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Glossary

Sexual healthWHO (World Health Organization) working definitio2002: Sexual
health is a state of physical, emotional, mental aacial well-being. In relation to
sexuality, it is not merely the absence of diseaysfunction, or infirmity. Sexual
health requires a positive and respectful appréacexuality and sexual relationships,
as well as the possibility of having pleasurable safe sexual experiences, free of
coercion, discrimination, and violence.

Sexual health also encompasses sexual developmemneproductive health, as well as
such characteristics as the ability to develop araintain meaningful interpersonal
relationships; appreciate one’s own body; intewaith both genders in respectful and
appropriate ways; and express affection, love, iatichacy in ways consistent with
one’s own value” SIECIS,2002.

Reproductive health A state of complete physical, mental, and sociall-aeing and
not merely the absence of disease or infirmityglimatters relating to the reproductive
system and to its functions and processes ( DRID42United Nations, 1995).

The definition ofstreet youth in this study is modified from WHO's training mddu
on Substance use, sexual and reproductive heattbhding HIV/AIDS and STDs
(World Health Organization (WHO), 200Working with street children: A Training
Package on Use, sexual and reproductive health including HIV/AIDS). Street youth are

defined as young people

] Who are ‘of the street’, having no home but the streets. Their family may
have abandoned them or they may have no family member left alive. Such youth
have to struggle for survival and might move from friend to friend, or live in

shelter such as abandoned buildings.

] Who are ‘on the street’, those who visit their family regularly. They might
even return every night to sleep at home, but spends most days and some nights

on the street because of poverty, overcrowding, sexual or physical abuse at home.



L] Who is ‘a part of the street family’? Those who live on the sidewalks or city
squares with the rest of their family. Family displaced due to poverty or natural

disaster may be forced to live on the street.

] Who are in institutional care, having come from a situation of

homelessness and at risk of returning to a homeless existence.

Youth - In this study, youth is defined as people whosesdgll in range of certain

intervals which range between age 15 and 24 years.

Problem — is a perceivedjap between the existing state and a desired state, or

deviation from anorm standard or status quo Although most problems turn out to

have severadolutions(the meansto close the gap or correct the deviation), difties

arise where such means are either not obvious e@rnat immediately available.

http://www.businessdictionary.com/ definition/prebl.html#ixzz16hGsD5Ux

Sub City - Sub-cities are municipal functions within theubds of the physical space
located for them in accordance with the princidléecentralization and in conjunction
with the center of the cityAddis Ababa City Administration, Development Tuegdal
August 2007).

Kebele —the lowest administration unit in the Ethiopianipoél system.



CHAPTER |

INTRODUCTION

Human beings in the world can be considered a<ialsgroup. In order to talk about
social groups of different types, we can base agsdication on various dimensions of
social stratification such as age, sex, econonaitust or wealth status. Disaggregated
by age, we use different terms to refer to peomenfall walks of life. The terms, for
example, we use to refer to people in the age rah@eo 24 years: children (from birth
to 18 years), adolescents (10 — 19 years), yo@t24lyears) and young people (10 — 27
years). However, these categories vary dependingthencontext and source of
information (SC-USA and UNDP, 2009, p.6). Sincetjiomake up a large proportion of
the population, particularly in the developing cties, they have to give due attention
to this section of their population. Youth can aparthe world in astonishing ways,

making it a better place for themselves and everyon

Young people who spend a considerable time on tiieets often referred to as ‘street
youth’. They are increasingly present all over #harld. The exact number of street
youth is difficult to estimate. They are a transiamd difficult to reach section of
population. The estimated number of street childinethe world ranges from 10 million
to 100 million (WHO, 2000a, P. 7). Most are foundarge, urban areas (metropolis) of
developing countries including Sub-Saharan Africanntries like Ethiopia. In Addis
Ababa, the estimated number of street childrenbe#seen 50,000 and 60,000 in 2003

(MOLSA, 2004, p.1).



All people in general and the (street) youth hdwe right to sexual and reproductive
health (SRH). Conversely, the fulfilment of womesd girl's reproductive right by
providing access to quality SRH and HIV and AIDSieation services would facilitate
their enjoyment of other rights (UNDIPA, 2007, p.3@exual health is broadly a
personal sense of sexual well-being as well asabisence of disease; infections... can

hinder or enhance sexual expression (WHO, 2000), p.

RH is also a state of complete physical, mentalsooibl well-being ... the best chance
of having a healthy infant (WHO, 19997, p. 1-8)efidnare basic package of sexual and
reproductive health services (SRHs) in the natiohsthe world (NFPA, 2008;
ECOSCO, 2009, p. 27). Comprehensive reproductiatihencompasses adolescent
reproductive health care, family planning (FP), ena&l and newborn health care, safe
abortion care, protection from and response to g@ehdsed violence (GBV), and

prevention and treatment of STI/RTI/HIV/AIDS (IAFN010, p. 9).

Problems related to street youth are relativelyemé@nd multifaceted phenomena in
developing countries in general and in urban anegsarticular. The vast majority of
these people work and live along the streets. §hosip has personal sense of sexual
well-being and social aspects of sexuality, whicaynmfluence its thoughts, feelings,
etc., can be expressed in many different ways aa@dlosely related to the environment

each street youth finds oneself in.

In Addis Ababa, like other parts of the developowuntries, street youth have been
facing multifaceted problems because they are walin streetism - ways of life along
streets. They are suffering from malnutrition, #éxual and reproductive health,

psychological and physiological disorder, lack ddtlting, shelter, medical facility,



education, abortion, etc. the street youth alsd s&xual intercourse at younger ages
willingly or as the consequence of coercion. Thepdt to engage in risky sexual
behaviours (such as prostitution, multiple partnersequent condom use and unusual

sexual intercourses).

However, street youth that are part of a large qrogn of the youth population in the
city face different types of ill sexual and reprotive health. The sexual and
reproductive health (SRH) needs are largely unf@8€-USA and UNFPA, 2009, p.6).
Thus, the unmet needs for the comprehensive paafa§BH services among youth in
general and street youth in particular is more ttet of married women (Population
Council and FHI, 2005, p. 60). Such unmet needscathe efforts for achieving certain

MDGs set.

Since street youth, like other people, have thketrig have access to SRH services; a
number of indigenous international NGOs, CBOs, FBOSOs in partnership with
different UN agencies, embassies and so on have semwing their respective target
populations, including street youth in Addis Abalblhe context services and practice of
SRH services may vary in those organizations aB ethem emphasize on one basic
SRH services and/or no standardized tool kit fadrasising the comprehensive SRH
services to the street youth. Some services mastrbetured and practiced in line with
the donors/partners’ requirements and strategyframesework. Still other organizations
may stick to the requirements on the part of th@dpian government and/or the city
government Administration of Addis Ababa’s fulldiged requirements. Some other
providing organizations may clearly define what |shme the standardized toolkit,
context and practice of the SRH services in a @adr case, while other NGOs may

leave the choice of the services for their respectlient. It, therefore, becomes
3



imperative of to assess the existing sexual ancbdegtive problems of street youth in
Addis Ketema Sub City of Addis Ababa, Ethiopia hetlight of prevailing context,

services package and existing achieve works.

1.1. Statement of the Problem

Street youth face lot of problems and encounteflerges in their daily routines of
social life in different environments. Street yoetigage in activities that may put them
at risks for sexual and reproductive health proBleuach as alcohol, use of drug and
other substances and risky sexual behaviours glikeival sex work, drug addiction,

prostitution, and multiple partners for additiomadome without using condoms).

In addition, many of young street girls are sexuaffected and harassed by street boys,
police and other persons along the streets duraytjgiht and/or at night. Street youth
face these and other multidimensional SRH probleesause they eke out their life
along streets and they also start sexual interecatrgarly ages willingly or unwillingly
which in turn, result in sexual and reproductivaltte problems. These problems do
have adverse effects not only on street youth limgtaten the economic, social, political
and cultural activities of the country. In genethk street youth’s SRH problems affect
directly or indirectly the development endeavours tiee country, Addis Ababa,

Ethiopia.

Professionals from different fields of study havtempted to study one aspect of the
problem or another. Even some researchers focusgmuth’'s SRH needs from their
own fields of specialization. Still other professads studied the street youth’s SRH
problems in health or medical or public health pecsive without considering close

investigation of the problems and their suggestifamsaction in practical manner at



different levels of social work intervention to eallate their problems. Accordingly,
adolescents’ health service utilization patterrmdstic violence against girls premarital
sexual practice among school adolescents, quafitfamily planning services, RH
knowledge and attitude among adolescents, qudlita@ in FP services, post abortion
care, fertility awareness and post-abortion pregpamention, determinants of condom
use, obstructed labour, RH needs of out-of-schdolescents, social dimensions of
female genital cutting (FGC), organizations’ worldaexperiences in combating female
genital cutting, young people’s HIV/AIDS and RH dseand utilization of services,
perception of the risks of sexual activities amangy —of — school adolescents, and
youth RH problems and service preferences wereestuidr decades (e.g. Berhane,
Berhan and Fantahun, 2005; Lhoha et.al., 2003; &irkssefa 2006; Lindner, 2008;
Mladonova, 2007; Ethiopian Public Health Associat{@PHA), 2005; Dawud, 2003;

Abudeker, 2004).

Nevertheless, the vast literature on the Ethiopm@sal work has been documenting and
focusing on SRH problems and services in soci@ameh perspective, but not in social
work perspective. For example, street childrenisesvin relation to NGOs activities
(Hailu, 2006) and NGOs’ responses to commercialabgiion of children (Tesfaye,
2007). Even some other studies in social work gdis@ in Ethiopia focused on NGOs’
contributions to different aspects of NGOs’ intartiens to bring about development in
different contexts. Surprisingly, the most recemtges also followed the same path as
before years ago. Thus, the sexual and reprodubteéth problems of street youth in
Addis Ketema Sub City of Addis Ababa, where tham a concentrated size of street

children are found in the largest market (i.e. Mol and the biggest bus station are



located becomes relevant and researchable problesnaial work perspective at this

juncture.

1.2. Objectives of the study
This project aims at assessing sexual and reprivéuicealth (SRH) problems of street
youth in Addis Ketema Sub City of Addis Ababa, Bffia. The objectives of the study

are thus the following:

To assess and identify existing SRH problems amsineet youth (15 — 24

years) in Addis Ketema Sub City of the City Admtrasion of Addis Ababa,;

« To examine and identify factors that may contribtdeand exacerbate street

youth’s SRH problems in the Sub City;

* To identify to whom the youth turn when they haaedd with SRH problems, their

utilization pattern of the SRH services, and

* To identify the existing gaps in the practices @0k and GOs, particularly Childe
Aid — Ethiopia (CHAD —ET) which have been prawgl the youth with the

services in their respective catchment areas obtheCity in Addis Ababa.

1.3 Definition of Key Terms

» Sexual health is defined as a state of physicabtiemal, mental and social well-
being. In relation to sexuality, it is not merée absence of disease, dysfunction,
or infirmity. Sexual health requires a positive ardpectful approach to sexuality
and sexual relationships, as well as the possitwlithaving pleasurable and safe

sexual experiences, free of coercion, discrimimatemd violence. (WHO, 2002).



» Reproductive Health is a state of complete physical, mental, and $océdl-
being and not merely the absence of disease omity, in all matters relating to the
reproductive system and to its functions and pee$¢DFID, 2004; United Nations,

1995).

* Youth - is operationally defined as people whose agesidatange of certain

intervals which range between age 15 and 24 years.

Street Youth is defined as young people who are ‘of the stréetving no home but
the streets, their family may have abandoned therthey may have no family
member left alive. Such youth have to struggledarvival and might move from
friend to friend, or live in shelter such as abametbbuildings; those who are ‘on the
street’, those who visit their family regularly;eh might even return every night to
sleep at home, but spends most days and some roghtee street because of
poverty, overcrowding, sexual or physical abusaae; and/or Who is ‘a part of
the street family'? Those who live on the sidewalksity squares with the rest of
their family. Family displaced due to poverty ortural disaster may be forced to

live on the street (WHO, 2000a).

Adolescence is defined as the period between 10 1&8nhgears of age. It is a
continuum of physical, cognitive, behavioural anslyghosocial change that is
characterized by increasing levels of individuatomomy, a growing sense of
identity and self-esteem and progressive indeperedéom adults (SC-USA and

UNFPA, 2009, p.5).



1.4 Limitations of the Study

The main limitation, especially at the beginningaswto be accepted by the street
children. At last, during my stay in the field $gt | got the chance to establish and
very close relationships and frequent interactioitl the street youth in Addis Ketema
Sub City. Since the whole research was time lidpiterequired me a huge amount of
tolerance, sensitivity, and tight pressure to betriecessary quantitative and qualitative
data in different contexts. There were no othenifigant limitations which could be
mentioned, apart from the problems arising duac¢t bf sufficient language knowledge
in the youth’s colloquial words or expressions, l&hithey were discussing some
sensitive issues in their day-to-day activities.

However, these problems could be more or less dolieh the help of trustworthy,
developing very friendly and cooperative socio-epuit contacts with field assistants
who guided me around, introduced me to the streathythat are dwelling in every
pocket of the community. Here, | already got coneththat although | had been trying
my best to learn few of the colloquial words orgs® or expressions which allowed me
to engage in a basic conversation, it would hawnbepossible for me to conduct the
descriptive survey in general and the interviewpanticular on my own. Therefore, |
am most grateful for the help and support | hawived from the children. In this
regard, it should be mentioned that the intervievisch | have managed to hold in
setting were interpreted by my well versed assistahereas interviewees who had
exposure to such a research undertaking were iateed by me.

In addition, | may gloss over some materials anchalbincorporate possible arguments

and counterarguments and even empirical findingglwinay substantiate some my



own findings due to time constraints. Generallyp&those problems and constraints on

my part may shadow few of the findings of the studger consideration.

1.5 Organization of the Thesis

The MSW thesis is organized in to five chapters. Tingt thapter is an introduction

which introduces the readers to statement of tieblpm, objectives of the study, and
limitations of the study. The second chapter prisseand discusses review of related
literature. It also highlights both conceptual/tretal literature as well as empirical

literature. The third chapter describes the staha, design and methods, including
sampling method, data collection tools and procesiudata processing and analysis,
and even some of the ethical issues which wereideresl in the actual research

undertakings. Chapter four presents data analydierpretation and discussion of the
major findings of the study in the light of thosk ather relevant classical and latest
literature on the issues under investigation whigdre conducted elsewhere in the
world. Finally, the thesis presents conclusions sughestions to be implemented by the

NGOs in culture - and context-sensitive mannehendtudy area.



CHAPTER I

LITERATURE REVIEW

2.1 Conceptual/Theoretical Framework
There are some theoretical thoughts related tosobedy, sexuality and identity
resulting from this are very closely related teramsl of paramount importance when
dealing with sexual and reproductive health on plaet of the youth. The body of
humans, and especially women, is a medium of aulflihe body, as Mary Douglas has
argued, is a powerful symbolic form, a surface il and, thus, reinforced through
the concrete language of the body (Douglas, 19661882 cited in Bordo, 1997: 90).
The French scholars like Pierre Bourdieu and Mic¢tmlcault have argued that the body
Is a practical, direct locus of social control dfieimale bodies become docile bodies -
bodies whose forces and energies are habituateeiternal regulation, subjection,
transformation, “improvement™ (Bourdieu, 1977, @4) and are surfaces for
manipulation (Radnoth, 1999, p.74).
As stated earlier, men also have bodies and thveref@ physical bodies common to all
humans, while the social body is historically andtwrally constructed and relative.
Anthony Synnott (1990: 1 cited in Currie, 1992: $#gted:
We [must] discuss first the social constructiontlod body, i.e. the attribution of
meanings to the body and therefore to the selfwthg in which society models
our construction of ourselves as tomb (Plato), tenBaul), machine (Descartes)
or self (Nietzsche, Sartre). These conceptual pgmalare no doubt of paramount

significance for how people live their lives andiaed themselves; but society has

10



a very direct, immediate and physical impact up@opbe also. Our ideas do
construct us, but so do our jobs, hobbies, lifestyland social roles. We are
physically constructed by society, whether we liker not; and in the end we are
sometimes destructed by that same society.
Before we are constructing our body, it is firstinstructed by the value system of the
society we are living in. Although we also havdueshce on what to do with our body,
we are nevertheless guided by what others thinkyligt is expected from us to do, by
what is society expecting from us how to look likead therefore, the body is only
“properly human” when it is culturally acceptabf&ytinott, 1990, p. 11 cited in Currie,
1992, p. 18).
In order to understand human beings’ health belasim general and youth section of
the population in a certain society in particulacholars have developed different
theoretical models which are fundamentally guiding both ourrent and future
understandings ofiealth behavior, as well as providing direction éar studies and
development interventiong&valuation and comparison of the different theorgeals
that they arenot so different in terms of their differential dretions. Most differences
really amount to emphasis on one construct over anothenn@@ngs and Colleagues
therefore,conclude that theories which integrate ideas frahelocompeting theories

providemore explanatory power than other approaches (Wi39@7).

The common health behaviour models generally irelingalth belief model, theory of
reasoned action, theory of planned behaviour, oognitive theory, health promotion
planning matrix — precede-proceed model, and ttiaegretical model which , in turn,

involves 5 major stages in an attempt of understanidealth behaviours.

11



2.1. 1. Health Belief Model

The Health Belief Model (HBM) argues that someoneéécision to take action to

prevent illness depends upon the individual's geice that is personally vulnerable to
the condition; the consequences of the conditiomlevde serious; the precautionary
behaviour effectively prevents the condition; ahd benefits of reducing the threat of
the condition exceed the costs of taking actiore WModel's four key components are,
thus, conceptualized as perceived susceptibiyesty, effectiveness, and cost.

2. 1.2 Theory of Reasoned Action

This is a widely used Theory as one of the behasioprediction theories which

represents a social-psychological approach to stm®ting and predicting the
determinants of health-behaviour. There are twacbassumptions that underlie the
TRA. These are: Behaviour is under volitional cohtand people are rational beings.
The TRA was also designed to predict behaviour frioention, and proposes
quasimathematical relationships between belietgudées, intentions, and behaviour.
Behavior is direct results of intention. Intentiasm also made up of attitudes and
subjective norms. Attitudes are further based drefse Finally, subjective norms are
derived from what one believes others think onaeighdo and motivate to comply.

2.1 3. Theory of Planned Behaviour

This Theory is a modification of the theory of reasd action (TRA). It is concerned
with and gives more emphasis on perceived behdwordrol over the action, and self-
efficacy.

2.1 4. Social Cognitive Theory

Social Cognitive Theory (SCT) is also referred ® Social Learning Theory. This

Theory goes well beyond individual factors in hlealtehaviour change to include

12



environmental and social factors. The Theory conadjzes influences on behaviour as
that involved the concept of person in terms ofdohaman capacities that are cognitive
in nature. Key concepts associated with the persolude: personal characteristics,
emotional arousal/coping, behavioural capacityf;sificacy, expectation, expectancies,
self-regulation, observational/experiential leagjiand reinforcement (IEJHE, 2003).

