) 0.43(0.139,1.315)
Guragie 1.4(0.79, 2.78) 0.72(0.259,1.99)
Others 2.36(1.33,4.22) 0.62(0.239,1.613)
Pocket money | Yes 1.00 1.00
N=354 No 0.66(0.21, 2.08) (0.065,0.972)
Degree and above(Reference) 1.00 1.00

Read and write

0.26(0.094, 0.71)**

0.23(0.050, 1.068)*

Primary school(1-8)

0.57(0.21, 1.53)

1.48(0.367, 5.93)

Education level of
mother
N=343

N=326 Preparatory school(11-12) 1.29(0.62, 2.73) 1.21(0.423,3.433)
Certificate or Diploma 0.98(0.54, 1.79) 1(0.427,2.339)
Degree and above(Reference) 1.00 1.00

Read and write

1.15(0.047, 2.77)

3.17(0.552, 18.260)

Primary school(1-8)

1.06(0.44, 2.54)

1.52(0.352, 6.547)

Secondary school(9-10)

1.89(0.88, 4.05)

1.5(0.530, 4.256)

Preparatory school(11-12)

1.41(0.60, 3.32)

1.22(0.393, 3.807)
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Certificate or Diploma 1.47(0.75, 2.89) 0.9(0.382, 2.184)

House hold head Father(Reference) 1.00 1.00

ship Mother 0.66(0.34, 1.29) 1.18(0.392,3.56)

N=352 Both 1.04(0.62, 1.75) 1.25(0.623, 2.508)
Health institution nearby(Reference) 1.00 1.00

Type of Health Any govt. health centers/Hospital 021(0.103, 0.41)*** | 0.125(0.046,0.337)***

center I/Any private health centers/hospital 0.42(0.199, 0.086)** | 0.273(0.094,0.788)**

N=350 Pharmacy/Drug store 0.54(0.24, 1.22) 0.39(0.126,1.229)
Other 0.34(0.18, 0.64)*** |0.311(0.127,0.759)***

Number of service Yes 1.00 1.00

center N=321 No 1.16(0.78, 1.72) 1.03(0.590,1.797)

Cost of services Yes 1.00 1.00

N=312 No 1.41(0.9, 2.22) 0.81(0.389,1.686)

Note: *P<0.10, **P<0.05, ***P<0.01

4.3. Discussion of the Study

4.3.1. Discussion of descriptive result
The study conducted to determine the determinants of RH service utilization of youth in

Addis Ababa higher education institutes. For the study 214(60.5%) male and 140(39.5%)

female students were participated from both universities. The average age for male was 21.4(
+SD1.9) and for females 20.9(#SD 1.6). The majority 258(73.3%) of them were single
followed by 79(22.4%) unmarried but had lover; 101(28.5%) of them were year three but the
least 31(8.8%) of them were year four students. The number of fourth year students were less
due to apparent ship program of some department students namely medicine, engineering,

and clinical nurse students.

214(60.5%) of youths were Orthodox Christian believers and the least 10(2.8%) were
Catholic believers. Students from Amhara were the highest 133(38.4%) ethnic group
followed by students of Oromo 83(24.0%) in Addis Ababa higher education institute; the
difference might be the majority of the students (50.8%) birth place was Addis Ababa and the
population of Addis Ababa was dominated by Orthodox Christian 74.6%(CSA, 2008).

4.3.2. Contraceptive use and associated factors
Almost all of the respondents 353(99.7%) have information about RH services; this is in line

with the previous community study in North Shewa (93.9%), Bahirdar town (92.5%) and
Gondar town(93.4%) (Wassie et al., 2016; Hailay et al., 2017; Feleke et al., 2013). The main

source of RH knowledge were teachers (schools) 74.2% followed by mass media 63.7% in
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line with the study in South Wollo and Harrar (Wubetu et al., 2014; Aboma, 2012) ; this
revealed that schools and mass medias were working as good agents in giving awareness

about contraceptive use.

Among all students, 47% public and 53.5% private university students were sexually active;
in both cases the result was a bit higher than the study in Jimma University, Wolaita Sodo
University and Bahirdar University students which were 26.9%, 32.1% and 38.9% (Gurmesa,
2012; Bereket et al. 2013, Heaven, 2015) respectively; which is parallel with a study
conducted in private college of Bahirdar 50.7% (Zelalem, 2013) out of sexually active youths
74.6% in public and 69.8% of private youths had more than two sexual partner in their life

time or involved in multiple sexual practice.

The median age for first sex was found to be (19+ SD 2) as median age of their first sexual

partner (18 +SD3.7) years old; the reason for this result might be most of youths start having

sex when they are far from their birth places and forced by peer pressure. In lower grade, they

give more concern for their education with parental control.

Only 39.1% of them used contraceptive during their first sex. Condom was the best
contraceptive used by youth 73.8%; the majorities 30.4% of youths in the study area were not
used contraceptive due to fear of the people around them this is in line with the reason
obtained from FGD in South Wollo (Wubetu et al.,2014).

Generally, contraceptives were utilized by 47.2% of participants, which is consistent with the
findings from Namibia (40%), Nigeria (45%), Kazakhstan (38%), and Kenya (46.7%)
(Denison et al., 2009; Potter J, 2009; Oshi et al., 2007; Lawrence and Rose, 2007). However,
the finding in this study was higher than a study conducted in Asia (28%) and lower than the
studies conducted in Brazil and England (62.1% and 89.2%, respectively) (Godeau et al.,
2008; Correia et al., 2009). A possible reason for the difference could be that the Brazil and
England studies only included sexually-experienced adolescents, whereas the current study
included both sexually-experienced and inexperienced youth.

The Asia study only assessed contraceptive utilization during the first sexual intercourse, but
the current study assessed contraceptive use at any time. The other differences might be
geographic nature of the studied participants; the studies conducted in England and Brazil
may have more knowledge access and better attitudes towards using contraceptives. The

current study included both students from rural and urban region. The rural area youths might
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have poor knowledge and attitudes towards contraceptive use. In addition, culture and
religion also had impact on contraceptive service utilization. Youths of this study area were
culturally tightened and religiously strong and appreciate sex only after marriage 68.7%.
Youth with younger father and mother use contraceptive more likely than older mother; this
is in line with studies conducted in East Gojjam zone and the UK (Alemayehu et al., 2006;
Lawrence DEI, 2007).

Youth with highly educated father and mother use contraceptives more likely than less
educated; this tells us education has its own impact on contraceptive use. Youth with father as
a head of house hold use contraceptive more likely than mothers or both. This revealed that
majority of fathers discuss about contraceptive use. Youth with private employer parents
more likely to use contraceptive than others; this indicates us that the more the parents
educated the more they give awareness about contraceptive use.

The result obtained from the regression model: sex, department, ethnicity, pocket money,
types of health center and cost of service had statistically significant with contraceptive use.
Female youths 1.3 times more likely to use contraceptive than their male counterpart; the
reason might be to protect themselves from unwanted pregnancy and STDs.

Department was one of the determinant that affect using contraceptives. Non-health students
were 4.1 times more likely to use contraceptive than youth in health department; this tell us
being health student in contraceptive use does not have any impact; in addition to this the
majority 55% of sexually active youths in the study area were students of non-health
departments; this revealed that the more they engaged in sexual practice then the more they

plan to use contraceptive services.

Class year of student had an effect on contraceptive use of youth. Year two youths were 50%
less likely to use contraceptives than year one. Year three youths were 22% less likely to use
contraceptive than year one, year four youths were 96% less likely to use contraceptive than
year one and youth who were year five and above have significantly associated and 4.1 times
more likely to use contraceptive than youth of year one; generally as class year increases

students awareness also increases, as a result, contraceptive utilization also increases.