2.1 5.Health Promotion Planning Matrix — Precede — Procea& Model

The Matrixes operate either at primary (hygiene &pdlth enhancement), secondary
(early detection) or tertiary (therapeutic) stagéprevention. It may accurately be seen
as an intervention whose purpose is to short-diritlmess or enhance quality of life
through change or development of health relateddeh and conditions of living. The
Precede framework fredisposing, reinforcing and enabling constructs in
educationaknvironmental diagnosis andevaluation) takes into account the multiple
factors that shape health status and helps thagiaarive at a highly focused subset of
those factors as targets for intervention. Precdge generates specific objectives and
criteria for evaluation. The Procedchmework policy, regulatory andrganizational
constructs ineducational andgnvironmentaldevelopment) provides additional steps for
developing policy and initiating the implementatiamd evaluation process (Glanz, et.al.,
2002, p. 99-100).

2.1.6 Trans-theoretical Model (TTM)

Tran-theoretical Model (TTM) is a model of intemta& behaviour change that has
produced a large volume of research and servicesaca wide range of problem
behaviours and populationhe TTM is a model of intentional change that fasisn
the decision-making abilities of the individual lrat than the social and biological

influences on behaviour as other approaches trieds Model describes the

13



relationships among stages of change; processege&hdecisional balance, or the pros
and cons of change; situational confidence, oreféifacy in the behaviour change; and
situational temptations to relapse. This Model $&geral advantages over other Models.
First, it describes behavior change as a procesgpposed to an event. Then, by
breaking the change process down into stages agisty which variables are most
strongly associated with progress through the staghis model provides important
tools for research and intervention developmenividdalized, stage-matched, expert
system interventions (see below) that target tivasmbles most predictive of progress
for individuals at each stage of change. One aspedhis model that often goes
unrecognized is that it is the processes of chémagedrive movement through the stages
of change. Thus, although commonly referred tdhas'$tages of Change.

Model" since "stage" is the core construct arourfdciv other model constructs are
organized; this is a misnomer since it focusemtte on only one construct from this
multidimensional model. Naturally, model-based mgations are multidimensional as
well. TTM research has found remarkable similasiteross different kinds of behavior
changes. We have found repeatedly that the stafjeshange have predictable
relationships with the pros and cons of behaviemge, confidence in behavior change,
temptation to relapse, and the processes of charge.largest numbers of Trans-
theoretical model related intervention studies Hasen for smoking and condom use.
Stages of Change

Individuals do not change their behavior all at ertbey change it incrementally or
stepwise in stages of Change. The stages most colymased across research areas
include: Precontemplation, Contemplation, PrepamnatiAction, and Maintenance.

Individuals do not typically move linearly from ge&to stage, but often progress and

14



then recycle back to previous stage before mowangdrd again. This change process is
conceptualized most meaningfully as a spiral, whilthstrates that even when
individuals do recycle to a stage they've beereiote, they may still have learned from
their previous experiences. Self efficacy is imanottfor stage transition across all stage
change.

Precontemplation describ@sdividuals who for many reasons do not intend hange
within the next six months. Some of these individuaay want to change at some
future time, but just not within the next six mositi®thers may not want to change at all
and, in fact, may be very committed to their praotle

Contemplation describes individuals who are thinking about chagdieir problem
behaviour within the next six months. They are nmapen to feed back and information
about the problem behavior than their counterparBrecontemplation.

Preparation stages are committed to changing their problem \behaoon, usually
within the next 30 days. These people have ofted to change in the past and/or have
been practicing change efforts in small steps tp ftlieem get ready for their actual
change attempt.

The Action stage includes individuals who have changed their pnobbeehavior within
the past six months. The change is still quite aa their risk for relapse is high,
requiring their constant attention and vigilance.

Maintenance stageindividuals have changed their problem behaviordbleast six
months. Their change has become more of a haloitheir risk for relapse is lower, but
relapse prevention still requires some attentidthoagh somewhat less than for

individuals in Action stage.
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Processes of Change

The processes of change describe the cognitiveti@mat behavioral, and Interpersonal
strategies and techniques that individuals andiange agents (therapists, counselors)
use to change problem behaviors. The processesiarfge are also ideal tools for
process-to-outcome research and in many ways mrdtiel foundation for TTM expert
system intervention. The processes of change argistent with many SCT constructs
and are quite similar to most conceptions of cogiefaviors as well. Many studies
across problem behaviors have found that the test meed processes of change are
organized into two higher order clusters of proessghe experiential processes—
Consciousness Raising, Dramatic Relief, Self-Remtan, Environmental
Reevaluation, and Social Liberation; and the behaal processes—helping
Relationships, Counter conditioning, Reinforcemdanagement, Stimulus Control and
Self Liberation.

Decisional Balance

Decisional Balance, or the pros and cons of belahange, describes the importance
or weight of an individual's reasons for changimgnhot changing. The pros and cons
relate strongly and predictably to the stages ahge. The pros are the positive aspects
of changing behavior, or the benefits of changagoes to change).

In contrast, the cons include the negative aspafcthanging behavior, or barriers to
change (reasons not to change). These two dimenkere been consistently supported
by studies across many different problem behaviors TTM-based research.
Characteristically, the pros of healthy behavia lw in the early stages and increase

across the stages of change, and the cons of dithywdehavior are high in the early
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stages and decrease across the stages of charggrd$ and cons are particularly
useful when intervening with individuals in eartpges of change.

Decisional balance is an excellent indicator ofiradividual's decision to move out of
the Precontemplation stage. The TTM pros and constaucts are quite similar to those
also proposed by both the HBM (benefits/barriers) the TRA/TPB (benefits/costs);
and the evidence presented by Prochaska and aodleagross problem behaviors does
provide some support for all three models.

Situational Confidence and Temptations

The self-efficacy construct utilized in the TTM agfrates the models of self-efficacy
proposed by Bandura, and the coping models of selamd maintenance described by
Shiffman. These variables have undergone consiterbboration over time, with
situational temptation to engage in the unhealtblyalvior often viewed as an equally
important companion construct to the more commamdgd situational confidence
measures. Confidence and temptation function imhersacross the stages, and
temptation predicts relapse better.

Self-Efficacy

The concept of self-efficacy is recognized as orieBandura’s most important
contributions to psychology and the field of hedihavior change in general. Self-
efficacy refers to theconfidence an individual has in his or her own ability to
successfully carry out a behavior. The importaniceetf-efficacy for behavior change
has been widely recognized across multiple behaviglevant to health risk reduction.
An individual with low self-efficacy is likely to dve lower expectations of successfully
performing the behavior and be more affected byasibnal temptations that are

counterproductive to promoting and maintaining vérachange.
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In contrast, an individual who has High self-edfty not only expects to succeed but is
actually more likely to do so. Several factors uefice an individual self-efficacy,
including persuasion by others, observing othemhakior (modeling), previous
experience with performing the behavior, and dirpbysiological feedback Self-
efficacy exerts such a strong influence on behagl@nge that confidence has been
found to outperform past performance in predictingure behavior. According to
Bandura (2002), self-efficacy plays an importanieRio the adoption of change and
regulates human functioning through cognitive, nadtonal, affective and decisional
processes. Therefore, assessment of the various-emmomic and cultural variables
that contribute to low contraceptive practice isesdial for promoting the use of

contraception and lowering the birth rate.

2.2 Sexual and Reproductive Health

At the 1994 International Conference on Populaéiod Development (ICPD) in Cairo,
reproductive health care was defined as: “the edlatibn of methods, techniques and
services that contribute to reproductive healthaell-being by preventing and solving
reproductive health problems. It also includes atkealth, the purpose of which is the
enhancement of life and personal relations, andmeely counseling and care related

to reproduction and sexually transmitted disea&=8tpso and Girard, 2003).

Everyone has the right to enjoy reproductive healtiich is a basis for having healthy
children, intimate relationships and happy familiBeproductive health encompasses
key areas of the UNFPA vision — that every childvanted; every birth is safe, every
young person is free of HIV and every girl and woma treated with dignity and

respect.
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Reproductive health, which addresses the reprogptiocesses, functions and systems at
all stages of life, is aimed at enabling men andnew to have responsible, satisfying and
safe sex lives, as well as the capacity and freedoptan if, when and how often to have

children.

Reproductive health does not start out from a distdiseases or problems - sexually
transmitted diseases, maternal mortality - or feohst of programmes - maternal and child
health, safe motherhood, family planning. Reprégacealth instead must be understood
in the context of relationships: fulfilment andkisishe opportunity to have a desired child
or alternatively, to avoid unwanted or unsafe peemy. Reproductive health contributes
enormously to physical and psychosocial comfort @ondeness, and to personal and social
maturation. Poor reproductive health is frequendlysociated with disease, abuse,

exploitation, unwanted pregnancy, and death.

2.3 Youth/ Street Youth

Throughout Sub-Saharan Africa, street youth areuadeniably growing population.
Poverty, war, urbanization, disease, and brokenesoare creating an environment in
which millions of young people are turning to theests. Street children comprise a vast
range of often unheard voices— including abandockeittiren of poverty-stricken or
abusive homes, children separated because of wdramms who have lost their parents to
AIDS, or youth who make the rational decision todrethe streets. The vast number of
children on the streets is in many ways indicatWwemajor government, public policy,

economic, public health, and even moral breakdawsscieties.

Sub-Saharan Africa is faced with a complex webauftdrs which gravely heighten the

risks for youth on the streets. In a continent hiclu 315 million people, or more than half
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of the entire population, lives on less than ondad@a day, (“The Primacy of Pro-Poor
Policies for Growth,”"UNDP, 2005, (1 May 2005). poverty threatens many fasilvith
the inability to adequately care for their childrdn Accra, Ghana, for example, the
population of street children has more than doubidtie last five years to 20,000 children
and 6,000 babiesSfreet Child Africa, 1 May 2005). Previous and continuing conflicts,
such as the genocide in Rwanda which claimed appedgly 800,000 lives in 1994, or the
continuing civil war in the Democratic Republic @bngo which to date has killed almost
four million, 10 have left disasters such as theudhts in Ethiopia and the December 2004
tsunami which reached to Somalia, have also raiedvulnerability of many African
youth. Additionally, disease is one of the many tiis& factors for youth on the streets of
Africa. By the end of 2003, 12 million children Africa alone will have lost one or both
parents to AIDS (“Launch of World Development Iratiors 2005 Report, The World

Bank, May, 2005).

In the nations of Zimbabwe, Zambia, Mozambique, otles, Malawi and Swaziland,
approximately 1 in 4 adults are infected with HIVIDS (UNICEF, 29 April 2005). In light
of this, the outlook for youth is particularly bleal'here are now about 4 million children
orphaned by HIV/AIDS in the Southern Africa regiavith Zambia registering the highest
number of orphans in the world (Ibid). Whether treeg calledwatoto wa mitaani in
Tanzaniachokorra in Kenya, ommoireaux in the Democratic Republic of Congo, (Anthony
Kopoka, “The Problem of Street Children in Afric&lhiversity of Dar-Es-Salaam. (2000):

7) street youth throughout Africa are a rising dapan who desperately cry for greater

attention.

Reproductive health (RH) in general and adolesaeproductive health (ARH) in

particular is of growing concern in most developocwuntries. Sub-Saharan Africa is the
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youngest region of the world, with 44 percent sfgbpulation under age 15 in 2006 (PRB,
2007b). In Ethiopia, 11 percent of the populatior2D07 is age 15-19, and 20 percent is
age 15-241 (U.S. Census Bureau, International Bate). Moreover, since Ethiopia is
typical of a country with a youthful population (#8rcent of the population of Ethiopia in
2007 is under 15 years of age [U.S. Census Butatarnational Data Base]), the number

of adolescents have increased since then.

Lack of education, unemployment, and extreme pgvexacerbates and perpetuates the
reproductive health problems faced by Ethiopiantlyolihe economic, political, and social
situation in the country has given rise to fundatakoconcerns about the health and well-
being of young mothers, the health and social @greent of children born to these young
women, the well-being of young men exposed to déxtimnsmitted infections or who
quit school early to support young families, andisty’s losses and obligations incurred

because of adolescents and their children.

2.4 Street Youth SRH Needs and Problems

The UNFPA observes that concerns about reprodubiadth starts from childhood and
lasts throughout the life-cycle. However, the neefdsoth men and women differ in each
life stage. Women bear he greatest burden of reptod health problems Research has
shown that reproductive health problems accountajmproximately 36% of the total
disease burden among women of reproductive agdflyears) compared to an estimated
12.5% in men in developing countries (World Bar®93). Sexual and reproductive health
means more than just the reproductive organs gmadaction. The need to understand
reproductive health within the context of relatibips between men and women,
communities and society is underscored. This isab&e reproductive and sexual health

status of individuals is affected by complex welmege predisposition, and economic,
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cultural and psychological determinants (cook amck&ns, 2000). Sexual health can also

be influenced by mental health, acute and chrdimess and violence (Butler, 2004)

The problem of street youth is worldwide phenomerfince these street youth exist in
every part of the world. Large groups of youths stlyounsupervised by adults found in
almost every country of the world. The vast majesiof these children work and live large

urban area of developing countries.

Global estimates indicate that every year aboutilBom adolescents (one in every eight
sexually active adolescents) are infected with diD;Sand that the highest rates of
Chalamydia are among the 15-19 year olds, mainilylesdent women (AGI, 1999’
Bassett, 2000; RCAP). In many developing countrie®re than half all new HIV
infections are among young people 15-24 (UNFPA,0200Early sexual debut and the
prevalence of STIs in Africa are seen as some ofab®rs driving the spread of HIV
infection. The WHO estimates indicate that STI sadee highest in sub Saharan Africa
with 69 million new cases per year in a populabdr269 million adults aged 15-49 years

(Corbett, et al. 2002)

Reproductive health affects, and is affected by, lbinoader context of people's lives,
including their economic circumstances, educatiemployment, living conditions and

family environment, social and gender relationshgrel the traditional and legal structures
within which they live. Sexual and reproductivehbeiours are governed by complex
biological, cultural and psychosocial factors. f&fere, the attainment of reproductive
health is not limited to interventions by the hka#iector alone. Nonetheless, most
reproductive health problems cannot be signifigaatidressed in the absence of health

services and medical knowledge and skills.
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The dimension of reproductive ill health encompags®blems such as female genital
multilation, malnutrition & anaemia, abortion, reguative tract infections including
sexually transmitted diseases and HIV/AIDS, Infiyti unregulated fertility, maternal
morbidity & mortality, sexual & gender violence, caother related health problems
(WHO, 2000, Ramakrishna Y, Karott M, Murthy RS, 3P0OAmong women of
reproductive age (15-49 years) in developing coeesitthe burden of reproductive ill-
health is far greater than the disease burden fudrarculosis, respiratory infections,

motor vehicle injuries, homicide & violence or fromar (WHO, 1997; 42:1-8).

Previous studies in many countries have indicated street youth are particularly
vulnerable of STDs and HIV infections because: nawstsexually active (Lockhart C.,
2002:294-311; Anarfi JK. 1997;7:281-306), have tipié sex partners, including
prostitutes (Haley N, Roy E, and others, 2002),agegin homosexual activity (C.
Kunyenga, 2002:294-311), provide sex in exchange nioney without protection
(Haley N, Roy E, and others, 2002, Swart-KrugeRithter LM.1997), are sexually
abused (Black B, Farrington AP, 2004), rarely aromsistently use condoms despite
being aware of AIDS (Snell C[2002, Liverpool J, McGhee M, Lollis C, Beckford M,
Levine D. 2002), are ignorant of other sexuallynsmitted diseases (STDs) against
which they tend to self-medicate (Anarfi JK. 19%f)d use illicit drug, including

intravenous drug .

Ethiopian youth face many challenges. Sexual ttaoften occurs at an early age due
to traditions and poor living conditions. Traditednpractices such as early marriage,
marriage by abduction, and female genital cuttinlyeasely affect the health and

wellbeing of young people.
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Rape and sexual coercion are common among youngewamboth urban and rural
settings. Sexually transmitted diseases pose cenaditk risk to the youth population
because of the practice of having multiple sexuaitners and the limited use of
condoms. Unintended pregnancies, pregnancies tiwaftr avithin short intervals, and
abortions pose serious health risks to young wortreaddition, drug trafficking and

drug abuse among the youth population continuestoflzoncern

In Ethiopia, our main country of focus, the pligiitstreet children is also an increasing
issue of concern in a nation in which 81.9 percdribe population lives on less than $1

a day (UNDP, 2001; 2003, p. 200).

According to UNICEF and actively engaged NGOs, éhare approximately 500,000-
700,000 street youth nationally, and accordingh® Ministry of Labour and Social
Affairs, an additional 1 million are at risk foreetism.16 Moreover, with more than 1.5
million Ethiopians currently living with HIV, therés a heightened risk for AIDS
orphans to end up on the streets unless they aed &ar by other family members or
community (UNAIDS,Report on Global AIDS, 2004). Broken homes and single parent
families also appear to be a major push factorhdfien in the streets. It is estimated
that fifty five percent of street youth in Addis &lba have parents who are separated,

widowed, or single (Radda Barnen, and MoLSA, 1998).

In addition to their abject poverty that has mashmonly led them to the streets, most
of the Ethiopian street youth are involved in urtigabehaviours, such as smoking
marijuana, drinking tela’ (local beer) and drake (strong spirit, similar to vodka),
chewingchat (a stimulant and mild narcotic) and sniffildgnson (petrol) at the gas

stations. Some work as taxi boys, and obtain tdasgs and spirits in exchange for their
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work. Many of the girls end up as prostitutes, dsntheir families from the rural areas
to find work, but who resort to commercial sex wamkthe absence of other forms of
income. Many of the urban youth are particularlgragsive, often throwing stones,
using profanity, having fist fights, or using sharaterials such as broken glass and
scissors to attack each other (Interview, Emebet,chl 2005). As a result, communities
often ostracize street children and regard themnéisocial, dirty, and lacking in work
ethic. Stigmatization compounds the street childi&dings of isolation and rejection and
often becomes the major source of concern andedsstithereby dwarfing any initial

trauma that may have necessitated life on thetstree

According to Holly Dempsey, HIV/AIDS officer at U3B/Ethiopia, when asked if
AIDS will bring down the country, she answered, ;Nout street children will.”

(Interview, Holly Fluty Dempsey USAID Ethiopia, 10 March 2005). Indeed, a
significant number of young Ethiopians face daéglities of poverty and must fend for
themselves on the streets without access to thessary social networks and

relationships that could lead them to an improueatesof well-being.

Ethiopia’s population is projected to increase @8 Inillion by the year 2025 (PRB,
2007a), becoming Africa’s second-most populous trguafter Nigeria. This rapid
population increase will continue to strain the ggmwment’s ability to provide health
care and education to young people and create toomsli for even greater

unemployment, poverty, and resource depletion.

Gender inequality is another major problem tha¢&# youth reproductive health and
wellbeing in Ethiopia. Gender inequality manifeis¢elf in the low status of women and

girls in the society as well as within the familyg,the fewer educational opportunities
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for girls, in the lack of participation of males fiamily planning and AIDS-prevention
activities, and in the harmful traditional prac8cagainst young girls (FHI/Youth Net,

2004).

2.5 SRH Services and Utilization

The precise configuration of reproductive healthedse and concerns, and the
programmes and policies to address them, vary froamtry to country and depend on
an assessment of each country's situation and treelalility of appropriate
interventions. Globally, however, both the epiddogical data and the expressed
wishes of diverse constituencies indicate thatagypctive health interventions are most
likely to include attention to the issues of famibfanning, STD prevention and
management and prevention of maternal and prenataitality and morbidity.
Reproductive health also address issues such agutgractices, unwanted pregnancy,
unsafe abortion, reproductive tract infectionsudahg sexually transmitted diseases and
HIV/AIDS, gender-based violence, infertility, matntion and anaemia, and
reproductive tract cancers. Appropriate servicasstmbe accessible and include
information, education, counselling, preventionfedgon and management of health

problems, care and rehabilitatiQdNFPA, 2009, p. 1).