Pocket money is found to have an association with contraceptive use. Youth who had no
pocket money regularly were 6% less likely to use contraceptive than who had with
significance association; this revealed that the more they have money regularly in their

pocket, then the more they use contraceptive easily; as 30% and 53.4% of this study
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participants responded to have discount and free RH services respectively; this result also
agrees with cost of RH services. When cost of service was not a problem, then a significant
association was observed and 2.4 times more likely to use contraceptive than when cost of
service were a problem. In order to avoid such problems, parents should pay pocket money
regularly, government and other stake holders have to make the RH service easily available

for youth in order to protect the productive population.

In addition, type of institution had its own impact in using or not using contraceptives
significantly. Types of health institution found to have a significant effect in contraceptive
use. Using contraceptives in government health center or hospital, private health center or
hospital, pharmacy, and other health institution were 83% less likely, 97% less likely, 99%
less likely, 95% less likely to use contraceptives than using in any health institution
respectively. So that youths in Addis Ababa higher education institute were more likely use
the available health institute in their surrounding; this reveals that all stake holders have to
create favorable condition for the RH services in all private and government health institution

in order to address youth who did not use RH services regularly if needed.

4.3.3. Voluntary counseling and testing (VCT) and associated factors
Voluntary counseling and testing (VCT) is proven to be one of the weapons in halting the

spread of HIV/AIDS; and known to be a very important component of this sexually
transmitted disease. For this study, 66.7% youth use VCT services; this is consistent with the
study in Bahirdar University, Debre Markos University, Gondar town and North Shewa
66.6%, 58.5%, 72.5%, 72.2% respectively; and in contrary to a study conducted in Wollisso
5.3%, and in rural Butajira 6% and South Africa 10.3% ( Heaven, 2015; Girmay et al., 2011;
Feleke et al., 2013; Wassie et al., 2016; Mekonnen and Demissie , 2005; Molla et al., 2009;
Hutchinson and Mahlalela, 2006). This is because the perception of risk of HIV/AIDS among
sexually active adolescents was less than the results of this study. In addition, in the Wollisso
area, there was low access to VCT service since there were only 3 facilities which provide
VCT services at the time of study. Moreover, lack of continuous supply of HIV testing,
awareness creations by different strategies, re-agents and Kkits were the other problems which
discouraged adolescents from utilizing VCT services.

The difference in the findings of Butajira study might be that the Butajira study was
predominantly conducted among rural youth, in which the majority were out of school and
had high levels of illiteracy not having awareness about VCT services. This, in turn, could be
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due to the fact that youth in rural areas have low access to information and VCT services in
similar manner.

The study in South Africa was conducted in the rural areas of Eastern Cape Province, where
HIV rapid tests were available at a small minority (approximately 10%) of clinics. According
to the 2002 facility survey, HIV/AIDS counseling was routinely available in the rural areas of
South Africa, but access to testing procedures was less common in contrary to this study.
From the regression result, only age, class year, ethnicity of students, education of parents
and types of health institution found to have significant association with VCT service
utilization. Youths that their age lie in the age range (21-23) 35% less likely uses VCT, than
(18-20) and youths of age (24-29) years old were 48% less likely uses VCT than (18-20)
years old youth respectively. This result informs that the more they were older the less they
use the service in line with the study in North Shewa (Wassie Ngash et al., 2016). Youth in
their lower classes have good awareness about HIV/AIDS and how they protect themselves
from such transmitted disease and cautious; based on the same source most NGOs, including
Red Cross, work with lower grade students in campaign.

Class year of students had an effect on VCT service utilization of youth in the study area
negatively. Year two youth 45% less likely uses VCT service, year three youth 39% less
likely uses contraceptive with significant association, year four youth 1.01times more likely,
year five and above youth 13% less uses VCT than youth of year one; this is in line with the
finding in age group of youth in the study area.