There is consensus among the governmental and ex@rsgnental institutions and
agencies in Ethiopia that youth health and wellpeielies on improved educational
opportunities, improved economic opportunitiestunall expansion and the end of the
long-held harmful traditional practices. Effortsvieabeen made by the government and
its partners to design and implement strategiebcips and programs to address the
reproductive health, HIV/AIDS and gender issueshef most vulnerable age group of

the country - youth.
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In 2002, the Family Health Department of the MOH/a@leped the Five-Year Action
Plan for Adolescent Reproductive Health in Ethio(#802-2007). The main goals of
the plan are to increase access and utilizatioARH services by youth, and to cause
positive RH behaviour change among youth by progdbetter information and
knowledge on reproductive health issues. Specifiategies to achieve these goals
include: promotion of a positive policy and prograemvironment; provision of
knowledge and skills; and provision of quality reguctive health services for youth
through youth centres, peer education, and coungedhd service linkages through an

efficient referral system (FHI/Youth Net, 2004).

In 2007, the MOH launched the Adolescent and Ydréproductive Health Strategy
(AYRH) designed primarily to address the problemssogiated with early marriage and
pregnancies and abortions, polygamy, female cir¢csiong abduction and rape, and
poor access to healthcare. The AYRH will be impleted over a period of eight years
and is targeted at those age 10-24 years. Thiegyr@alls for immediate tailored and
targeted interventions to meet the diverse needk raalities of young people and
reflects the commitment of the Ethiopian governmenimproving the reproductive

health status of young Ethiopians (Plusnews InfoiongService07).

Youth friendly health services can be freestandilifgcs or attached to existing clinics
or recreational facilities. Ideally, they providéudl range of services and information to
the youth. The services are provided under a sethpre people are welcoming,
confidentially is ensured, and services are corerghi located and affordable. Young
people in Ethiopia are disadvantaged relative teml in their lack of access to
information and services for their reproductive de®ecause of the absence of youth

friendly service delivery system. A study conducitedKaliti and Akaki kebeles have
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revealed that almost all discussants said thatrtedia - TV, newspapers, magazines,
books and especially radio - were their chief sesirof information. Another study of
adolescent reproductive health in East Gojjam Hedethat the most common source of
information on STIs/ HIV/ AIDS was the media (82%)d neighbours (67%) for urban
and rural out of school adolescents respectivety more than half of the participants
(55.2%) had reported that they had visited heaistitutions for reproductive health
reasons. The majority (82.6%) have visited pubkalth institutions and (11.5%) of
them visited Family Guidance Association of Eth@milinic and an equal proportion of
them visited private for profit health institution¥he major reasons that prevent
adolescents from visiting health institutions wegported to be too expensive services,
too far health institutions, poor handling andueal to keep privacy and confidentiality
by health workers, too much waiting time and isleme for adolescents to visit health

institutions.

Though youth are considered by the societies litkeoRia relatively disease free, they
are at greater risk of various health problems.r@hae also several misconceptions
concerning HIV/AIDS, pregnancy, condom and contptivze and they lack adequate

sexual and reproductive health information to maeropriate decisions. Most of these
problems were found to be more severe among ostlofol and street youth. In sum,
the youth in general and the street youth in palarcdo have collective rights for sexual
and reproductive health (SRH). The idea of sexwal eeproductive health rights is

inherent to the definition of reproductive heaklihd these rights are integral to globally
recognized human rights. These include gender gygaald the rights to education and
health, including ARSH information and services rayppiate to their age, capacity and

circumstance. Actions to ensure implementationhesé rights can have tremendous

28



practical benefits: empowering individuals, ensgrinvell-being, stemming the
HIV/AIDS pandemic, alleviating poverty and improginsocioeconomic prospects
(UNFPA, 2004).

In Ethiopia, the Ministry of Health (2003, pp. 1-Bjates that adolescence is a
transitional period when a person is young and niéget. It is a period of high
developmental changes in physical, mental and kaoiaditions. In this period the
adolescent youth fails to control his emotiongehsto parents’ advice and begins to
indulge him/her in unhealthy behavioral activitide youth in Addis Ababa, Ethiopia
is categorized in three age-groups 10 to 14 yddra®teenage; from 15 to 19 years as
early adolescent and 20 to 24 years as post-a@olesclhese age groups face multi-
faceted problems which arise from lack of undeditagn and proper response to the
changes that occur during development, due to emaltibehaviour, peer pressure and
the lack of experience of the prevailing socialtegsand its interactions. Consequently,
most of the youth are exposed to casual sexuatipeac unwanted pregnancy, child
bearing at early age, high risk abortion, HIV/AIDfd other sexually transmitted
diseases, rape unemployment, poverty and crimictl. an addition, the adolescents
don’t receive adequate information and servicesepnoductive health. Even if services
are available they don't utilize them. This sitoatihas made the problems associated
with adolescent reproductive health serious andpbtexn Therefore, the Adolescent
Reproductive Health Programme is one of the pgiocihmponents of the Ethiopian

Health Extension Package.
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CHAPTER 1l

STUDY AREA, DESIGN AND METHODS

3.1 Study Area

This study was conducted in Addis Ketema Sub Cityhe City Administration of
Addis Ababa. The area of the Sub City is 7.41 sgudlometre. It has a total
population of 277, 786 persons (135,864 males ad922 females) in 2010(CSA,
2011, p. 44). The study area is a highly populated slum area of Addis Ababa in
which the density of population is 37,488.0 persomssquare kilometre. In addition, on
average, 4.2 persons per housing unit are dwellinthe area. The majority of the
residents work in the Sub City as daily labourersil servants or businessmen and
businesswomen. Prostitution is also common in SiapdTie to the influx and arrival of
more and more people from different parts of thentxy for various reasons. A total
counted homeless children and youth who are liumntis Sub City was 941; of which
899 were males and 42 were females in 2007 (CSA),20. 10). The same document
also indicated that a total of 9,939 children; 3,1¢hildren; and 3,302 children’s
mothers were only alive, fathers only alive, anthbparents were died respectively in
2007. Due to these and many other reasons, thelgtmms are highly vulnerable to

HIV or SIT.

3.2 Design and Methods of the Study
This study used both quantitative and qualitatiesearch methods. Regarding
gquantitative research approach, it employed desegisurvey method. Qualitatively,

the present study used various types of methoderutiis approach such as semi-
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structured interviews with key informants that videntified and selected among street
youth and SRH services providing organizationengtudy area. In addition, the study
had conducted two focus group discussions (FGDg (eith female and one with male
group). Physical observations have undertaken nmeselevant contexts in the light of
the study objectives. Similarly, the study was amtdd documentary analysis at SRH

services providing organizations in Addis Ketema Siity.

3.3 Universe of the Study

The universe of this research project consistdreesyouth in Addis Ketema sub city,

who have been living for at least 6 months in thelg area. So far, the estimated
number of street youth is 7000-10000. Street yutho have been living in Addis

Ketema sub city and attending all or some typeth®fSRH services are included in the

study.

3.4  Sampling Method

The present study used purposive sampling methad tduapproach and generate
relevant from the street youth in the sub city, NGGDd GOs operating in the provision
of SRH services. A sample of 60 street youth waescssd and reasonable number of
informants from the targeted youth and the orgditima were approached and

contacted to generate data on the issues undestigagon.

Quantitative Part of the Study

Depending on the objectives of the proposed study mature of data, different
analytical tools were applied. Descriptive statistilike mean, variance, standard
deviations, and frequency distributions, and peeggs were used. Descriptive
statistical tools are very important to have arcfgeture of the respondents included in
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the sample. Descriptive statistical techniques weneployed for the purpose of
describing the demographic and socio-economic tstreicof sample households in the

study area.

Qualitative Part of the Study

The qualitative data collection method was utilize@rder to generate information from

reproductive health service providers, correctioseiting, and women and children

affairs office, in the study area and from femaid anale street youths, using focus group
discussion (FGD) in order to supplement the resiulhe quantitative data that could not
be quantified. Discussion was made with two foctmigs and each group consisted of
10-12 participants. A semi-structured interview dguiwas used to facilitate the focus
group discussion. A checklist was prepared to gtinde discussion in such a way to

generate relevant information. FGD was held in gtqand comfortable place, and it

took one and half hours with each group.

3.5 Data Collection Tools and Procedures

This study employed tools such as interview schedsgmi-structured interview check
lists, focus group discussion check lists, docummntanalysis check lists and
observation check lists. The data for the quantgasection was collected using a
interview schedule prepared by addressing all-itgmdr variables. These interview
check lists were adopted from different literatudesseloped for similar purpose by
different authors. It was reviewed to suit the lamandition and translated to Amharic
language and then back to English to ensure itsistmcy. These tools were first got

pretested for reliability and validity of both qu#ative and qualitative data to be
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generated following the appropriate data collectimmmcedures required for each

method.

3.6  Data Processing and Analysis

The present study employed both quantitative aralitgtive data analysis techniques
respectively. The filled in and completed intervieschedules was checked for
completeness, verified, coded in code book, dedigmenaster sheet, entered in to the
computer and analyzed serially. Then, the quaivéatata was processed and analyzed
on the computer using data analysis software ofSSR®sion 17. In addition, the study
employed univariate statistical data techniqueshsas ratios, percentages, frequency
distributions, bar graphs, pie charts, mean, mediange, minimum and maximum
values as well as standard deviations). This sufugther used logistic regression or
logit model to assess and determine the associatween an outcome variable that is
a a categorical dichotomy (or a variable with oibiyary or two responses) and
predictor variables that are continuous or categbiiTarling, 2009, p. 64; Kleinbaum

and Klein, 2010, p. 1).

Thematic data analysis was used to analyze thetapixad data collected. In so doing,
categorization and re-categorization of relevartegaries of qualitative data under

relevant themes in the study was employed.

3.7  Ethical considerations

All the study participants were informed about thepose of the study, their right to
refuse and assured confidentiality and informedb&econsent was obtained prior to the
interview. The instruments and procedures were aaoising any harm to the study

subjects, the community, and supervisor, which virerelved in the study.
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CHAPTER IV

DATA ANALYSIS AND MAJOR FINDINGS

This chapter presents data analysis and findinghefassessment study on sexual and
reproductive health problems of street youth areh tliscusses the results accordingly.
The aim of the chapter is to address the firstpsécthird and fourth specific objectives
attempted to assess and identify existing SRH problamong street youth (14-25 years)
in Addis Ketema Sub city of the City Administratiai Addis Ababa; to examine and
identify factors that may contribute to and exae&glstreet youth’s SRH problems in the
Sub City; to identify those organizations which \pde the youth who faced SRH
problems, their utilization patterns; and to idBnthe existing gaps in the practices of the
NGOs and GOs, particularly Children Aid-EthiopiaHAD-ET) which have been

providing them with SRH services.

4.1. Socio-demographic and Economic Characteristicd the Respondents

This study was based on data collected from 6@tsy@uth who had been clients of the
Children Aid — Ethiopia in Addis Ketema Sub-City Afldis Ababa. The results of the
descriptive data analysis shows that out of thal &iudy respondents, 31 (51.7%) were
males and 29 (48.3%) were females resulting in\aaratl male to female ratio of 1:1.
The age structure of the sample respondents sh@awvshie mean age of the respondents
was 19.2 which was disaggregated by sex as 18.8@6dyears for males and females;
and . The age range in males was 14 — 24 yeart thlait of females was 14 -25 years
resulting in the minimum age of 14 years for bakes, but in different maximum ages.

About half of the street youth (48.3%) were foundbe in the age category of 15-19
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years in the study area. In addition, from the sitadulation data analysis of SPSS,
simple comparison of the mean age of female anc rsimket youth reveals that the
mean age of females was 19.6 years and that osmale 18.8 years. But all this tells
us is that, on average, female street youth weterdhan males in the streets in the
study area. Therefore, one may note that the nialeded to be younger than the
females in the streets of Addis Ketema Sub Cityeréhwere different percentages in
both 14 — 19 and 20 — 25 age categories (i.e., botthe younger and older age
categories). That is, 58 percent of males werheir tL4s compared to 48 percent female
youth, while 52 percent of females were in theis 8hen compared with 42 percent of
males in the streets within the territory of Addistema Sub City in Addis Ababa,

Ethiopia.

The majority of study participants were Orthodoxi€ians by religion comprising 51.7%
and Muslims comprised 25.0%, but those respondehts were Protestants and without
any religious affiliations constituted each 11.79%.the total respondents in the study, 30
(50.0%) were never married, and 20 (33.3%) wereriedhr whereas the remaining 10
(16.7%) were divorced. The majority of the streetty in the study, 34 (56.7%) were
Amhara and followed by Oromo young children, 14.828). Regarding the question on
whether or not the respondents were attending $ctimsurvey results indicated that the
majority (66.7%) of the respondents had attendechdb education, while 33. 3% had
never gone to any kind of formal education systétowever, among those who got
enrolled in basic education, the highest gradehedavas found to be grade 2; whereas
those had been enrolled in formal education systém,highest and the lowest grade

attended was grade 9 and grade 2 respectively.
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Table 1 Socio-economic and Demographic Charactetiss of the Respondents

Variables Frequency Percent (%)
Sex
Male 31 51.7
Femal 29 48.:
Age
Less than 1 0 0.C
14-19 32 53.2
20-25 28 46.7
Marital status
Never marrie 30 50.C
Currentlymarriec 20 33.%
Divorcec 10 16.7
Ethnic group
Amhare 34 56.7
Tigre 9 15.C
Oromc 14 23.2
Guragt 3 5.C
Religion
Orthodo» 31 51.7
Muslim 15 25.C
Protestar 7 11.5
No religior 7 11.5
School attendanc
Yes 40 66.7
No 20 33.8

Involvement in Income Generating Activities (IGAS)

Yes 43 71.7
No 17 28.%

SourceOwn survey results, 2011



Out of those street youth who responded affirmétite the question about whether or
not they had to work to earn their daily life alothg street, the results showed that about
72 percent of them had been engaged in differastni® generating activities, while 28
percent had not engaged in any types of work fdsimgaa living. Table 2 depicts that 10
percent of the respondents had been engaged ins$iioeing; 25 percent in carrying
small items; 6.7 percent in delivering messagespgércent in attending cars; 8.3 percent
in exchange of money for sex; 21.7 percent in bagdl5 percent in peddling; 1.7 percent
in both exchange for money and begging; 1.7 peritenairrying small items, attending
cars and peddling; and 8.3 percent of them hadhmotved in any types of IGAs. Almost
all youth in the study found to generate daily antoof income which showed a
significant variability. The mean daily income geated from different types of IGAs on
the part of the youth who eked out their lives gltime street was Eth. Birr 8.68, while the
minimum and the maximum income were Eth. Birr 2Zadd 18.00 in the order given. The
majority (95 percent) of the respondents earnety dacome less than the mean daily
income. Therefore, the majority of the street ydiatlnd to earn less than USD 1 (which
is poverty line as defined by the World Bank) whiah turn, clearly indicated that the
street youth in the Sub City who are the clientthefCHAD-ET Organization are poor.
The survey indicated that 26 (43.3 %) of the stygmith were found to be the local
residents of Addis Ababa, but 34 (56.7 %) of thesx lsome from different parts of the
country. Thus, the significant proportions of theuth in the area are migrants from
different corners of Ethiopia. There is a greatiatatity in the duration of stay on the part
of the respondents in the study Sub City. The mmimn duration of stay in streetism was 1

year, whereas the maximum duration of street bfetlie youth respondents was surprising
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13 years. In addition, on average, the respondeats found to reside on the streets for 3.5
years. A list of multi-faceted reason has conteduto compel the youth to experience
streetism. The reasons for the respondents to eecireet dwellers ranged from peer
pressure to looking for jobs. Therefore, about 8fcent of the respondents came out to
street in order to looking for jobs, followed by pércent because of the death of their
parents, and 10 percent due to their poor famibkgeound, 10 percent lack of peace in the
family, and alcoholic family was accounted for kggione of the reasons for about 12
percent of the respondents to come to streethidisdame vein, 3.3% due to displacement,
3.3% due to their change of life styles, 1.7% beeanf peer pressure, 10% due to illness
of the bread-winner(s) in the family and 1.7% daeaubwanted pregnancy. Thus, forced
contextual factors at home and glittering and etiva factors in the social environments of
the youth mostly force them to come out of thespextive family and toil hard to eke out

their daily loaves of bread on the streets.
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Table 2 Type of Income Generating Activities the Regpondents have been engaged in

the Study Area

Type of IGAs Frequency Percent

Shoe shinnin 6 10.C
Carrying small iterr 15 25.C
Delivering messag 4 6.7
Attending car 1.7
Exchange of money for s 5 8.3
Begging 13 21.%
Peddling 9 15.C
Exchange of money for sex and begt 1 1.7
Carrying small items, attending cars and ped: 1 17
No income generating activity at 5 8.3

Total 60 100.0

Source: Field survey results, 2011

The housing conditions of the respondents as preden Table 3 indicated that 30.0% of

them had been living on the street. About 18 peroérthe respondents were found to

reside in small rented houses, whereas 40.0% ah thad spent the nights in plastic

shelters. On the other hand, 6.7% spent the ddlyerstreets and went to their families’

home to pas the nights. In contrast 5 percent efstineet youth were found to live in a

rental house just for the night. The majority (#¥qent) of the respondents, therefore, are

actually street youth, but the remaining (30 peticare partially considered to be street

youth in the study area. It can be deduced thattharious ways of streetism in Addis

Ketema Sub City of the City Administration of Adddaba.
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Table 3 Places where the Respondents spent the Nighthe Addis Ketema Sub City

(AA)

Types of Residence Frequency Percent

On the street 18 30.0

Small rented house 11 18.3

Plastic shelter 24 40.0

Family house 4 6.7

Renting a house for a day 3 5.0
Total 60 100.0

Source: Own survey outputs, 2011

As to the issue of substance use of the streehy@tgure 1), the findings of the survey
found out the majority (about 72 percent) of thedgtparticipants were addicts of one type
of drug or a combination of different types of dapee. Disaggregated by type, 13.3%t
used alcoholic beverages, 13.3 percent smokedetigar 1.7% were addicted to drugs,
6.7% chewed chat, while about 16.7 percent weradda be addicts of alcoholic drinks,
cigarettes and chat, about 1.7 percent were ircaébegory of alcoholic drinks and chat,
about 6.7 percent were smokers of cigarettes, udedifferent types of drug and chat.
Surprisingly, on the contrary, about 28.3 percdrthem never used any type of substance

and about 11.7 percent quite.
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30 28.3

percent

Alcohol Drugs Alcohol & chat Cigarette, Never used
drugs & chat

substance abused used

Source:Own survey, 2011)

Figure 1. Usage of Substance Abuse by the Streéduth in the Sub City

4.2 Sexual and Reproductive Health Practices

The data collected to know whether or not the redpats had had an experience of sexual
intercourse in the study area had revealed thatmarity of the youth in the streets
experienced the sexual life. Eighty-five percenttloé respondents were found to be
sexually active, while fifteen percent were notisdly active as such. Among the sexually
active respondents, the mean age at which the yadtbegun their first sexual intercourse
was 15.47 years, whereas the minimum and the mawimge at which they had first
started sexual intercourses were 10 and 21 yespectvely. The results of the study also
showed the following reasons for their first sexumércourses on the part of the youth:

getting married (21.7%), being fall in love withrseone in different contexts (6.7%),
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personal desire (23.3%), being raped (11.7%), tegde daily income for making a living
and in exchange of different types of gift for £8x3%), due to peer pressure (16.7%) and
only 5% of them owing to substance influence.