Education level of parents had an important predictor variable in determining VCT service
utilization of the given study participants. Youths in the study area had father whose
education level starting from reading and writing literate up to degree or above degree level.
For this study, education level of father affects the outcome variable in the following manner.
When education levels of fathers were at reading and writing, are 77% less uses VCT than
fathers whose education level were degree or above. When education levels of fathers were at
primary education, are then 1.48 times more likely uses VCT than fathers whose education
level were degree or above.When education levels of fathers were at secondary, then 3.5
times more likely uses VCT than degree or above.When education level of fathers were at
preparatory school, then 1.2 times more likely use VCT than degree or above.When
education level of father was at certificate or diploma, then 1.1 times more likely uses VCT
than degree or above degree holder fathers. Generally, the above multivariate result revealed
that the more the fathers were educated the more they create awareness regarding RH service

issues to their families.
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Type of health institution chosen by youth in the study area was a predictor variable that
affects the outcome variable significantly. Their choice in using VCT services in government
health center or hospital was 87%, in private health center or hospital was 73%, in pharmacy
was 61% and other health institution was 69% less likely than in any health institution. So,
the above result reminded us that all health institutions (public and private) in the town were

giving RH services for the society specifically for youth.
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CHAPTER FIVE

5. CONCLUSION AND RECOMMONDATIONS

5.1. Conclusion
This study provides important and reliable information on the extent of contraceptives and

voluntary counseling and testing users. On the determinant of RH service utilization among

youth in the study area.

All of the respondents have knowledge about RH services, with positive attitude towards RH
services, start doing sex during or after joinining higher education institutions, nearly half of
the total respondents used contraceptives and usually prefer condom as a contraceptive, more
of sexually active youth have multiple sexual partner, all sexually active youth did not use

RH services regularly and exposed to risky sexual practice.

Age of students, gender, department, class year, ethnicity, pocket money, type of health
institution, cost of service, education level of father were the basic determinats of
contraceptives and voluntary counseling and testing service utilization that have positive or
negative association in using or not using the RH services as obtained from the logistic

regression model.

Clinics in both public and private higher education institutions have to appreciate youth to
have the RH services with confidential and privacy care service; Ministry of Health, Non-
government health organizations and Ministry of Education have to work in partnership in
order to build awareness for both youth and health workers; life skill training for students of

both public and private higher education institutions is needed.
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5.2.  Recommendations
Youth have to use Reproductive Health services regularly if needed and remind to boost up

their previous experiences for their future endeavor.

Ministry of health, campus clinics and Non-government health organizations needed to
enhance the practice of using the service in order to minimize related RH problems.

Parents should give pocket money for their son or daughter in order to save their family from
RH risks.

Capacity building training for health care service providers to improve the service given and
to win the trust of the youths in dealing with them; so that they may be friendly and appealing
to them, this will attract them to the clinics or facilities and in turn improves utilization of the

RH services.

This result might be changed or sound more; if one increases the number of sample
respondents or using additional predictor variables or using qualitative data in addition to the

quantitative.
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APPENDICES
Annex |

Participant Information Sheet

Here, | undersigned, at Addis Ababa University, college of development studies, department
of population studies, and graduate studies program; currently | will be conducting research
on a topic entitled as “Determinants of reproductive health service utilization among youth
in higher education institutes in Addis Ababa’.

1. Objectives of the study: The objective of this study is to investigate the determinants of
reproductive health service utilization of youth and to analyze the main factors that affect
youth reproductive health service utilization in your surrounding or campus by asking
knowledge, attitudes and experiences regarding to the determinants of reproductive health
service utilization.

2. Participants to be included: Students in selected public and private higher education
institution of Addis Ababa.

3. Procedure and guidelines:

i. The study will be carried out by asking predetermined self administered questionnaires.

ii. Filling the questionnaire will take (40 to 60) minutes, so you are kindly requested to fill the
questionnaire.

iii. If you get the questionnaire astonishing please put the questionnaire upside down on the
table and stay in your seat till others finish.

4. Confidentiality: All information you give will be kept confidential and won’t be
accessible to any third party.

5. Benefits and risks of the study:

i. Risks: The procedure does not bear any physical or psychological trauma.

ii. Benefits: For your participation in the study no payment will be granted or has no any
special privilege to you, but participating in the study and giving your genuine information
will provide great input to bring change in youth reproductive health status.