The number of sexual partners the respondents éraslspartner(s) is consider as an
indication of their vulnerability for sexually tramitted infections (STIs), including
HIV/AIDS. More than half of the respondents had tplg sexual partners (i.e. which
ranged from 2 to 5). The respondents, on averagee wexually involved with 2.38
persons. The study participants had encounterddaat once a rape case. The study
showed that out of the 60 sampled street youtt{adBut 72 percent) of them were victims
of rape. Among the forty-three rape victims, 23 evbBgmales and 20 were males. Rape is
generally one of the many problems street youtre Haged in their day to day life. This
vividly proved the likelihood of being a rape vittiis similar for both sexs. In addition, it
throws a light in dark and shows the existencearhsexuality in their daily routines of
social life in the streets in Sub-City.

With regard to the use of modern contraceptivesgificant percentage of the subjects do
not use modern RH family planning methods in thedgtarea. Only 47% of the
respondents were found to utilize different typésnodern contraceptives. According of
their use of the types of the SRH methods, outheftbtal of 28 modern contraceptive
users, 10.3% used oral contraceptive pills, 55.2%ized condoms, and 17.2% used
Injectables. Moreover, about 17.2 percent used pitifrand condoms. Nearly 53 percent
of the respondents found not to utilize any typethe available modern contraceptives.
As this finding creates a space in one’s mind tgage in food for thought, the researcher
further posed the question of why 53.3% of the oadents had not used any kind of

contraceptives. The survey came up with the foll@vidiscursive’ reasons: religious
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prohibition (16.7%), unwillingness to engage in lammed sexual intercourses (30.0%), not
being married youth (13.3%), lack of knowledge abmodern contraceptives (13.3%),
fear of side effects of the contraceptives (10.0%®k of access or difficulty in getting the
contraceptives (6.7%), and having infrequent sexuakcourses with partner(s) (3.3%).
Generally, these reasons may constitute prevefdnters not to utilize the contraceptives

and/or SRH problems on the part of the clienthef®@rganization(s).

(Source: Survey results, 2011)
Figure 2: Types of Modern contraceptives usieby the Street Youth in the Study Area

About 27 percent of the respondents were foundéa wondoms. Regarding the frequency
of use of condoms, out of the condom users in tindys about 39.1 percent, 30.5 percent,
and 30.4 percent were found to utilize condom somes, almost every time, and every

time they engage in sexual intercourses respegtivel
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(Source: Own survey results, 2011

Figure 3: frequency of condom use by Street Youtfor the last 12 months before the Study

Out of the total sampled female respondents, abBuytercent of the female street youth
responded that they had been pregnant. Of theesightadies who had responded as
pregnant girls, 13 (72.2%) of them got pregnant time, 2 girls (11.1%) twice, and 3 of
them (16.7%) got pregnant three times before thidys Therefore, there is an insignificant
average deviation (dispersion, i.e., SD=.784) imgeof their frequency of getting pregnant
among the street youth. About 38 percent of theafemmespondents, on the contrary,
reported that they had never got pregnant. Thermim age of the respondent at first
pregnancy was 10 and the maximum is 20. The meaheofrespondents at their first
pregnancy was reported to be 15.33 years, whilestidnedard deviation (SD=2.38) of the
age at which they had got pregnant showed vetg tispersion from the mean age of their
first pregnancy. The outputs of the SPSS dataysisalurther revealed that 22.2% of the

pregnancies were planned, but 77.8%t was unwanesghancies. Thus, these unwanted
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and unplanned pregnancies appear to be one of #pa I8RH problems of the street

youngsters.

As depicted in Table 4, not thinking of getting gmant while engaging in sexual

intercourse (50 percent), being raped (29 percemf)gcessibility of the contraceptive

methods (14 percent) and failure of the contrageptiethod(s) utilized (7 percent) in their

decreasing order contributed their share to theintanded pregnancies. Therefore,

personal problem(s) on the part of the street giristernal factors, so to speak, are found

to contribute more to their unwanted pregnancies tinaccessibility of the contraceptive

methods in the study area.

Table 4 Reason(s) of the Female Street Girls for &ir unwanted Pregnancies

Cumulative
Reason(s) Frequency | Percent (%) Valid Percent Percent
Inaccessibility of contraceptive
2 3.3 14.3 14.3
methods
4 6.7 28.6 42.9
Rape
) ) 1 1.7 7.1 50.0
Failure of contraceptive method(s
| didn’t think of pregnancy while
o ] 7 11.7 50.0 100.0
engaging in sexual intercourse(s)
/ignorance
Total 14 23.3 100.0

Source: Own survey output, 2011
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The findings of the survey indicated that 68 petadrthe pregnant respondents had also
given a birth to the babies before, but not forrdraaining street girls. Out of those girls in
the former category, 56% of them had given birtlody one child and 44% of them had
got perpetuated by two kids before the unintendegjancies. The mean age of giving
birth was 16.75, while the minimum and the maximages were 11 and 21 years (with
standard deviation of 2.57). Thus, on averagestiezt youth in the study area give birth at
about their legally acceptable age category indpian case, but it seems that giving a
birth early has not been identified as their SReébpgm in the Sub City.

The study shows that induced abortion has not copnas a problem on the part of the
street girls which requires attention. About 32ceet of the pregnant respondents went for
induced abortion, whereas 68 percent of them did rasort to engage in that risky
business. Of those who did abort their perpetuatdds3 % went to public health
institutions twice for getting the induced aborg8pmut 85.7 % did it at their convenient
venues or local contexts only once. Thereforestgmificant majority of induced abortions
are carried out in risky contexts, but not in agatpd manner. About 14 % of the pregnant
girls discussed the issue with their husbands, #8%b boyfriends, 29% with their peers
and about 14% of the female respondents had pegfbrthe induced abortion in
consultation and discussion with the abortionistspectively. Thus, the significant
proportions of the induced abortions are beingquaréd by the street girls in consultation

and discussion with their peers from either ofgbages.

4.3 Knowledge and Attitude towards selected Reprodiive Health and HIV/AIDS
Issues
Among the total study respondents, 54 (90%) of thewh reported that they know at least

one means of avoiding pregnancy. Regarding theiciBp knowledge of different ways of
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preventing pregnancy, the street youth stated tisermloms (33 percent), taking pills and

use of condoms (26 percent), use of oral contra@pi16 percent), oral contraceptive

pills, condoms and the practice of abstinence mhination (13 percent), Injectables (11

percent) and followed by use of condom and withéia{@ percent). These were the

recognized contraceptive methods that had been wsestoid unwanted pregnancy. In

sum, the study respondents are aware of the magsys of preventing pregnancy.

Table 5 Respondents Knowledge of the Different Waye avoid getting Pregnant

Ways of avoiding Cumulative
pregnancy Frequency Percent Valid Percent Percent
Oral contraceptive pills 9 15.0 16.4 16.4
Using condoms 18 30.0 32.7 49.1
Injectables 6 10.0 10.9 60.0
Using pills and condom 14 23.3 25.5 85.5
Oral contraceptive pills,
condom and abstinence ! e 121 %82
Condom and withdrawg 1 1.7 1.8 100.0

1.
Withdrawals
Total 56 93.4 100.0

Source: Own survey output, 2011

Out of the sixty sample respondents, ninety-sewrngnt of them stated that they had been

aware of various types of sexually transmitted ases and/or sexually transmitted

infections.

The awareness of the respondents abifigrent types of STDs/STIs is
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summarized in Table 6. About 35 % of the resporslemre aware of Gonorrehea, about
28% knew about Gonorrehea, syphilis amel/aps, and about 16% gonorrehea and
HIV/AIDS. Therefore, the street youth from both esxare aware of most types of the
STDs/STIs, but it appears that they still lack &dware of the fact that HIV/AIDS is one

of the STls in the area.

Table 6 Knowledge of STDs/STIs among the Street Ytuin Addis Ketema Sub City

Valid Cumulative
Types of STDs/STIs Frequency Percent Percent Percent

Gonorrehea 2 3.3 34 34
Syphilis 3 5.0 5.2 8.6
Chanchroid 1 1.7 1.7 10.3
HIV/AIDS 20 33.3 345 448
Gonorrehea, syphilis and

16 26.7 27.6 72.4
HIV/AIDS
Syphilis and HIV/AIDS 7 11.7 12.1 84.5
Gonorrehea and

9 15.0 155 100.0
HIV/AIDS
Total 58 96.7 100.0

Source: Own survey results, 2011

This study collected data on as to how understhadessence of safe sex as an effective
way of preventing oneself from getting infected wisTDs/STIs. Table 7 shows the
different ways how the street youth’s mind has eores processed and produced their
understanding of the essence of safe sex in tie ¢ifypreventing themselves from not
getting infected with either of those STIs in thady area. The findings of the survey
indicate that the youth in the streets have cleasgociated safe sex with the frequent use

of condoms. Thirty-nine percent of them were fotma@onceive of safe sex as the always
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use of condoms while one had engaged in sexuatmieses. About seventeen percent of

the respondents understood safe sex as a one tsegoal relationship, but without they

had stated the issue of faithfulness as the bhaicshould be underscored in this context.

In addition, insignificant proportions (15.3%) diet street youth were found to define safe

sex as the utilization of not single mechanismduabmbination of the mechanisms which

would be believed to prevent them from those indest These include: aabstinence, one

to one sexual relationship, always use condomddavovanted sex, and don't sleep with

prostitutes. Therefore, the street youth in thelystarea are not well-aware of the actual

essence of safe sex albeit the issue has beem an@ithe media for years in different

contexts.

Table 7 Meaning(s) of Safe Sex to the Respondents

Valid Cumulative
Meaning of safe sex Frequency Percent Percent Percent
Abstinence 5 8.3 8.5 8.5
One to one sexual relationship 10 16.7 16.9 25.4
Always use condom 23 38.3 39.0 64.4
Avoid unwanted sex 4 6.7 6.8 71.2
Don't sleep with prostitutes 5 8.3 8.5 79.7
Abstinence, one to one sexual relations
always use condoms, avoid unwanted S 9 15.0 15.3 94.9
and don't sleep with prostitutes
One to one sexual relationship and usin 1 1.7 1.7 96.6
condoms
Abstinence and use of condom 2 3.3 3.4 100.0
Total 59  98.3 100.0

Source: Own survey outputs, 2011
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The survey also raised a question related to red®onnconsistency of contraceptive uses,

including use of condoms. Personal problems orp#inieof the respondents were found to

far outweigh than external factors which had emashdtom different sources not to use

any types of contraceptives (see Table 8). Theoreafor not using contraceptives on the

part of sexually active youth in the streets weeeduse of negligence (53.3%), lack of

information (10.0%), being afraid to buy condomnfrehops (6.7 %), lack of information,

religious reason, and negligence in combinatioroaeted about 14.0%. External factors,

on the other hand, were not that much influentrakleeir part to decide not to put on the

modern protective sheath. Generally, negligenagk &f information and fear for being

labelled as those who use condoms to be sexy guyysebple in their socio-economic

environments significantly appear to be the mamtabutory factors on the part of the

street youth not use the contraceptives.

Table 8 Reasons for Sexually Active Street Youth naising Contraceptives

Valid |Cumulative
Reasons for not using contraceptives Frequenc] Percent| Percent| Percent
Lack of information 6 10.Q 10.G 10.0
Pressure from partners 4 6.7 6.7 16.7
Being expensive 3 5.0 5.0 21.7
Religious reasons 2 3.3 3.3 25.
Afraid to buy it from shops 4 6.7 6.7 31.7
Not available 1 1.7 1.7 33.3
Negligence 32 53.3 53.3 86.7
Don’t know 3 5.0 5.0 91.7
Lack of information and Negligence 4 6.7 6.7 98.3
Lack of information, religious reasons and negloes 1 1.7 1.7 100.d
Total 60 100.g 100.C

Source: Own survey, 2011
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With regard to whether or not there is access tierént types of contraceptives in the
setting, the study documented that significant ll@fesasy accessibility to different types
of contraceptives for the youth from both sexestySpercent of the respondents stated that
they had easy access to the contraceptives. Omafolithem, however, had difficulty in
accessing the contraceptives. The study furthemtpdiout that some of the street youth
had still remained in dilemma to clearly take thmsition concerning the level of access to
the modern contraceptives in their locality. Fiftgeercent of the youth did not know what

to say regarding the level of accessibility of gnogvices.

Some reality on the ground may contribute to theestyouth’s lack of access to the

contraceptives, including condoms as shown in T&bl&he study documented a mixed
output concerning the reasons for difficult levekhocess to the modern contraceptives for
both sexes. The street youth aired difficulty iry bloe items (45.0%), the inconveniency of
the places where the items are being distributeéd8), lack of financial resource together
with the items being expensive (15.0%) and the igeavdisapproves the contraceptives,
including condoms (5.0%). Thus, external socio-eooic factors have contributed their

share more than personal variables to the diffyaaliaccessing the above-sated devices.

Table 9 Reason(s) for Being Difficult to obtain SRHervices in the Study Area

Valid Cumulative
Reasons Frequency Percent Percent Percent
Lack of money to buy the item(s) 2 3.3 10.0 10.0
Difficult to find the item(s) 9 15.0 45.0 55.0
Provider disapproves the item(s) 2 3.3 10.0 65.0
Distribution places are inconvenient for thg 6 10.0 30.0 95.0
Expensive to buy the item(s) 1 1.7 5.0 100.0
Total 20 33.3 100.0

Source: survey data, 2011
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Table 10 Places where the Respondents can obtaimdoms/contraceptives (SRH)

services
Valid Cumulative

Places of SRH services Frequency Percent Percent Percent
Shop 14 23.3 23.3 23.3
Pharmacy 11 18.3 18.3 41.7
Market 1 1.7 1.7 43.3
Clinic 1.7 1.7 45.0
Hospital 3 5.0 5.0 50.0
EFGA/NGOs clinics 20 33.3 33.3 83.3
Bars/hotels 2 3.3 3.3 86.7
Peer 1.7 1.7 88.3
Shop, pharmacy and hospital 1 1.7 1.7 90.0
Shop, pharmacy, market, clinic and

hospital 6 10.0 10.0 100.0

Total 60 100.0 100.0

Source: Survey output, 2011

The youth respondents in the streets were foundyetb accessed to contraceptives,

including condoms from clinics being run by EFGA/Q& (33.3%), privately owned and

run shops (23.3%), and pharmacies (18.3%). Howesfeops, pharmacies, hospitals,

market places, clinics and/or bars/hotels wereptates of the street youth’s choices to

access the devices in the study area — all togettmunted for about 26 percent of the

places to obtain the contraceptives and/or condontke youth.

As to the source(s) of information for the respanidebout sexual and reproductive health

to the street youth in the Sub City of Addis Abatbe, findings of the survey indicated that

the common sources of information on SRH were faienble peers (56.7%), and the mass
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media (30.0%). In contrary, health professiona¢rp as well as the mass media; schools;
schools, peers and health professionals; and sclaool the mass media served as sources
of information in the following order: (1.7%), (3@, (3.3%), and (1.7%). Surprisingly,
3.3% of the study participants, however, expredbad they had had nothing as their

sources of information on SRH.
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(Source: survey data, 2011)

Figure 4: Sources of Information on Sexual and Repductive Health, HIV/AIDS

and other STIs of Street Youth

Level of awareness of the youth about a questiowhether or not the respondents have
thought that most street youth are well-informeawbcontraceptives/condoms (SRH

services) came up mixed findings. Among the studhjexts, only fifteen percent of them
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responded that street youth were found to be wédkned about contraceptives, but about
fifty-seven percent of them had had no informatiegarding contraceptives. Moreover,
28.4 % of the respondents were to add more punzldgege problem by saying that they had

not been aware of the matter under consideration.

4.4 SRH Problems among Street Youth

The study findings on the most common SRH problam®ng street youth put sexual
violence, including rape on top with 25 percent.efty percent of the respondents
considered unprotected multiple sexual intercouesethe major SRH problems for them.
Early pregnancy and child bearing were viewed a&s rttajor SRH problems by 16.7
percent of the respondents. Unwanted pregnancye; ramwanted pregnancy; and
HIV/AIDS were in fourth place with 10 percent eadbout eight percent of the youth
chose HIV/AIDS and other STlIs as problems. Abotgetpercent of the respondents stated
a combination of rape, multiple sexual intercoutsayanted pregnancy, early pregnancy
and child bearing, HIV and other STIs and abor@srthe SRH problems on their part in

the study area.
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Figure 5 SRH Problems among Street Youth

On the other hand, what about the relationship éetwthe two variables (sex and SRH
problems which faced the street youth in the Sul)ZiDid each type of SRH problems
similar to both female and male youth or were tRHJroblems faced quite different
proportions to female and male street youth? Theli® of the survey indicated that the
types of sexual and reproductive health problemschwihad faced quite different
proportions to female and male street youth inSbb City. Females in the streets were
found to face such SRH problems as early pregnamncly child bearing (24 percent);
unprotected multiple sexual intercourses (24 pdjreaxual violence, including rape (21
percent); unwanted pregnancy (14 percent); rap@aoted pregnancy and HIV/AIDS
(10 percent); and a combination of rape, unprotectailtiple sexual intercourses,

unwanted pregnancy, early pregnancy and child hgaHIV/AIDS and other STls and
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abortion (7 percent). Male street youth in the gtadea, however, faced with sexual
violence, including rape by the same sex (29 p¢ycand HIV/AIDS and other STIs (16

percent). Therefore, the types and proportionsRH $roblems which had faced females
were various and relatively considerable ones mgarison with those of the males in
the area. Generally, female street youth suffeteteast from the problems of early
pregnancy and child bearing, unprotected multipd&ual intercourses, and sexual
violence, including rape; whereas males faced sattual violence, including rape by the

same sex, and HIV/AIDS and other STls.

The study also ran logistic regression for binagponse variables — logit model. So far,
this model has been interpreted in terms of oddisaaiuls ratios. After the study had taken
account of other variables (age, religion, margstus and school attendance), being a
female rather than a male decreases the oddsrgd heiictim of rape crime by .300. Thus,
the odds of being raped are 30.0% less for gids §young boys in the street life in Addis
Ketema Sub City of Addis Ababa. After considerin§ ather variables (sex), the
respondent who was being in single category of tadastatus compared with any other
marital status category increases the odds of b@ipgd by 5.00. On may wish to say, in
other wards, that after the consideration of skg, study subjects being from a marital
status category of single increases the odds afjlraiped by 0.20. In the fitted logit model
figure, it can be seen that marital status hasralye (sig.) of .05 (or 5%) whereas sex has
a p-value of .001 (or .1%). One can conclude tleatis highly significant, but marital

status much less so — it is reaching or equald®¥ threshold level.

After the researcher had considered other socicadesphic variables, being a female in

preference to a male decreases the odds of bepgyierced unintended pregnancy by
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.11. Therefore, the odds of being unintended pregynare 11.1% less for girls than
boys. After taking into consideration of some othkariables, being in the category of
single marital status as compared with any othexgoaty of marital status increases the
odds of being unintended pregnant woman by 1.0@ther words, one may conclude
that after taking into account of sex, being in $irggle marital status category increases
the odds of being unintended pregnant woman by. IT80s, as the fitted logit model
shows, it can be understood that marital statusahawalue of .002 (or .2%) while sex
has a p-value of 1.00 (or 100%). It can be deduited marital status is highly
significant, but sex very much less so; howeveitequanscending over the 5% level of

threshold.

4.5. Factors that contribute to and exacerbate street yath’'s SRH problems

Factors that have contributed and exacerbatedt gtoe¢h’s SRH problems in the eyes of
the respondent street youth are summarized asMolia Table 11. The survey results
show that a number of factors in combination hawetributed to and exacerbated sexual
and reproductive health problems of the streettyauthe study Sub City, but at different
levels of influence. Those factors in their orddr magnitude of contributing and
exacerbating the youth’s SRH problems were theodotlg: being street youth by itself
accounted for 40 percent; lack of awareness aliRbt @5 percent); unavailability of SRH
provision system (10 percent); influences which bathnated from socio-cultural factors
(about 8 percent); being street youth by itself tawk of awareness about SRH (about 7
percent); being street youth by itself and socilucal influence (5 percent); being street
youth by itself, lack of awareness about SRH analvaitability of SRH system (about 3

percent); lack of awareness about SRH and unavayatf SRH system (about 2 percent).
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Therefore, street ways of life (i.e., streetismyéaelatively taken more of the share for

causing SRH problems of the youth than other patieiatctors in the list.

Table 11 Factors which may contribute to SRH Problms of Street Youth in Addis

Ketema Sub City

Valid Cumulative
Types of factors Frequency | Percent Percent Percent
Being street youth by itse 24 40.C 40.C 40.C
Socic- cultural influenc 5 8.2 8.2 48.%
Lack of awareness about SRH 15 25.0 25.0 73.3
o o 6 10.0 10.0 83.3
Unavailability of SRH provision of system
Being street youth by itself and sc-cultural
. 3 5.0 5.0 88.3
influence
Being street youth by itself and lack of awarer
4 6.7 6.7 95.0
about SRH
Being street youth by itself, lack of awareness 2 3.3 3.3 98.3
about SRH and unavailability of SRH system
Lack of awareness about SRH and tailability of
1 1.7 1.7 100.0
SRH system
Total 60 100.0 100.0

Source: Outputs of survey data analysis, 2011

A number of factors either separately or togethexambined way has contributed to the

street youth’s SRH problems in Addis Ketema Suly @dministration, but different in

their types and proportions on the part of the fenrend male respondents. These

contributory factors on the part of the femaleghair descending order of proportion

include: being street youth by itself (55.2%); lack awareness of SRH by itself

(13.8%); socio-cultural influence (10.3%); unavhildy of SRH provision system in
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place nearby (6.9%); a combination of being styeeth by itself, lack of awareness of
SRH by itself and unavailability of SRH provisioystem (6.9%); being street youth by
itself and socio-cultural influence (3.4%). In oast, males faced with SRH problems
related to their lack of awareness of SRH (35.584@jr being street youth (25.8%);
unavailability of SRH provision system (12.9%); asatio-cultural influences (6.5%).
One can deduce that, based on these findings afuihwey, the SRH problems of the
females have mostly emanated from their street wéiite, but those of the males from

more of low level of awareness of the essence ¢1.SR

Regarding main obstacles that have exacerbate8Rié problems of the street youth
from both sexes, the study shows that fear wastitetanding factor which had played
a significant role in accessing the SRH servicas solving their respective problems.
The exacerbating conditions resulted from fear (a5 % for males and 31% for
females); inconvenient conditions at the healthitutsons and/or organizations (24.1%
for females and 6.5% for males); poor handling soalding by health workers at the
services providing institutions (9.7% for males &% for females); provision of too
expensive services (10.3% for females and 3.2%nfales); and failure on the part of
the SRH service providers to keep one’s privacyfidential (about 13% for males). On
the whole, fear and inconvenient conditions thastex the SRH services providing
health institutions on the part of females, whidarf and lack of one’s privacy to be
confidential on the part of males have been workigxacerbate their respective SRH

problems in the area.

The survey further looked at some socio-demogragidcacteristics of the respondents

to predict whether they were users of modern coaptives in the study area. The
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findings of the logistic regression analysis shimattthe overall goodness-of-fit of the
new model which was found to be fitting very wedlits value was 82.911 (which was
less than -2L=96.124). This indicates that thetlogodel is predicting the outcome
variable more accurately. Based on the value ofitbdel statistic, how much better the
model predicts the outcome variable (i.e., 96.12881= 13.213) which is significant
(.606) at a .05 level of significance. The estimater the coefficients (Beta
standardized) for the predictors was -.134 to lwbuded in the model. Therefore, the
values of Beta-standardized which were equal t84-ihdicate that the change in the
logit of the outcome variable associated with a-oni change in the predictor variable.
These outputs of the logistic regression can berpnéted as follows. After the
researcher had taken other variables (age), ond say that being a street girl rather
than a male decreases the odds (or likelihoods)b@ihg a user of modern
contraceptive(s) by .605. The odds of being uséh@fcontraceptives are 60.5% less for
the girls than boys in the study area. After tgkimo account of other variable (sex) of
the respondents in the study, being in age categioiyl -19 years compared with any
other age bracket category increases the likelinoofl being user of modern
contraceptives by 1.27. One, in other words, mashwo state that after the survey had
considered of sex (female) being from a sex categbsingle increases the odds of the
being modern contraceptives user by 0.79. One eartlsat age category has a p-value
(sig.) of .63 (or 63%) while sex has a p-value5# (or 53%). Thus, it can be deduced
that sex and age are found to be quite signifisantnuch more, and transcending the

5% threshold level.

Based on the given socio-demographic features eftady samples such as sex, age,

marital status, religious affiliation and schooteatlance, the survey assessed and
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identified whether they had been condom users bimthe last 12 months prior the
research undertaking in the area. After taking iotmsideration of other variables
(religious affiliation, age, school attendance amatital status) being a female instead of
a male decreases the likelihoods of being a frequeer of condom(s) by .067.
Therefore, the odds of being a user of condom@)6ar% of less for girls than being
boys. On the other hand, after the student reseatdd considered other variables, for
the respondents who were users of condom(s) bygheithe age category of 14 — 19
when compared with other age category increase®dtds of being frequent user of
condom(s) by 45.0. The other way round, one maywissay that after taking into
account of sex of the respondents, being femaleeases the odds of frequent being
user of condom(s) by .02. One, in the output ofrtieelel, understands that age has a p-
value of .047 or.05 (or 5%) whereas sex has a peval .053 (or 5.3%). One can, thus,
deduce that both sex and age are not much so isatif so quite reaching or

transcending over the 5% confidence level.

4.6. Utilization Pattern of the SRH Services

About fifty-seven percent of the respondents indtieets were found to turn their faces to
health institutions to get reproductive health Ems. One-fifth of the street youth resorted
to governmental organizations to get access teetkesvices; while about thirteen percent
of the respondents got the services from non-gowental organizations. Surprisingly, 10
percent of the street youth did not go anywheretarkdnd of organization to seek help for

their reproductive health problems (see Figure 6).

Regarding whether the study participants had wsitke SRH service providing

organizations or not during the last 3 months keetbe survey, the study documented, out
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of the sixty youth, about 22 percent of them regobrthat they had visited those health
institutions in the three months period prior tee tetudy. Almost 78 percent of the
respondents, on the contrary, had not visited gmdtlh institutions in the last 3 months

before the survey was undertaken.

This survey further generated data on the streethy® reasons for visiting those SRH
services providing health institutions. Among theseet dwellers, about 54 percent of
them reported that they had visited the institigiéor oral contraceptives, followed by
23.1% to get abortion service, 15.4% for counsglliand 1.7% for delivery services.
Thus, about four-fifth of the youth clients wentth@ health institutions in the locality to
get help to their SRH problems of one sort or asotHowever, the majority (72.7%) of
those who had visited the institutions found tat\psiblic health centres and 18.2% and
9.1% of them visited the clinic under the auspiokthe Family Guidance Association
of Ethiopia and private health institutions respegy. In the study, the street youth
aired their reasons to prefer one health instituteother. Accordingly, they stated such
reasons as free of charge for treatment (50.0%¥, ¢ost of treatment (16.7%),
effectiveness of treatment (8.3%) and proximitythed institutions (25.0%). Therefore,
the street youth in the study area have mostlyntaki® account a combination of multi-
faceted socio-economic and spatial variables befag decided where to get the SRH

services and/or solve the problems.

Those street youth, according to the findings efshrvey documented, managed to access
the SRH services and solved successfully the celateblems in unfavourable conditions.
In addition, a number of barriers which have emashétom different sources and contexts

seem to prevent them from getting easy accesst&RH services in the area. The major
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barriers to utilizing health services were foundb® inconvenient services at the health
institutions (15.0%), not knowing where to seekphat the time of need (8.3%), poor
handling and scolding by health workers (8.3%), éapensive services (6.7%), failure to
keep privacy and confidentiality on the part of the health workers (6.7%), too long
duration of waiting time to get the services (5.0%)d the health institutions are located

too far from their dwelling places (1.7%).

The findings of the study, however, indicated tihetre was gender difference in terms
of whether or not the street youth had visited 8RH services providing health
institutions and organizations in the last 3 monphier to the survey. More females
(34.5%) than males (9.7%) visited various typesha service providers. However,
more male street youth (90.3%) were found to bectaht to go to those institutions and
organizations than their counterparties. Thereftemale street youth show positive
attitude towards visiting those health instituti@ml organizations which are providing

the SRH services to the youth.
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(Source: own survey output, 2011)

Figure 6 Utilization patterns of the SRH Services
In the same framework but through different winddive survey came up with the
youth’s preferences for one institution to othepeteding up on a number of factors.
Although very few numbers of the street youth frboth sexes had visited the SRH
services providing institutions and organizatiotige clients showed some degree of
preference for some of them by considering someossmonomic factors. Females
looked for proximity of the services provider (2%JB low cost treatment (18.2%), and
their respective parent’'s choices (9.1%), but HIO(0%) of those male youth who had
visited the SRH service providers valued more freatment and service provision than
other factors. Thus, the females’ preference ghlly based on proximity of the service
providers, while that of males is totally basedfim® of charge. In sum, about seventy-
four percent of males and thirty-eight percenthe tfemales were clients of the health

institutions for the last 3 months prior to thevay (see Table 12).
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Table 12 Sex of the respondents by the institute(a)here they got SRH Services

Types of Institute

Never went to an
Health Governmental | place to get SRH
Sex institutions | NGOs | organizations | services Total
Male Coun 23 3 3 2 31
Expected Coul 17.¢ 4.1 6.2 3.1 31.C
% within Sex of
74.2% 9.7% 9.7% 6.5%| 100.0%
the respondent
Femalc Coun 11 5 9 4 29
Expected Coul 16.2 3.6 5.6 2.€ 29.(
% within Sex of
37.9%| 17.2% 31.0% 13.8%| 100.0%
the respondent
Total Count 34 12 6C
Expected Count 34.0 8.0 12.0 6.0 60.0
% within Sex of
56.7% | 13.3% 20.0% 10.0% | 100.0%
the respondent

Source: Output of survey data analysis, 2011

The study further attempted to verify the abovéestdindings in this section of the

fourth chapter.

After the student researcher le@rt into account of some other

predictors, being a female instead of a male deesethe odds of being visitor of SRH

services providing institutions and organizatiog<Ob/1. Therefore, the odds of being a

visitor of those institutions are 97.1% greaterdols than boys. After considering other

predictor variables in the study, being in the 149-age category, compared with any

other age category increases the odds of beingitowviof the providers of the SRH

services by .007. In other words, one may state dftar taking into account of sex,

being from age category of 14 -19 increases thes aiddbeing visitor of the service
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providers by 142.86. As a figure of the fitted mlodepicted, it is indicated that age
category has a p-value of .006 (or .1%). Thus,ait be deduced that sex is highly

significant, but age category much more, going beyhe 5% threshold level.

4.7. Existing Gaps in Provision of SRH Services

Both non-governmental and governmental organizattbat provide youth with sexual
and reproductive health (SRH) services have beeadfand encountered with some
obstacles and problems which, in turn, may conteillia create gaps in their provision
of services to different clients in various congexOne of these organizations is the
Child Aid — Ethiopia (CHAD — ET) is a non-profit ganization which was established
to protect the rights and welfare of children irffetfient parts of Ethiopia. The
Organization had the following gaps: provisioniafited access to the SRH services, no
organized provisions of SRH services for the yaattelation to unintended pregnancy,
early child bearing and STIs, not effective in léaiing to solve the street youth’'s SRH
problems particularly being raped, lack of provisiof the services in a user-friendly
manner, not being efficient in bringing about bebaxal change on the part of the street
youth, gaps in consideration of the characterisifdbe facilities, the design of services,
and providers’ attitudes and actions.

The participants in the focus group discussiorest#ttat most of street youth in the area
had had limited access to SRH services and hadkmoivn where to seek health
services. Both informants in study clearly arguleal the youth could not able to use
modern contraceptive(s) as they had wanted dumitetl access of SRH services.

The semi-structured interviews with key informangésealed that there had not been

SRH services provided at the CHAD-ET’s Branch Qffivhich were provided in

66



organized manner for street youth in the Addis KeteSub City. Consequently, the
youth were at risk of unwanted pregnancy, earlydcbhearing and sexual transmitted

infections (STIS).

According the Annual Progress Reports of CHAD-EThas been implementing an
Adolescent Reproductive Health Project in few ditdrand sub cities in Ethiopia. The
Project targeted adolescents in urban and rurakat®o far, the Project has undertaken
the following major activities which were designéad empower local youth and
adolescents to realize their rights and providentiéth RH information. The Reports of
the Organization indicated,
The adolescent Reproductive Health services pravidere composed of the
mass educational shows to disseminate pieces ofifRimation, but no
clearly stated street youth as participants in #essions, best practice
experience sharing visits by RH club leaders, ootidg coffee ceremony
within the local community for the same purposenpownity conversations,
storytelling and drama shows by drama and musicugranembers,
establishment of youth-friendly centres and equigphem with educational
and other materials (like leaflets, posters andrgo
From the findings of the interview conducted witlfictals at the Correctional Centre,
and Women and Children Affairs Office in the SultyCbeing in street by itself had
significantly contributed to their experience of be at a high risk of sexual and
reproductive health problems for street youth. Tinest reported cases of SRH were
rape. Surprisingly, most of such cases did notirgetany further solution from

responsible bodies at different levels in the syste
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The discussants in the focus group strongly ardghatthe objective of the Adolescent
Reproductive Health Project had been to ensureladiigy and accessibility of
reproductive health services for adolescents amthyand to work towards achievement
a reduced fertility rate among adolescents andhyoitevertheless, these services were
found to be not user-friendly. The discussants esiggl that SRH services should be
user-friendly, especially for street youth in thiea In addition, the participants adduced
that, “the peer educators in the Organization heenbdistributed condoms to young
prostitutes in the age bracket between 14 and a&yancluding provision of sexual and
reproductive health education and counselling eodtreet youth and the youth whom
got involved in commercial sex work.

In the same framework, the Organization had gappairticipatory designing of the
services. Various sources such as project docunagait&ey informants expressed that it
had not involved street youth in designing and mgrthe SRH services. The potential
clients may be more able than adults and projecplpewho were far away from the
street life to accurately identify the needs ofrtipeers and could propose appropriate as

well as user-friendly ways to meet those needkeérstreets.

On the whole, the Organization has been attemptirepdress those SRH needs of the
street youth with those existing gaps using RH datogomponents which are replica of
both international and indigenous NGOs, but noafs&n innovative approach in socio-
culturally sensitive fashion. These gaps may, m,thave their own contributory factors
to serve as obstacles for efficient provision affdcéive utilization of the SRH services

in the Addis Ketema Administration.
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CHAPTER V

CONCLUSION AND SUGGESTIONS

This chapter presents conclusions which could bevdrfrom the major findings of the
study and forwards some relevant suggestions toyram order to improve the practice
and effectiveness of the social work in the corsteoft those SRH services providing
organizations and institutions. To reiterate, thaagal objective of the study is to assess

the sexual and reproductive health problems oésgreuth in Addis Ketema Sub City.

5.1 Conclusion

The study indicates that there is no skewness @nativmale to female ratio. However,
female street youth, on average, is older than snaléhe study area. The majority of
the youth are believers of Orthodox Christianityiehhis consistent with the findings of
other studies conducted for some other purposeeRtlg, the significant proportions of
the street youth are single in terms of maritaiustaThere is also a dominant proportion
of Amhara ethnic group among the street youth m $Sub City. These youth in the
locality are literate as the majority of them atted formal schooling at different levels.
In addition, the youth are internal migrants frame four corners of Ethiopia, but their
duration of stay in years in the Sub City showseagvariability. These are due to a
variety of reasons like looking for job opportuedj parental death, poverty situation at
household level, lack of harmonious interactiongl aelationships among family
members which may partly emanate from alcoholicifarmembers, Displacement,
change in daily life styles, peer pressure, andtended pregnancy. The study further
shows that there exist different ways of eking oné’s in the streets in the area. The
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youth usually stay during the day light in the stsge but some resort to either plastic-
roofed shelters or rented houses, so to speakads e night. Thus, the street youth
become addicts of alcoholic beverages, smokergyafettes, and hard drugs (like chat)
partly as coping mechanisms to cope up the coldnguthe night. These risky
behaviours are found either separately or in coetbmanner among those in the streets

in Addis Ketema Sub City.

Both female and male street youth have to engagdiffarent income generating

activities (IGAs) or businesses (in their own cqli@al expression) such as shoe
shinning, being coolie/porter, message deliverienaling cars, commercial sex work,
begging, peddling and/or a combination of two orrendGAs. Even though the

proportion is relatively small, there are some ypboys and girls who do not engage in
any types of income generation endeavours. Therlathtegory of the youth may
depend on somebody’s shoulder to earn their diédyii the Sub City. Therefore, most
of the street youth live in below the World Bankgverty line (i.e., 1USD) — they are

members of the poor section of local communitieAddis Ketema Sub City.

Female and male youth in the street contexts haperenced sexual life and become
sexually active, on average, at about their agehe=a16 years old which is too early to
experience the sexual life compared what is statedhe Ethiopian Civil Code.
However, the street youth start at least sexualdif the age of 10 years old. For this
sexual engagement, such factors as personal ddsiies love with someone in
different contexts, peer pressure, being rapedsaetional sex and substance abuse may

influence and pave the way for early start and B&pee.
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The street youth are vulnerable to STis, includHiy/AIDS as they have been
experiencing multiple sexual partnerships. Thisdgtubased on an earth-shocking
finding, argues that rape is no more females’ chse|t is a reality among the young
boys in their daily social life in the streets. §mhay, in turn, shade a ray of light on a
very sensitive issue which shows the real exist@fideomosexuality in forced context

in their routines of daily life.