6. Consent: Your participation in the study is totally based on your willingness.

You have the right not to participate from the beginning, or you may stop participating at any
time after starting the participation. You won’t be forced to give information that you do not

know.



Questionnaire

for your response
Part I: Background Information

Instruction: For each of the following questions, please circle the alternative that fit

No. Questions Alternative Response
101. Sex 1. Male 2. Female
103 Age years
104 Your Marital status 1. Single 2. Married 3. Unmarried 4. Divorced
5. Separated  6.0ther-------------------ccoeeeo—-
Your class year 1. Year | 2. Year ll 3. Year Il
105 4. Year IV 5. Year V and above
106 Department 1. Health 2. Non-health
107 Religion 1. Orthodox Christian 2. Muslim
3. Protestant 4. Catholic ~ 5.Other (specify) --
108 How often do you usually attend 1. Everyday 2. At least once a week 3. At least once a
religious services?
month 4. Rarely 5. Never
109 How important is religion in your | 1. Very important 2. Important 3. Not important
life?
110
Your ethnic group 1. Oromo 2. Amhara 3. Tigrie
4. Gurage 5. Other(specify)--------------
With whom do you usually live? 1. With my father and mother 2. With my mother only
11 3. With my father only 4. With relatives
5. With girlfriend(s)
6. With boyfriend(s) 7. Alone 8. Others(specify)
112 Where do you reside in the 1. With my family 2. In rental house
previous six months? 3. In dormitory 4. Other(Specify)----------n=mmn--mmm-
113 Did you ever participate in 1. Yes 2. No (Skip to 115)
day/night party?
114 If your answer is Yes for Q 113; 1. Weekly 2. Twice a month 3. Once a month 4. Once in
how often you participate? three months 5. Once in six months 6. Once in a year
7.0ther
115 Do you get pocket money from 1. Yes 2. No (Skip to 117)
your parent?
116 If your answer is Yes for Q115; 1. Weekly 2. Twice in a month 3. Monthly
how often? 4. Once in three months 5. Semi-annually 6. Yearly
7. Other
117 Marital status of your father? 1. Together 2. Separated 3. Divorced 4. Widowed
5. Widower
118 Marital status of your mother? 1. Together 2. Separated 3. Divorced 4. Widowed
5. Widower
119 Age of your father?




Education level of your father? 1. Can’t read and write

2. Read and write only

120 5. Preparatory
3. Primary school (1-8) 4. Secondary school (9-10)
6.Cirteficate/Diploma 7. Degree and above.
121 Occupation of your father? 1. Has no job 2.Employed (private)
3. Employed (govt.)
4. Own Small business 5. Own medium business
6. Own large business 7. Farming  8.Others(specify)-----
122 Age of your mother?
123 Education level of your mother? 1. Read and write only 2. Can’t read and write
5. Preparatory
3. Primary school (1-8) 4. Secondary school (9-10)
6.Cirteficate/Diploma 7. Degree and above.
Occupation of your mother? 1. House wife 2.Employed (private)
124 3. Employed (govt.) 4. Own Small business
5. Own medium business
6. Own large business 7. Others(specify)---------=-=====------
125 What is your parent’s estimated 1. <1000 2. 1001-2000 3. 2001 -3000
monthly income? 4. 3001-4000 5. 4001-5000 6. >5001
126 Number of members in your house
hold?
127 Head of household in your family? | 1. Mother 2. Father 3. Other(specify)
128 Your preparatory education. 1. Government 2. Private 3.
Other
129 Place of your preparatory 1. Addis Ababa 2. Out of Addis Ababa
school.
Part |l Reproductive health knowledge and health worker contact
201 Do you have information about any 1. Yes 2. No(Skip to 204)
reproductive health services?
If your answer is (Yes for Q201); What are the RH service
202 you know?
(Multiple response permitted)
1.Contraceptive methods 1. Yes 2. No
2. Treatment for sexually transmitted infections(STDs) 1. Yes 2.No
3. Voluntary counseling and testing (VCT) for HIV/AIDS | 1. Yes 2.No
4. For Abortion case 1. Yes 2.No
5. Post abortion care services 1. Yes 2.No
6. Antenatal care 1. Yes 2. No
1. Yes 2.No
7. Postnatal care 1 Yes 2 No
8. Others (specify)
If your answer is Yes for Q 201 from where you obtain the
203 information?
(Multiple response permitted)
1. Parent talk 1. Yes 2. No
2. Teacher (schools) 1. Yes 2. No
3. Heath workers 1. Yes 2.No
4. Friend 1. Yes 2. No
5. News paper 1. Yes 2. No