The youth in the Sub City do not frequently use eradcontraceptives. However, if
they use the street youth mostly use condoms,weltbby Injectables and oral pills.
This may be because of some discursive reasonsasuoéing reluctant not to engage in
unplanned sexual intercourses. Nevertheless, tleetsyouth sometimes put on the
‘modern protective sheath’ - Dr. Condom’s scientifinovation for this purpose. This,
therefore, leaves vacant entry points which resultpregnancy among female street
dwellers at least once in their life prior to theegent study. Generally, the socio-
demographic and economic contexts of the streehyate mostly characterized as risk-

prone ones.

Although the street youth are aware of differentl anodern devices of preventing
pregnancy, their level of knowledge of all typeshaddern contraceptives is lower than
the expected. They are more aware of condom(s) dtizer such devices. This reality
may serve as a ground truth for what has been @gsk@rusing different means of
communications and contexts for years. Thus, theyndt vividly comprehend the

essence of SRH services, problems and their coestitcomponents of the rights-based

package of the SRH services.
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Moreover, the street youth are aware of the follgmiypes of STDs/STIs: HIV/AIDS,
syphilis, gonorrehea and/or Chanchroid either Bgra in combination, but in different
proportions among them. The conception and undeistg of safe sex is associated
with the often-use of condom(s), but without undersg the essence of faithfulness to
one-to-one sexual relationship and proper useefiévice(s).

As a result of the street youth’s socio-economit emtural contexts in their routines of
daily life, they face sexual and reproductive Hegltoblems. The most common SRH
problems are sexual violence (including rape), atgmted multiple sexual intercourses,
but they also get experienced early and unintequiegnancy which may end up with
either normal child bearing or induced abortionhefe is a considerable variation in
terms of the magnitude of the problems which haeed the female and male youth
such as early pregnancy and child bearing, unpiedenultiple sexual intercourses and
sexual violence, including rape; while sexual vage including rape that seems
homosexuality and HIV/AIDS respectively. Therefatlee types and proportions of the
SRH problems which have faced the female youth \emdous and relatively
considerable ones in comparison with those of thkesin the study area. In this regard,
sex of the youth is highly significant to preditietlikelihoods of a girl in the street
being raped, but her marital status has nothingaahat much to put her at stake.
Besides, single females are more vulnerable toreqpee unintended pregnancy in the
study area.

The street youth in the Sub City are inconsistegiarding the use of contraceptives,
including the use of condom(s). For these to odtware are a number of factors which
lend their influential hands, but personal probleams their part far outweigh than

external factors. These factors emanate from @iffiesources like personal negligence,
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lack of information on SRH services as well as teabuy condom(s). However, there
is a significant level of easy access to differemttraceptives. In the contrary, there is
still a dilemma about the level of access to theleno contraceptives in the study area
which, in turn, dictates to evaluate the conditiorplace. This may be due to external
socio-economic factors on the part of the youthyways, the youth mostly access these
devices from NGOSs’ clinics, shops and pharmacigkériocality.

The most common sources of information on SRH s$aethe youth are their peers
and the mass media, but they are also gettingioep of information from two or more
combined sources. However, although small in theportion, the street youth seem to
get confused over the appropriate source(s) ofnmtion about the SRH issues under
consideration. In summary, they are not well-infedrabout SRH services in general,
and about contraceptives or condoms in particular.

A number of multi-faceted factors either separatiytogether in combined way has
contributed to and exacerbated SRH problems ostifleet youth from both sexes, but a
t different level of influence. These include stigm (i.e., street ways of life in urban
areas) lack of awareness of SRH issues, the exaoegbfactor of unavailability of
efficient SRH services delivery system and socilbucal factors. Thus, among other
factors, streetism stands out as a significantrimrtbry and exacerbating factor which
has relatively taken more of the share for causitegSRH problems of the youth than
other factors in the list.

Those above-stated factors both separately or mbowtion, however, contribute to
and exacerbate the youth’s SRH problems of femaled males in the streets in
different proportion and order of influence in theoutines of daily life. It can be

concluded that these problems on the part of thelies have mostly emanated from
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their street ways of life, but for males from thkaw level of awareness of the essence
of SRH services. Generally, the exacerbating amdkohg conditions of their SRH
problems emanate from their personal fear; butébants different proportion on the
part of the street youth — the more on the pathefmales than the females in the Sub
City. On the other hand, the sex and the age oftiteet youth significantly determine
their use of modern contraceptives. Both the sekthe age of the youth in the streets
of Addis Ketema Sub City do not determine theigérency of condom use.

The street youth’s utilization of the SRH servigeghe study are does not show any
pattern in terms of the health institutions andaoigations they have visited, the
frequency of visit in the last 3 months prior te $urvey, and even the types of the SRH
services they wanted to get accessed. Surprisingljke the NGOs, governmentally-
owned health institutions and organizations areesgible to the SRH services in a
limited extent of coverage and with very low leeélvisit to these service providers to
get oral contraceptives, aborted, counseling andétivery service. The youth also
decide where to go to get access to the SRH sertiased on some factors such as
places where they thought could get services ffeeharge (particularly males) low
cost, effectiveness of treatment and their proxinfgarticularly females). Therefore,
they first get informed about a combination of #hesulti-faceted socio-economic and
spatial factors and then make informed decisionwlogre to go and get their respective
choice services to their specific problem(s). Hinpahe youth utilize the services at
those institutions in unfavorable conditions whighiurn, mostly seem to prevent them
from getting easy access to the SRH services iimtkevention area. However, there is
gendered pattern of utilization of the sexual aggreductive services at both the non-

governmental and governmental health institutionas-there are more females than
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males who visit various types of the SRH servicess/iders. In addition, the female

youth show positive attitude towards the providérs, males appear to be reluctant to
go to them. These findings are further verified ged supported by the output of the
logistic regression.

Although those non-governmental organizations amekmmental organizations have
been providing them with the available SRH serviaed helping them to solve their

respective problems in unfavourable contexts, tegigt some gaps in their provision of
the services. These include: limited and unorgahigeovision of the services, no

commitment to facilitate and get solved the probt#dmape cases in the context, lack of
use of user-friendly services, ineffective serviaegerms of bringing about positive

behavioural change on the part of the youth to gmexhem from SRH problems,

absence of giving due consideration to the chanatts of the facilities, to the design

of the services, and to the providers’ attituded aations in place in the intervention
area.

By way of conclusion, the study argues that sgo@icy makers at different levels in

the existing system of governance should give dtenton to the socio-demographic,

cultural and economic characteristics, sexual @pdoductive health problems, factors
that contribute to and exacerbate these problemlii-faceted gaps which exist in those
services providing health institutions and orgatiizes in comprehensive, integrated
and culturally-sensitive tailored manner. These Ipgyacked SRH services should be
designed by considering the characteristics ofdb#ities and the design of the services
which, in turn, contribute to the overall goal asfgectives of the country in this regard

through social work and social development persypect
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5.2Suggestions
Based on the major findings and then conclusiorawvdrin the study, the following
suggestions are forwarded for action:

& The Child-Aid Ethiopia Organization and its stakigleos should consult their
beneficiaries or clients — street youth from batkes — and fully involve them in
the collection of feedbacks regarding the SRH sesviprovided in the light of
their problems and then in the packing of the sewifor them in socio-
demographically, culturally and economically-tagddrmanner.

& All organizations and agencies which are workingtfe street youth from both
sexes should begin to comprehend the differingamsgs according to the life
styles of their clients or stakeholders. Thus, dysing, the Organization could
avoid a one-size fits all approach that patentlgsdoot respond properly to the
‘aged out’ (i.e., a term coined by Lorraine vanrR)e

& There should be guidelines for formulating and enpénting advocacy and
information, education and communication (IEC) Pamgmes/Projects on street
girls’ and boys’ sexual and reproductive healthbpems assessment modules
and then services provision.

& The Child-Aid —Ethiopia Organization as well asdgbvernment organizations
and agencies should take more additional stepsomeecup with innovative
strategies to introduce SRH messages in their @sirogrammes to reach the
street youth in a socio-culturally tailored settingd to influence them into
taking responsible decisions on their sexual aptbarictive health behaviours.

& The Organization together with stakeholders at eddfit levels in the
intervention area should actively involve the dtrgeuth in developing local
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policies and projects/programmes to meet their sigled good sexual and
reproductive health.

The NGO in close collaboration with concerned @$ién the intervention are as
well as its neighbouring areas should create aabfmium at which they could
one another and social policy makers about the 8Bétls of the street youth
and then lay the foundation for creating an engbéinvironment that may pave
the way for networked and coordinated advocacy gocial policy and
project/programme changes(s).

The Organization should work very hard to bring w@thpositive change which
may, further, advance the street youth’s SRH thnoaducating local policy
makers, teachers, community leaders, teachergiaadi leaders, opinion leaders
and street youth on the human rights-based andfawgited approach to meet
the youth’s SRH needs and to solve their relatelpms.

Strategies should be enhanced with IE/BCC on HIW®ISTIs and RH/FP,
community counseling on HIV/AIDS/STIs and RH/FPyalving street youths
in panel discussion and on different occasion, iping referrals for VCT
/PMTCT and STlIs diagnosis and treatment, and digion of condoms for dual
protection.

The existing provision of SRH service should bersgthen with the training of
public health service providers in service provisigith the aim of increasing
the availability of contraceptives of the streetiyo

Those concerned parties (i.e., the NGOs and ikektdders as well as the GOs)

should increase the street youth’s access to aecucamplete and timely
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information on SRH issues through different chasmélcommunications in the
locality on a continuous basis.

Health education, especially sexual and reprodedtiwalth should be giving to
street youth in order to increase and raise themreness about reproductive
health and family planning methods. Thus, the senproviders should train
youth as peer educators.

In designing SRH facilities, the services providgnsuld locate SRH clinics where
public transportation is available and close tacggawhere young people gather
(such as schools, markets, and community centers).

The Organization should, to assure the youth’saayy set aside a separate space
for their services, or, if that is not possible, agde some hours just for youth, in
the late afternoon and evening and on weekend$itfite space and times set
aside for the youth, CHAID-ET could create an atphese that is welcoming,
youthful, informal, and socio-culturally and econoatly appropriate for all the
youth using the services.

The organizations should offer youth free or lowstceexual and reproductive
health services.

CHAID-ET should schedule appointments to minimize waiting time and
crowding in the waiting rooms. Otherwise, the Oiigation shouldpermit youth

to walk-in for services without an appointment aederve appointment spaces
for youth in the evening and on weekends.

In designing the services, the Organization sheuklre that counseling spaces
are private and that others cannot overhear; maidequate supplies and a

wide variety of contraceptive methods; provide, médweer possible,
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contraception to young women without requiring dvigeexamination and blood
tests; welcome young men. Recruit and train mai & meet the sexual health
needs of young men; welcome the clients’ partnernsen they wish their
partners to accompany them; offer as many senésepossible in a single
location. If necessary, refer young people to ydutgndly facilities where they
can obtain all the services they need; provideucailly appropriate information
in the language and at the comprehension levehefctient; and should make
sure that information meets youth’s needs and cosce

The NGO, in designing SRH services, should readiwith activities that make
young people aware of the importance of sexualthealre. Inform youth about
available services and assure them of confidetytiali

In order to address their attitudes, the serviavider should treat street youth
as respectfully as adults and avoid judging youtiébaviour. Generally, the
NGO could work to develop solid, mutually trustiregationships with them.

The Organization should provide all staff with omgptraining in adolescent
development, understanding youth’s needs and coscemnd treating them
confidentially and respectfully. Its staff may nesskistance in recognizing and
changing attitudes that pose barriers to youth.

The NGO should encourage counselors to spend as time as necessary with
each adolescent client in order to address aledhis concerns.

A concerted focus should be given in avoiding sisee by focusing on the

detail multi-faceted influences of streetism.
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& The study finally suggests the need for further p@hensive study on the
overall aspects of the street youth’s SRH issuesutih social work perspective

and in participatory manner in the interventioneaneder consideration.

80



References

Anarfi, J. K. Vulnerability to sexually transmittedisease: street children in Accra.
Health Transit Rev. 1997;7 Suppl:281-306. (PubMed)

Anthony Kopoka, “The Problem of Street ChildrerAifnica,” University of Dar-Es-
Salaam. (2000): 7

Barroso C, Girard, F. 2003. Reproductive Health @edder Equality, Paper for the
Taskforce on Education and Gender Equity UNDP

Black, B, Farrington AP, 2004. Preventing HIVAID$ promoting life for Indonesian
Street Children. (full text).

Bordo, S. (1997). The Body and the ReproductiorFeiinity, in: Conboy, Katie,
Nadia Medina and Sarah Stanburry (eds.). Writinghenbody: Female Embodiment
and Feminist Theory, New York: Columbia Univerdisess, pp. 90-110.

Central Statistical Agency (CSA). The 2007 Popalatiand Housing Census of
Ethiopia: Results for Addis Ababa, Addis Ababa: CBanting Press.

Central Statistical Agency (CSA). The 2010 popolatiand Housing Census of
Ethiopia.

Economic and Social Council of the United Natiodl&COSCO) (2009). Family
Planning in the Context of Decentralization: susess challenges and the role of
leadership and negotiation, Geneva: UNECOSOC.

FHI/YouthNet. 2004. Assessment of youth reprodéctiealth programs in Ethiopia.
Addis Ababa, Ethiopia: Family Health International.

Hailu, S. (2006). Delays in Maternal Morbidity amdortality at Facility Level in
Tigray Region; Ethiopia, unpublished MPH thesisEipidemiology, School of Public
Health, Faculty of Medicine, Addis Ababa Universiyddis Ababa, Ethiopia.

Haley N, Roy E, Leclerc P, Lambert G, Boivin JF,d@s L, Vincelette J. Risk
behaviours and prevalence of Chlamydia trachonaatisNeisseria gonorrhoeae genital
infections among Montreal street youth. Int J STID3. 2002 Apr;13(4):238-45. (Pub
Med).

IAFM/IAWG (2010). Inter-agency Field Manual on Reductive Health in
Humanitarian Settings, 2009 Revision for Field Guicdeneva: Inter-agency Field
Management (IAFM) and Intra-agency Working GroupWiG).

Interview, Emebet, Forum on Street Children EthagBi March 2005
Interview, Holly Fluty Dempsey, USAID Ethiopia, March 2005
Launch of World Development Indicators 2005 Repdrhe World Bank, May, 2005).

81



Lockhart C. Kunyenga, "real sex," and survival:eassng the risk of HIV infection
among urban street boys in Tanzania. Medical Apblagy Quarterly. 2002 Sep;
16(3):294-311. (Pub Med).

Ministry of Finance and Economic Development (MoFEEthiopia]. 2005. Ethiopia:
Building on progress: A plan for accelerated anstaned development to end poverty
(PASDEP), 2005/06-2009/10. Addis Ababa, Ethiopiainistry of Finance and
Economic Development.

Ministry of Health. 2003. Adolescent Reproductivedatith Extension, Addis Ababa:
Federal Ministry of Health.

Ministry of Labour and Social Affairs (MoLSA) (20R4Ethiopia’s National Plan of
Action for Children (2003-2010 and Beyond), Addivaba: Commercial Printing
Press.

Ministry of Youth, Sports and Culture (MYSC) of Edpia. 2005. National Youth
Policy. http://www.mysc.gov.et/youth.html (accesdety 2007)

Ministry of Youth, Sports and Culture (MYSC) of Edpia. 2005. National Youth
Policy. http://www.mysc.gov.et/youth.html (accesdety 2007)

Plusnews Information Service, 2007).

Population Council and Family Health Internatior{&HI) (2005). Assessment of
Youth Reproductive Health/HIV Programs in Nepalg®enber 2004), Nepal: FHI and
USAID-Nepal.

Population Reference Bureau (PRB). 2007a. The 20&6d population data sheet.
Washington, D.C.: Population Reference Bureau.110

Population Reference Bureau (PRB). 2007b. Africgasithful population: Risk or
opportunity? Washington, D.C.: Population RefereBugsau.

Radda Barnen, “Survey on Street Children-Selectedé\in Addis Ababa.” Ministry
of Labor and Social Affairs, 1998

Ramakrishna Y, Karott M, Murthy RS, 2003. Experies©f sexual coercion among
street boy in Bangalore India, in S Bott, S Jejegbh Shah , C Puri (eds.), Towards
adulthood: exploring the sexual and reproductivaltheof adolescents in South Asia,
World Health Organization (RHR): Geneva. (Full Jext

SC-USA and UNDP (2009). Trafficking in Persons &hanan Development, Towards
a more Integrated policy response, Human Developueth Research Paper 2009/51,
New York, USA: United Nations Development ProgramitdsIDP).

SC-USA and UNFPA (2009). Adolescent Sexual and &®ptive Health Toolkit
Humanitarian Settings, A Companion to the Inter-Age Field Manual on
Reproductive Health in Humanitarian Settings, Nearky United Nations Population
Fund (UNFPA).

82



Snell CL. Help-seeking and risk-taking behavior amoBlack street youth:
implications for HIV/AIDS prevention and social pry. J Health Soc Policy.
2002;16(1-2):21-32. (PubMed)

Tarling, R. 2009. Statistical Modelling for SocRResearchers: principles and practice,
London and New York: Taylor & Francis Group, Rutied

Tesfaye, F. (2007). Assessment of Knowledge, deitand Practices of Emergency
Contraceptives of Women Seeking Post Abortion GarAddis Ababa, unpublished
MPH thesis in Reproductive Health, School of Pulbliealth, Faculty of Medicine,
Addis Ababa University, Addis Ababa, Ethiopia.

The Primacy of Pro-Poor Policies for Growth,” UND®05, (1 May 2005).

U.S. Census Bureau 2007, International data base.
http://www.census.gov/ipc/www/idb/ (accessed Noveni8, 2007)

UNAIDS, Report on Global AIDS, 2004

UNAIDS 2007. Ethiopia: Country situation analysis.
http://www.unaids.org/en/Regions_Countries/Coustdthiopia.asp (accessed July
2007)

UNDIPA (2007). Youth Reproductive Health and HIVIA$ Programme, New York,
USA: United Nations.

UNDP, Human Development Report, 2001 statisticsy Nerk, 2003, 200).

UNFPA (2008). Making Reproductive Rights and Sexaatl Sexual Reproductive
Health, Reproductive Health Framework, Geneva: éghiNations Population Fund
(UNFPA).

UNFPA. 2004. Investing in People: National Progress implementing the
International Conference on Population and Develpm(ICPD) Programme of
Action, 1994 — 2004. New York: UNFPA.

WHO (1997). Management and Care of Women VictimsVadlence, Orientation
Workshop, Kigali, Rwanda, 11-14, February 1997, WH8C/PV1/99, Kigali,
Rwanda: World Health Organization (WHO).

WHO (2000a). Working with Street Children: monitggi and evaluation of a street
children project, a training package on substahcs@ sexual and reproductive health,
including HIV/AIDS and STDs, Geneva: World Healtihg@nization (WHO).

WHO (2000b). Epidemiological Fact Sheets on HIV/SIand Sexually Transmitted
Infections, Africa 2000 Update (revised), GenevBIAIDS/WHO.

World Bank. 2007. World Development Indicators 20@Vashington, D.C.: World
Bank

World Bank. World Development Report 1993. New Y,otkford University Press,
1993.

83



World Health Organization (WHO), 2000b. Working kvistreet children: A Training
Package on Use, sexual and reproductive healtudimg HIV/AIDS and STDs
(Module 1), WHO: Geneva.

84



Appendices

Appendix I: List of governmental and non governmenal institution in Addis Ketema sub city

S.NO Name of the organization Address Beneficgarie| Service
Sub city District
1. Woreda 5 Youth Association Addis Keteméa All youths from VCT service
the Woreda
ICT service
Training program
2. Woreda 9 Youth Association Addis Keteméa All youths from VCT service
the Woreda
ICT service
Training program
3. Amanuel Destitute children  supparAddis Ketema| 9 PLWHAs and Food support
organization OVCs
ART
Prevention and
rehabilitation
4. CHADET Addis Ketemg 9 PLWHAs and Food support
OVCs
IGA
Different skill
trainings
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Merkato children and family welfareAddis Ketema OVCs OVC and youths

Association

OPRIFS (Organization for Preventipiddis Ketema OVCs and Shelter home

Rehabilitation and Integration of Female Servants _

Street children) Counselling
Educational and
casual clothe suppor

MAEDOT Addis Ketema OVCs and Psychosocial suppor

school age
children Food support
Shelter and health
service
IGA
MAEDOT Addis Ketema OVCs and Psychosocial suppor
school age
children Food support
Shelter and health
service
IGA
MAEDOT Addis Ketema OVCs and Psychosocial suppor
school age
children Food support

Shelter and health
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service

t

t

IGA
10. | Addis ketema Health center Addis Ketema Woreda MCH
1,2,3,7,8 ang
surrounding VCT and PMTCT
communities .
Impatient and ou
patient service
Laboratory service
11. | Woreda 7 Health center Addis Ketemé MCH
Woreda VCT and PMTCT
4,5,6,9,10 and
surrounding Impatient and ou
communities patient service
Laboratory service
12. | MCDP (Mission Community DevelopmenpiAddis Ketema| 6 Communities in Care and support
Program) the  woreda
children and Health service
commercial sex _
workers Saw_ng and loar
service
13. | Wogen Adin Association Addis Ketem& PLWHA and Home based care
OVCs

Psychosocial suppor

Food, educationg
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and health support

14. | CHADET Addis Ketemg 9 OovC and » Food support
PLWHAs
« IGA
« Different skill
training
15. | Youth Women Christian AssociatigrAddis Ketema| 8 Destitute Educational and healt
(YMCA) women service
16. | Hope for all 7 OVC and Educational and healt
Destitute service
women
17. | Tibeb Adimas Anti AIDS and ReproductiveAddis Ketema| 8 PLWHAs and
Health Association surrounding
communities
18. | Propride Addis Ketema?2 Low * Peer education
socioeconomic
group of the e Condom distribution
community, .
OVCs and Community
PLWHASs conversation
o Skill training
19. | Addis ketema sub city youth Association Addisétet | 8 Surrounding » Different skill
communities, trainings
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youth,
commercial sex
workers and
Low
socioeconomic
group of the

Care and support
Peer education

Community
conversation

community
20. | Shoa Birhan committee Development Addis KetgrBa Youth, destitute Educational ang
women and health service
OVCs
Care and support
Condom distribution
21. | Mary stops Addis Ketemal Female and Maternal health
male
VCT
22. | Lucy Positive Women Association Addis Ketema Female Home based care
PLWHA
IGA
IEC/BCC
23. | Genet Church Addis Ketema3 PLWHA and Educational support
OVCs

Financial support

Food and clothe
support

Psychosocial suppor
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24. | Woreda 3 Youth Association Addis Ketem@ Male and Condom distribution
female youth
Peer education
Recreational service
25. | Woreda 3 Iddirs Association Addis Ketema Iddirs members Care and support
and their
families Provision of Schoo
supplies
Psychosocial suppor
Legal aid
Food and shelter
26. | Woreda 1 Iddirs Association Addis Ketema Iddirs members Provision of Schoo
and their supplies
families
Psychosocial suppor
Food and shelter
27. | Finoteamha Iddirs Voluntary service Addis Ketenta lddirs memberg Care and support

and their
families

Provision of Schoo
supplies

Psychosocial suppor
Legal aid

Food and shelter
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AL

—

28. | Woreda 6 and 7 Women Association Addis Keter3a Children  and Legal aid
female
Reproductive healtl
service
IGA
Saving and loar
service
Food and educationg
support
29. | Addis ketema sub city Iddirs Associations Addetéma| 3 Iddirs members Food support an
and their health service
families
Provision of Schoo
supplies
Psychosocial suppo
30. | Woreda 4 and 5 Iddirs Associations Addis Ketenza lddirs memberg Food support an

and
families

their

health service

Provision of Schoo
supplies

Psychosocial suppo

IGA

—
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CHAPTER |

INTRODUCTION

Human beings in the world can be considered asialsgroup. In order to talk about social
groups of different types, we can base our clasgifin on various dimensions of social
stratification such as age, sex, economic statusjealth status. Disaggregated by age, we
use different terms to refer to people from all kgabf life. The terms, for example, we use to
refer to people in the age range of 0 to 24 yednddren (from birth to 18 years), adolescents
(10 — 19 years), youth (15-24 years) and young lee(i0 — 27 years). However, these
categories vary depending on the context and saefréeformation (SC-USA and UNDP,
2009, p.6). Since youth make up a large proportbrthe population, particularly in the
developing countries, they have to give due atentd this section of their population. Youth
can change the world in astonishing ways, making ibetter place for themselves and

everyone.

Young people who spend a considerable time onttketsoften referred to as ‘street youth'.
They are increasingly present all over the worllde Exact number of street youth is difficult
to estimate. They are a transient and difficultéach section of population. The estimated
number of street children in the world ranges frb@million to 100 million (WHO, 2000a, P.

7). Most are found in large, urban areas (metrgpalf developing countries including Sub-
Saharan African countries like Ethiopia. In Addidaba, the estimated number of street

children was between 50,000 and 60,000 in 2(MBLSA, 2004, p.1).

All people in general and the (street) youth haweright to sexual and reproductive health

(SRH). Conversely, the fulfilment of women’s andl'gi reproductive right by providing
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access to quality SRH and HIV and AIDS educatiarises would facilitate their enjoyment
of other rights (UNDIPA, 2007, p.36). Sexual heakhbroadly a personal sense of sexual
well-being as well as the absence of disease; tiofex.. can hinder or enhance sexual

expression (WHO, 2000b, p. 3).

RH is also a state of complete physical, mental sowdal well-being ... the best chance of
having a healthy infant (WHO, 19997, p. 1-8). Thame basic package of sexual and
reproductive health services (SRHSs) in the natiohthe world (NFPA, 2008; ECOSCO,

2009, p. 27). Comprehensive reproductive healthompasses adolescent reproductive
health care, family planning (FP), maternal and lmmw health care, safe abortion care,
protection from and response to gender-based \delé@BV), and prevention and treatment

of STI/RTI/HIV/AIDS (IAFM, 2010, p. 9).

Problems related to street youth are relativelyemécand multifaceted phenomena in
developing countries in general and in urban amegsarticular. The vast majority of these
people work and live along the streets. This groap personal sense of sexual well-being and
social aspects of sexuality, which may influeneetlitoughts, feelings, etc., can be expressed
in many different ways, and are closely relatedh® environment each street youth finds

oneself in.

In Addis Ababa, like other parts of the developowuntries, street youth have been facing
multifaceted problems because they are involvestrgetism - ways of life along streets. They
are suffering from malnutrition, ill sexual and reguctive health, psychological and

physiological disorder, lack of clothing, shelteredical facility, education, abortion, etc. the

street youth also start sexual intercourse at yeuages willingly or as the consequence of



coercion. They tend to engage in risky sexual belas (such as prostitution, multiple

partners, infrequent condom use and unusual séxeatourses).

However, street youth that are part of a large @riogn of the youth population in the city
face different types of ill sexual and reproducthealth. The sexual and reproductive health
(SRH) needs are largely unmet (SC-USA and UNFPA920.6). Thus, the unmet needs for
the comprehensive package of SRH services amonth yougeneral and street youth in
particular is more than that of married women (Rajen Council and FHI, 2005, p. 60).

Such unmet needs affect the efforts for achievargaim MDGs set.

Since street youth, like other people, have thitrig have access to SRH services; a number
of indigenous international NGOs, CBOs, FBOs, CSQOgpartnership with different UN
agencies, embassies and so on have been servingeipective target populations, including
street youth in Addis Ababa. The context serviaas practice of SRH services may vary in
those organizations as each of them emphasize enbasic SRH services and/or no
standardized tool kit for addressing the compreiverfSRH services to the street youth. Some
services may be structured and practiced in liri Wie donors/partners’ requirements and
strategy and framework. Still other organizatiomsy stick to the requirements on the part of
the Ethiopian government and/or the city governnfahhinistration of Addis Ababa’s full-
fledged requirements. Some other providing orgainiaa may clearly define what shall be
the standardized toolkit, context and practicehef 8RH services in a particular case, while
other NGOs may leave the choice of the servicestHeir respective client. It, therefore,
becomes imperative of to assess the existing sexuhteproductive problems of street youth
in Addis Ketema Sub City of Addis Ababa, Ethiopia the light of prevailing context,

services package and existing achieve works.



1.3. Statement of the Problem

Street youth face lot of problems and encountelleges in their daily routines of social life
in different environments. Street youth engage dtivdies that may put them at risks for
sexual and reproductive health problems such afalcuse of drug and other substances and
risky sexual behaviours (like survival sex workuglraddiction, prostitution, and multiple

partners for additional income without using condpm

In addition, many of young street girls are sexualifected and harassed by street boys,
police and other persons along the streets durayjgiht and/or at night. Street youth face
these and other multidimensional SRH problems lm#uey eke out their life along streets
and they also start sexual intercourse at earlg agkingly or unwillingly which in turn,
result in sexual and reproductive health problefhese problems do have adverse effects not
only on street youth but threaten the economiciagggolitical and cultural activities of the
country. In general, the street youth’s SRH prolsleaifect directly or indirectly the

development endeavours of the country, Addis AbEHlaippia.

Professionals from different fields of study havepted to study one aspect of the problem
or another. Even some researchers focused on go8fRH needs from their own fields of
specialization. Still other professionals studibd street youth’s SRH problems in health or
medical or public health perspective without coasitg close investigation of the problems
and their suggestions for action in practical manae different levels of social work
intervention to alleviate their problems. Accordingadolescents’ health service utilization
pattern, domestic violence against girls premag&dual practice among school adolescents,
quality of family planning services, RH knowledg&daattitude among adolescents, quality of

care in FP services, post abortion care, fertiityareness and post-abortion pregnancy



intention, determinants of condom use, obstructadodr, RH needs of out-of-school
adolescents, social dimensions of female genit#ting (FGC), organizations’ work and
experiences in combating female genital cuttingyngppeople’s HIV/AIDS and RH needs
and utilization of services, perception of the sigi sexual activities among out —of — school
adolescents, and youth RH problems and servicengmtes were studied for decades (e.g.
Berhane, Berhan and Fantahun, 2005; Lhoha etQf)3;25irma, Assefa 2006; Lindner, 2008;
Mladonova, 2007; Ethiopian Public Health Associati(EPHA), 2005; Dawud, 2003;

Abudeker, 2004).

Nevertheless, the vast literature on the Ethioanial work has been documenting and
focusing on SRH problems and services in sociaaieh perspective, but not in social work
perspective. For example, street children seniiteslation to NGOs activities (Hailu, 2006)
and NGOs’ responses to commercial exploitation fofdeen (Tesfaye, 2007). Even some
other studies in social work discipline in Ethiofsaused on NGOs’ contributions to different
aspects of NGOs’ interventions to bring about dewelent in different contexts. Surprisingly,
the most recent studies also followed the same gmthefore years ago. Thus, the sexual and
reproductive health problems of street youth in i8ddetema Sub City of Addis Ababa,
where there are a concentrated size of streetrehildre found in the largest market (i.e.
Merkato) and the biggest bus station are locatedrbes relevant and researchable problem

in social work perspective at this juncture.

1.4 Objectives of the study
This project aims at assessing sexual and reprivéuotalth (SRH) problems of street youth
in Addis Ketema Sub City of Addis Ababa, Ethiopidue objectives of the study are thus the

following:



* To assess and identify existing SRH problems anstreget youth (15 — 24 years) in

Addis Ketema Sub City of the City Administration/Addis Ababa;

* To examine and identify factors that may contribisteand exacerbate street youth’s

SRH problems in the Sub City;

* To identify to whom the youth turn when they haaedd with SRH problems, their

utilization pattern of the SRH services, and

» To identify the existing gaps in the practices @0k and GOs, particularly Childe Aid —
Ethiopia (CHAD —ET) which have been providing tyouth with the services in their

respective catchment areas of the Sub City in Adbdsba.
1.3 Definition of Key Terms

» Sexual health is defined as a state of physicagtiemal, mental and social well-being.
In relation to sexuality, it is not merely the ase of disease, dysfunction, or infirmity.
Sexual health requires a positive and respectfgrageh to sexuality and sexual
relationships, as well as the possibility of havipipasurable and safe sexual

experiences, free of coercion, discrimination, aintence. (WHO, 2002).

* Reproductive Healthis a state of complete physical, mental, and soe-being and
not merely the absence of disease or infirmityallnmatters relating to the reproductive

system and to its functions and processes (DFID420nited Nations, 1995).

* Youth - is operationally defined as people whose agedrfatinge of certain intervals

which range between age 15 and 24 years.

10



Street Youth is defined as young people who are ‘of the strdetving no home but the
streets, their family may have abandoned them ey thay have no family member left
alive. Such youth have to struggle for survival amdght move from friend to friend, or
live in shelter such as abandoned buildings; tivdse are ‘on the street’, those who visit
their family regularly; they might even return eyeright to sleep at home, but spends
most days and some nights on the street becaupewveity, overcrowding, sexual or
physical abuse at home; and/or Who is ‘a part efstineet family’? Those who live on the
sidewalks or city squares with the rest of themifg. Family displaced due to poverty or

natural disaster may be forced to live on the s(é#10O, 2000a).

Adolescence is defined as the period between 1@ anears of age. It is a continuum of
physical, cognitive, behavioural and psychosocibhnge that is characterized by
increasing levels of individual autonomy, a growsense of identity and self-esteem and

progressive independence from adults (SC-USA ang8RA 2009, p.5).
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CHAPTER I

LITERATURE REVIEW

At the 1994 International Conference on Populataamd Development (ICPD) in Cairo,
reproductive health care was defined as: “the etlatibn of methods, techniques and services
that contribute to reproductive health and wellAgeby preventing and solving reproductive
health problems. It also includes sexual healtl,ghrpose of which is the enhancement of life
and personal relations, and not merely counselmpcare related to reproduction and sexually
transmitted diseases”(Barroso C, Girard, F. 2008or8ductive Health and Gender Equality,

Paper for the Taskforce on Education and Gendet{egiNDP).

Everyone has the right to enjoy reproductive healthich is a basis for having healthy children,
intimate relationships and happy families. Repraoidachealth encompasses key areas of the
UNFPA vision — that every child is wanted; everytlbiis safe, every young person is free of

HIV and every girl and woman is treated with digrand respect.

Reproductive health, which addresses the reprogugtiiocesses, functions and systems at all
stages of life, is aimed at enabling men and wotodmave responsible, satisfying and safe sex

lives, as well as the capacity and freedom to glamhen and how often to have children.

Reproductive health does not start out from adisiiseases or problems - sexually transmitted
diseases, maternal mortality - or from a list obggammes - maternal and child health, safe
motherhood, family planning. Reproductive heattstéad must be understood in the context of
relationships: fulfilment and risk; the opportunity have a desired child or alternatively, to

avoid unwanted or unsafe pregnancy. Reproductiadttheontributes enormously to physical
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and psychosocial comfort and closeness, and toomparsand social maturation. Poor
reproductive health is frequently associated witisealse, abuse, exploitation, unwanted

pregnancy, and death.

1.1. Youth/ street youth
Throughout Sub-Saharan Africa, street youth areuraheniably growing population. Poverty,
war, urbanization, disease, and broken homes aggitcg an environment in which millions of
young people are turning to the streets. Stredtlrelm comprise a vast range of often unheard
voices— including abandoned children of povertyekn or abusive homes, children separated
because of war, orphans who have lost their patentédDS, or youth who make the rational
decision to be on the streets. The vast numberhidfiren on the streets is in many ways
indicative of major government, public policy, eoomc, public health, and even moral

breakdowns in societies.

Sub-Saharan Africa is faced with a complex webagtdrs which gravely heighten the risks for
youth on the streets. In a continent in which 31lion people, or more than half of the entire
population, lives on less than one dollar a dayhé’ Primacy of Pro-Poor Policies for Growth,”
UNDP, 2005, (1 May 2005). poverty threatens many fasilvith the inability to adequately
care for their children. In Accra, Ghana, for exéanphe population of street children has more
than doubled in the last five years to 20,000 chitdand 6,000 babieSi(eet Child Africa, 1
May 2005). Previous and continuing conflicts, sashthe genocide in Rwanda which claimed
approximately 800,000 lives in 1994, or the contigwcivil war in the Democratic Republic of
Congo which to date has killed almost four millid®, have left disasters such as the droughts in
Ethiopia and the December 2004 tsunami which rehdbeSomalia, have also raised the

vulnerability of many African youth. Additionallylisease is one of the many the risk factors for
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youth on the streets of Africa. By the end of 2003,million children in Africa alone will have
lost one or both parents to AIDS (“Launch of WoBdvelopment Indicators 2005 Reportlie

World Bank, May, 2005).

In the nations of Zimbabwe, Zambia, Mozambique, otles, Malawi and Swaziland,
approximately 1 in 4 adults are infected with HIVDS (UNICEF, 29 April 2005). In light of
this, the outlook for youth is particularly bledkhere are now about 4 million children orphaned
by HIV/AIDS in the Southern Africa region, with Zdma registering the highest number of
orphans in the world (Ibid). Whether they areedilatoto wa mitaani in Tanzaniachokorra in
Kenya, ormoireaux in the Democratic Republic of Congo, (Anthony KoppKThe Problem of
Street Children in Africa,"University of Dar-Es-Salaam. (2000): 7) street youth throughout

Africa are a rising population who desperatelyforygreater attention.

Reproductive health (RH) in general and adolesagproductive health (ARH) in particular is of
growing concern in most developing countries. Sah&an Africa is the youngest region of the
world, with 44 percent of its population under agein 2006 (PRB, 2007b). In Ethiopia, 11
percent of the population in 2007 is age 15-19, 2@dpercent is age 15-241 (U.S. Census
Bureau, International Data Base). Moreover, sinteiopia is typical of a country with a
youthful population (43 percent of the populatidnEthiopia in 2007 is under 15 years of age
[U.S. Census Bureau, International Data Base]) ntivaber of adolescents will increase further

in the future.

Lack of education, unemployment, and extreme pgvestacerbates and perpetuates the
reproductive health problems faced by Ethiopiantlyo’he economic, political, and social
situation in the country has given rise to fundatakoconcerns about the health and well-being

of young mothers, the health and social developroeahildren born to these young women, the
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well-being of young men exposed to sexually trattgmiinfections or who quit school early to
support young families, and society’s losses aridjaions incurred because of adolescents and

their children.