6. Posters

7. Mass media

8. Social media

O Y Lo R —

1.Yes 2. No
1.Yes 2. No
1. Yes 2. No

204 If you use any of the services listed in (Q202); 1. 2. 3.4. 5 6. 7. 8.
Circle all the alternatives you served?
205 Do you need to know about reproductive health services? 1. Yes 2. No
206 Did you know health extension workers? 1. Yes 2. No(Skip to 210)
207 Do you have any contact with Health Extension Workers 1. Yes 2. No(Skip to 209)
(HEW)?
208 If your answer is (Yes for Q207); How oftenyou | 1. Onceinayear 2. Two times a year
contact with Health Extension Workers? 3. Three times a year
4. More than four times a year
5. Other(specify)
209 If your answer is (NO forQ207) 1. Idon’t want to contact with them.
. . ”
What is/are your possible reasons? 2. They are not work in our campus
3. They are not friendly to give the
service.
4. Tdon’t know them at all
5.
Other(specify)
Whom do you prefer to be youth reproductive health 1. Young provider of the same sex
210 provider? 2. Young provider of opposite sex
3. Young provider of any sex
4. Adult provider of the same sex
5. Adult provider of opposite sex
6. Adult provider of any sex
7.0ther(specify)
211 Participating in day/night party exposed me for risky sexual | 1. Often 2. Rarely
interaction? 3. Never
212
Drinking alcohol, cheewing chat or using any drug have 1. Often 2. Rarely
effect on not using RH service(condom,pills, etc.) during 3. Never
sexual intercourse?
213
Watching movie or films guid me to use contraceptives ; g‘:e:r 2. Rarely
. Nev

during sexual intercourse?

10




Part 111

Attitude of youth towards RH services

Please decide the extent to which you agree/disagree with the following statements

301 RH service is important for youth like me? 1. Strongly agree 2. Agree
3. Neutral 4. Disagree
5. Strongly disagree
Each youth should be aware of the importance of RH 1. Strongly agree 2. Agree
302 | service? 3. Neutral 4. Disagree
5. Strongly disagree
303 Youth have harder time to get RH service than adults? 1. Strongly agree 2. Agree
3. Neutral 4. Disagree
5. Strongly disagree
304 Use of RH service is unlikely if health provider is 1. Strongly agree 2. Agree
judgmental? 3. Neutral 4. Disagree
5. Strongly disagree
305 Use of RH service is unlikely if the waiting time in the 1. Strongly agree 2. Agree
service center is too long? 3. Neutral 4. Disagree
5. Strongly disagree
306 Use of RH service is unlikely if RH service providers are 1. Strongly agree 2. Agree
un friendly? 3. Neutral 4. Disagree
5. Strongly disagree
307 Use of RH service is unlikely if the RH service is not 1. Strongly agree 2. Agree
confidential? 3. Neutral 4. Disagree
5. Strongly disagree
308 Use of RH service is unlikely if cost of RH service is 1. Strongly agree 2. Agree
expensive? 3. Neutral 4. Disagree
5. Strongly disagree
309 Use of RH service is unlikely if number of RH service 1. Strongly agree 2. Agree
providers are less around my resident? 3. Neutral 4. Disagree
5

. Strongly disagree

11




Part (IVV) Reproductive Health Behaviors

1. Sexual activity and Contraceptive use

401 How many boy/qgirl friends did 1. One 2. two 3. Three 4. Four and above
you have? 5. Others

402 How many of them did sex with 1. One 2. Two 3. Three 4. Four and above
you? 5. Not start having sex(skip to 414)

403 What was your age during your
first sexual intercourse?

404 How old was your first sexual

partner.

405 Did you use any contraceptive 1. Yes 2. No(skip to 407)
during your first sexual
intercourse?

406 If your answer is (Yes) for 405; 1. Pills 2. EC (Emergency Contraception)
which contraceptive method you 3. Injection 4. Male condom 5. Safe period
use during your first sex? 6. Other(specify)-------------------

407 When was the last time you 1. Last week 2. last month
had sex? 3. Last six months 4. last year

5. Before one year ago 6. Other

408 How many sexual partnersdid | 1.0One 2. Two 3.Three 4. Four 5. More than4

you have during the past 3 6. Other (specify)
months?
409 Up to this age, how many 1.0ne 2. Two 3.Three 4. Four

sexual partner have you had? 5. More than4
6. Other (specify)

410 Do you usually use contraceptive | 1. Yes 2. No(skip to 413)
methods?
411
If your answer is (Yes) for Q410 ; | 1. Myself 2. My partner 3. Joint decision

who decide for using the
contraceptive?

412 If your answer is (Yes) for Q410; | 1. Pills 2. EC (Emergency Contraception)
which contraceptive you usually 3. Injection 4. Male condom 5. Safe period
use? 6. Withdrawal 7. Other(specify)

413 If you did not use any of 1. Idon’t know the place where to buy the contraceptives
contraceptive methods, why you 2. lafraid to buy the contraceptives
not use? _ 3. TIdon’t know how to use the contraceptives
(Multiple response permitted) 4. Thaven’t money to buy the contraceptives
5. My girl/boy friend forces me to make sexual intercourse
freely
6. | often forget using it.
7. Other reason

414 Did you ever face risky sexual 1. Yes 2. No
practices after day/night party?
415 Do you intend to use 1. Yes 2. No(skip to 416)

contraceptives in your future?

12




416 If your answer is (YES) for Q 1. To avoid unwanted pregnancy
(415); What can be your | 2.To protect from different STIs including HIV/AIDS
possible reason for this? 3.For spacing purpose
4. Other reason
417 If your answer is (NO) for Q 1. Itis forbidden in my culture 2. It is forbidden in my
(415); What can be your religion
possible reason? 3. I don’t worry about my future 4. It is against rule of God 5.
Other-----
418 If your answer is (No) for Q402; 1. It is not the right time 2. Does not have boy/girl friend

Why you didn’t have sexual
intercourse still?

3. | fear having sex

4. Others ( specify)

For Females only

2. Pregnancy and Abortion Experience

419
Have you ever been pregnant? 1. Yes 2. No (skip t0426)
420 .
If your answer is (YES for 419) ;What 1. Currently pregnant 2.Abortion
happened to the pregnancy? 3. Miscarriage 4. Live-birth
421 1. Govt. Health centers/Hospital 2.Pharmacy/Drug
If the pregnancy is ended by abortion from store
where you get the service? 3. Traditional attendant 4. Any private Health
centers/Hospital 5. Others (specify)----
422 1. Yes 2. No
If you aborted ; did you serve post abortion
care service from any health institution?
423 1. Does not have money 2. Don't know where to
If your answer is (NO for Q422);What is go
the possible reason for not using the post 3. Cultural against 4. Fear of parents
abortion care service? 5. Inconvenient location 6. Inconvenient time of
services
7. Feeling healthy 8. Distance to facility
9. Others ( specify)
424 How many times have you been 1. Once 2. 2 times 3. 3and
pregnant? above times
425 How many times you made abortion? 1. Never 2.0Once 3. 2 times 4. 3and
above times
426 Did you ever use EC (Emergency 1. Yes 2. No
contraceptive) after unsafe sexual
intercourse?
427 If your answer is (Yes for Q426); how 1. Once 2. 2times 3. 3times 4.4 or more
many times you use EC after your sexual | times
intercourse?
3. Voluntary Counseling and Testing (VCT) for STI and HIV/AIDS
428 Have you ever had a voluntary 1. Govt. Health centers/Hospital

counseling and testing service (VCT) for
HIV/AIDS? If your answer is Yes from

2.Pharmacy(drug store)
3. Any private Health centers/Hospital
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where you tested?

4. Others (specify)---------------

429 Did you have voluntary counseling and | 1. Too young to go to the services 2. Do not have
testing service (VCT) before your first | money
sexual intercourse? If your answer is No | 3. Do not know the purpose 4. Do not know where to
why? have the test
5. Fear of parent 6. Inconvenient
location 7. Inconvenient time of services
8. Feel healthy 9. Long distance to facility
10. Others ( specify) -------------
430 How often did you go for voluntary 1. When exposed to risk 2. Every three month
counseling and testing service (VCT)? 3. Every 6 month 4. Every year
5. Other (specCify) ----------m-mmmmmmmmme e
431 Have you ever had symptoms of STIs | 1. Yes 2. No(skip to
such as, genital ulcer, genital discharge | 434)
or genital swelling?
432 How many time you affected by STDs? | 1. Once 2. Twice 3. More than
two times
433 What did you do first when you had | 1. I did nothing 2. Self
STIS? treatment.
3. Went to campus clinic 4. Went to
pharmacy
5. Went to public health institution
6. Went to private clinic/hospital
7. Went to traditional healer
4. Availability of RH services and Utilization
434 Is there any RH service in your Campus 1. Yes 2. No (skip to
compound? Q438)
435 If your answer is (Yes for Q434); did you ever 1. Yes 2. No
use the RH service?
436 If your answer is (Yes for Q435); which service 1. Pills 2. EC (Emergency
you use in the campus? Contraceptive)
3. Injection 4.Condom 5.For
VCT service
6.Post abortion care service 7.0ther------------
437 If your answer is (No for Q435) 1. | fear the service provider.
What is/are your possible reasons? 2. Did not find all the RH service | want.
3. The RH service providers are not
friendly.
4. | use the service center only for other ill
cases.
5. Other(Specify)
Where do you likely to receive RH services? 1. Any govt. health centers/Hospital
438 (Multiple response permitted) 2. Any private health centers/hospital

3. Pharmacy/Drug store

4. Traditional method

5. Any health institution nearby 6. Others
(specify)-—-—---
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439 Do you believe there are enough RH service 1. Yes 2. No
centers in your resident to have the service easily
when you want?
440 Where do you prefer the RH service center to be | 1. Anywhere out of my resident area
located? 2. Anywhere nearby the main road
3. Somewhere out of the main road
4, Other specify
441 Is waiting hour to have reproductive health 1. Yes 2. No
service is too long?
442 Which time do you think convenient for youth to | 1. In the usual time with other users 2. When
have RH service? other users are not around health center
3. Other (specify) --------
443 If you use any RH services did you face any 1. VYes 2. No
shortage to take the service (condom, pills, etc.)
in the health institution?
444 Did you ever face shortage of money for the RH 1. Yes 2. No
services?
445 If your answer is Yes for Q444; how you solve
the problem?
446 What do you prefer on service fees for youth? 1. As usual rate 2. With discount for
youth 3. Free of charge
4. Other(specify)
447
Do you believe your religiosity has effect on 1. Yes 2. No
using or not using RH services?
448 1. Yes 2. No
Do you discuss about reproductive health (sexual
related issues) with your parents (guardians)?
449
If your answer is (YES for Q447). How often 1. Often  2.Occasionally 3. Others

you discuss with your parents (guardians)?
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