1.2. Street youth SRH needs and problems

The UNFPA observes that concerns about reprodutiadth starts from childhood and lasts
throughout the life-cycle. However, the needs ahbmen ad women differ in each life stage.
Women bear he greatest burden of reproductive thgatbblems Research has shown that
reproductive health problems account for approxayaB6% of the total disease burden among
women of reproductive age (15-45 years) comparethtestimated 12.5% in men in developing
countries (World Bank, 1993). Sexual and reprodecthealth means more than just the
reproductive organs and reproduction. The needntterstand reproductive health within the
context of relationships between men and women noomities and society is underscored. This
is because reproductive and sexual health statusdofiduals is affected by complex web

genetic predisposition, and economic, cultural gsychological determinants (cook and
Dickens, 2000). Sexual health can also be influérdgemental health, acute and chronic illness

and violence (Butler, 2004)

The problem of street youth is worldwide phenomerfdince these street youth exist in every
part of the world. Large groups of youths, mosthgupervised by adults found in almost every
country of the world. The vast majorities of theteldren work and live large urban area of

developing countries.

Global estimates indicate that every year aboutllBomadolescents (one in every eight sexually
active adolescents) are infected with an STD; Aatlthe highest rates of Chalamydia are among

the 15-19 year olds, mainly adolescent women (AGR9’ Bassett, 2000; RCAP). In many
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developing countries, more than half all new HI\fections are among young people 15-24
(UNFPA, 2000a). Early sexual debut and the prevaei STIs in Africa are seen as some of he
factors driving the spread of HIV infection. The WHestimates indicate that STI rates are
highest in sub Saharan Africa with 69 million neases per year in a population of 269 million

adults aged 15-49 years (Corbett et al. 2002)

Reproductive health affects, and is affected bg,liloader context of people's lives, including
their economic circumstances, education, employmdiving conditions and family
environment, social and gender relationships, dred ttaditional and legal structures within
which they live. Sexual and reproductive behawsoare governed by complex biological,
cultural and psychosocial factors. Therefore,att@inment of reproductive health is not limited
to interventions by the health sector alone. Nogless, most reproductive health problems
cannot be significantly addressed in the absendealth services and medical knowledge and

skills.

The dimension of reproductive ill health encompaspeoblems such as female genital
mutilation, malnutrition & anaemia, abortion, reguative tract infections including sexually
transmitted diseases and HIV/AIDS, Infertility, egulated fertility, maternal morbidity &

mortality, sexual & gender violence, and other tegla health problems (WHO, 2000,
Ramakrishna Y, Karott M, Murthy RS, 2003Among women of reproductive age (15-49
years) in developing countries the burden of repctde ill-health is far greater than the
disease burden from tuberculosis, respiratory tidas, motor vehicle injuries, homicide &

violence or from wafWHO, 1997; 42:1-8).

Previous studies in many countries have indicdtatl dtreet youth are particularly vulnerable

of STDs and HIV infections because: most are sdxwative (Lockhart C., 2002:294-311;
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Anarfi JK. 1997;7:281-306), have multiple sex part) including prostitutes (Haley N, Roy
E, and others, 2002), engage in homosexual actf@tyKunyenga, 2002:294-311), provide
sex in exchange for money without protection (HalyRoy E, and others, 2002, Swart-
Kruger J, Richter LM.1997), are sexually abuseda¢RIB, Farrington AP, 2004), rarely or
inconsistently use condoms despite being aware IBfSA(Snell CL. 2002, Liverpool J,

McGhee M, Lollis C, Beckford M, Levine D. 2002) eagnorant of other sexually transmitted
diseases (STDs) against which they tend to selficatzl (Anarfi JK. 1997) and use illicit

drug, including intravenous drug .

Ethiopian youth face many challenges. Sexual tndtnaoften occurs at an early age due to
traditions and poor living conditions. Traditionabkctices such as early marriage, marriage by
abduction, and female genital cutting adverselgdftthe health and wellbeing of young

people.

Rape and sexual coercion are common among youngewamboth urban and rural settings.
Sexually transmitted diseases pose consideralitetsighe youth population because of the
practice of having multiple sexual partners and lingited use of condoms. Unintended
pregnancies, pregnancies that occur within shetetwials, and abortions pose serious health risks
to young women. In addition, drug trafficking ancugl abuse among the youth population

continue to be of concern

In Ethiopia, our main country of focus, the pligitstreet children is also an increasing issue of
concern in a nation in which 81.9 percent of thpysation lives on less than $1 a day (UNDP,

Human Development Report, 2001 statistics, New York, 2003, 200).

According to UNICEF and actively engaged NGOs, éhare approximately 500,000-700,000

street youth nationally, and according to the Miyisf Labor and Social Affairs, an additional 1
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million are at risk for streetism.16 Moreover, withore than 1.5 million Ethiopians currently
living with HIV, there is a heightened risk for ABDorphans to end up on the streets unless they
are cared for by other family members or commu(utiMAIDS, Report on Global AIDS 2004).
Broken homes and single parent families also apjgelae a major push factor of children in the
streets. It is estimated that fifty five percentstket youth in Addis Ababa have parents who are
separated, widowed, or single. (Radda Barnen, ‘Sun Street Children-Selected Areas in

Addis Ababa."Ministry of Labor and Social Affairs, 1998).

In addition to their abject poverty that has masthmonly led them to the streets, most of the
Ethiopian street youth are involved in unhealthizdbgors, such as smoking marijuana, drinking
‘tela’ (local beer) anddrake' (strong spirit, similar to vodka), chewinghat (a stimulant and
mild narcotic) and sniffingBenson (petrol) at the gas stations. Some work as taxispaynd
obtain these drugs and spirits in exchange for therk. Many of the girls end up as prostitutes,
sent by their families from the rural areas to fimork, but who resort to commercial sex work in
the absence of other forms of income. Many of tiian youth are particularly aggressive, often
throwing stones, using profanity, having fist fightr using sharp materials such as broken glass
and scissors to attack each other (Interview, Emdimum on Sreet Children Ethiopia, 9
March 2005). As a result, communities often osmacstreet children and regard them as
antisocial, dirty, and lacking in work ethic. Stigtization compounds the street child’s feelings
of isolation and rejection and often becomes th@mnwource of concern and distress, thereby

dwarfing any initial trauma that may have necessitdife on the street.

According to Holly Dempsey, HIV/AIDS officer at USB/Ethiopia, when asked if AIDS will
bring down the country, she answered, “No, butestahildren will.” (Interview, Holly Fluty

DempseyUSAID Ethiopia, 10 March 2005).
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Indeed, a significant number of young Ethiopiansefdaily realities of poverty and must fend
for themselves on the streets without access tmélocessary social networks and relationships

that could lead them to an improved state of welhkg.

Ethiopia’s population is projected to increase @8 Inillion by the year 2025 (PRB, 2007a),
becoming Africa’s second-most populous countryraitegeria. This rapid population increase
will continue to strain the government’s ability poovide health care and education to young

people and create conditions for even greater utoyment, poverty, and resource depletion.

Gender inequality is another major problem thagé&# youth reproductive health and wellbeing
in Ethiopia. Gender inequality manifests itselthe low status of women and girls in the society
as well as within the family, in the fewer educatb opportunities for girls, in the lack of
participation of males in family planning and Alp®evention activities, and in the harmful

traditional practices against young girls (FHI/YioiNet, 2004).

1.3. SRH services and utilization
The precise configuration of reproductive healtedseand concerns, and the programmes and
policies to address them, vary from country to ¢guand depend on an assessment of each
country's situation and the availability of appiiage interventions. Globally, however, both the
epidemiological data and the expressed wishes wersk constituencies indicate that
reproductive health interventions are most likedyinclude attention to the issues of family
planning, STD prevention and management and priereof maternal and prenatal mortality
and morbidity. Reproductive health also addresses such as harmful practices, unwanted
pregnancy, unsafe abortion, reproductive tractcidas including sexually transmitted diseases
and HIV/AIDS, gender-based violence, infertilityamutrition and anaemia, and reproductive

tract cancers. Appropriate services must be aiddesand include information, education,
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counseling, prevention, detection and managemehealth problems, care and rehabilitation.

(UNFPA)

There is consensus among the governmental and ox@rsgnental institutions and agencies in
Ethiopia that youth health and wellbeing reliesimproved educational opportunities, improved
economic opportunities, cultural expansion and e¢hd of the long-held harmful traditional
practices. Efforts have been made by the governimaahtits partners to design and implement
strategies, policies and programs to address tpedactive health, HIV/AIDS and gender

issues of the most vulnerable age group of the tepuryouth.

In 2002, the Family Health Department of the MOHealeped the Five-Year Action Plan for
Adolescent Reproductive Health in Ethiopia (2002-20 The main goals of the plan are (1) to
increase access and utilization of ARH servicegdayth, and (2) to cause positive RH behavior
change among youth by providing better informatéord knowledge on reproductive health
issues. Specific strategies to achieve these goelgde: promotion of a positive policy and
program environment; provision of knowledge andiskand provision of quality reproductive
health services for youth through youth centergr peucation, and counseling and service

linkages through an efficient referral system (FtoidthNet, 2004).

In 2007, the MOH launched the Adolescent and Ydrédproductive Health Strategy (AYRH)

designed primarily to address the problems assatiaith early marriage and pregnancies and
abortions, polygamy, female circumcision, abductzon rape, and poor access to healthcare.
The AYRH will be implemented over a period of eigielars and is targeted at those age 10-24
years. This strategy calls for immediate tailored #argeted interventions to meet the diverse

needs and realities of young people and refleestimmitment of the Ethiopian government to
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improving the reproductive health status of yourigidpians (Plusnews Information Service,

2007).

Youth friendly health services can be freestandihigics or attached to existing clinics or

recreational facilities. Ideally, they provide al fiange of services and information to the youth.
The services are provided under a setup where @ewplwelcoming, confidentially is ensured,
and services are conveniently located and affoedaMoung people in Ethiopia are

disadvantaged relative to older, in their lack otess to information and services for their
reproductive needs because of the absence of yoettdly service delivery system. A study

conducted in Kaliti and Akaki kebeles have revedleal almost all discussants said that the
media - TV, newspapers, magazines, books and edlgec@dio - were their chief sources of

information. Another study of adolescent reproduecthealth in East Gojam revealed that the
most common source of information on STIs/ HIV/ Ablvas the media (82%) and neighbors
(67%) for urban and rural out of school adolesceatpectively and more than half of the
participants (55.2%) had reported that they hadedshealth institutions for reproductive health
reasons. The majority (82.6%) have visited pubdalth institutions and (11.5%) of them visited
Family Guidance Association of Ethiopia’ clinic aad equal proportion of them visited private
for profit health institutions. The major reasohsitt prevent adolescents from visiting health
institutions were reported to be too expensiveisesy too far health institutions, poor handling
and failure to keep privacy and confidentiality lilalth workers, too much waiting time and it is

shame for adolescents to visit health institutions.

Though youth are considered by the societies liteopia relatively disease free, they are at
greater risk of various health problems. There @ several misconceptions concerning

HIV/AIDS, pregnancy, condom and contraceptive arkyt lack adequate sexual and
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reproductive health information to make appropridéeisions. Most of these problems were

found to be more severe among out of school aeetsyouth.
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CHAPTER 1l

STUDY AREA, DESIGN AND METHODS

3.1. Study Area

This study will be conducted in Addis Ketema Suby@if the City Administration of Addis
Ababa. The area of the Sub City is 7.41 squamariglre. It has a total population of 277, 786
persons (135,864 males and 141,922 females) in(@&KA) 2011, p. 44). The study area is a
highly populated and slum area of Addis Ababa incihe density of population is 37,488
persons per square kilometre. In addition, on aesrat.2 persons per housing unit are
dwelling in the area. The majority of the residewtsrk in the Sub City as daily labourers,
civil servants or businessmen and businesswomestittion is also common in Sub City
due to the influx and arrival of more and more pedpom different parts of the country for
various reasons. A total counted homeless childrehyouth who are living in this Sub City
was 941; of which 899 were males and 42 were female2007 (CSA, 2010, p. 10). The
same document also indicated that a total of 9,&3@ren; 3,131 children; and 3,302
children’s mothers were only alive, fathers onliyal and both parents were died respectively
in 2007. Due to these and many other reasons,apelgtions are highly vulnerable to HIV or

SIT.

3.2. Design and Methods of the Study
The study will use both quantitative and qualitatresearch methods. Regarding quantitative
research approach, it will employ descriptive syreeethod. Qualitatively, the study will use

various types of methods under this approach ssckemi-structured interviews with key
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informants that will be identified and selected agstreet youth and SRH services providing
organizations in the study area. In addition, thedy will conduct two focus group
discussions (FGD) (one with female and one withengabup). Physical observations will be
undertaken in some relevant contexts in the lighhe study objectives. Similarly, the study
will conduct documentary analysis at SRH servicewiging organizations in Addis Ketema

Sub City.

3.3. Universe of the Study
The universe of this research project will consadtstreet youth in Addis Ketema sub city,
who have been living for at least 6 months in thuely area. So far, the estimated number of
street youth is 7000-10000. Street youths who h@en living in Addis Ketema sub city and

attending all or some types of the SRH servicesdladed in the study.

3.4. Sampling Method
The study will use purposive sampling method dugporoach and generate relevant from the
street youth in the sub city, NGOs and GOs opagatinthe provision of SRH services. A
sample of 60 street youth will be selected andamasle number of informants from the
targeted youth and the organizations will be apghied and contacted to generate data on the

issues under investigation.

Quantitative Part of the Study

Depending on the objectives of the proposed studly reature of data, different analytical
tools will be applied. Descriptive statistics likeean, variance, standard deviations, and
frequency distributions, and percentages will us@dscriptive statistical tools are very

important to have a clear picture of the resporgl@ntiuded in the sample. Descriptive
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statistical techniques will be employed for thegmse of describing the demographic and

socio-economic structure of sample householdsarsthdy area.

Qualitative Part of the Study

The qualitative data collection method will be iggld in order to generate information from

reproductive health service providers, correctioseting, and women and children affairs
office, in the study area and from female and nsédeet youths, using focus group discussion
(FGD) in order to supplement the result of the qimiive data that could not be quantified.

Discussion will be made with two focus groups aadhegroup consisted of 10-12 participants.
A semi-structured interview guide will be used txifitate the focus group discussion. A

checklist will be prepared to guide the discussionsuch a way to generate relevant

information.

3.5. Data Collection Tools and Procedures
The study will employ tools such as interview saklledsemi-structured interview check lists,
focus group discussion check lists, documentaryyaisacheck lists and observation check
lists. The data for the quantitative section wi# bollected using a interview schedule
prepared by addressing all-important variables. drrexklist will be reviewed to suit the local
condition and translated to Amharic language anehtlback to English to ensure its
consistency. The tools will be pretested for religband validity of both quantitative and
gualitative data to be generated following the appate data collection procedures required

for each method.
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3.6. Data Processing and Analysis

The study will employ both quantitative and quaivta data analysis techniques respectively.
The filled in and completed interview schedulesl wé checked for completeness, verified,
coded in code book, designed in master sheet, ezhier to the computer and analyzed
serially. Then, the quantitative data will be prssed and analyzed on the computer using
data analysis software of SPSS version 17. Intiaddithe study will employ univariate
statistical data techniques (such as ratios, ptages, frequency distributions, bar graphs, pie
charts, mean, median, range, minimum and maximuoesas well as standard deviations).
The survey will further use logistic regressionlogit model to assess and determine the
association between an outcome variable that @tegorical dichotomy (or a variable with
only binary or two responses) and predictor vadabihat are continuous or categorical

(Tarling, 2009, p. 64; Kleinbaum and Klein, 20101

Thematic data analysis will be used to analyzedhalitative data collected. In so doing,
categorization and re-categorization of relevatégaries of qualitative data under relevant

themes in the study will be employed.

3.7. Ethical considerations
All the study participants will be informed abobetpurpose of the study, their right to refuse
and assured confidentiality and informed verbal seont will be obtained prior to the
interview. The instruments and procedures will cenise any harm to the study subjects, the

community, and supervisor, which will be involvedthe study.
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Chapterization

The MSW thesis will be organized in to five chaptérke first chapter will be an introduction
which introduces the readers to statement of trablem, objectives of the study, and
limitations of the study. The second chapter wikgents and discusses review of related
literature. It will also highlight both conceptuaioretical literature as well as empirical
literature. The third chapter will describes thady area, design and methods, including
sampling method, data collection tools and procesiutata processing and analysis, and even
some of the ethical issues which will be consideiredhe actual research undertakings.
Chapter four will presents data analysis, integireh and discussion of the major findings of
the study in the light of those of other relevalassical and latest literature on the issues
under investigation which were conducted elsewlerthe world. Finally, the thesis will
presents conclusions and suggestions to be imptechdny the NGOs in culture - and

context-sensitive manner in the study area.
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Appendix IlI: Interview Schedule

Part 1. Socio-demographic characteristics

Q. No.

Questions

Alternative choices

Code

1.

Sex

1.Male

2.Female

Age in years[enter number]

2..Don’'t know/remember

Religion

1.0rthodox
2.Muslim
3.Protestant
4.Catholic

5.No religion

6.0thers,specify----------

To which ethnic group do yo
belong?

ul.Amhara
2.Tigray

3.0romo

4.0thers,specify----------------

What is your current marite
status?

111.Never married
2.Currently married
3.Divorced

4. Widowed

5.0thers,specify----------------

Have you ever attended schoo

71.Yes
2.No

What is the highest level ¢
school you completed?

f1.0Only read and write
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2.1 to 8 grade
3.9t0 12 grade
4.Above grade 12

5.0thers,specify----------------

8. Do you work to earn money forl.Yes
yourself? _
2.No -Skip to
9. What do you do to earnl.Shoe shining
money?[multiple answers afe _ _
possible] 2.Carrying small items
3.Delivering messages
4. Attending cars.
5.Exchange of money for sex
6.Begging
7.Peddling
8.0thers, specify--------------
10. On average how much do yod. Less than Five birr
earn per day? enter number _
2. 51to 10 birr
3. 10 to 20 birr
4. Others, specify
11. Where is your former residence? 1.Addis Ababa
2.0ut side Addis Ababa
12. Duration of street life 1. - Years
A Months
[enter number] 3. Don’t know/remember
13. What was the main reason fot.Peer pressure

you to go out for street life?

2.Death of parents
3.Looking for a job

4.Due to alcoholic family
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5.Lack of peace in the family
6.Displacement

7.Change of life style

8.Poor family

9.1liness of families
10.0thers, specify

11. Don't know/remember

14.

Where do sleep during thel.On the street

night?

2.Small rented house
3.Plastic shelter
4. Families house

5.0thers specify---------------

15.

Do use substance like..?

Multiple answer is possible

Alcohol

cigarette
drug
chat

ogkwnE

| had used, now | quite

no, | have never used B

Part 2 : Concerning youth Sexual and reproducteadth experience

16. Have you ever had sexual.Yes
intercourse?
2. No
17. At what age did you first havel. -------- Age in years
sexual intercourse? (enter
number) 97. Don't know/ remember
18. Why did you decide to hawvel.l get married

sexual intercourse the first time

(Multiple answers are possible)

?
2. Fell in love.

3. Personal desire.
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4. Coercion (Rape).

5. To get money and other gifts.
6. Peer pressure

7. Influence of chat /alcohol

8. Do not remember

9. Other(s), please specify ----------

19. How many sexual partners hayé. --------------- Number of partners
you ever had?
2.Don’t know / remember
20. Have you ever been raped.Yes
without the consent of you?
2. No
21. Have you ever used moderd.Yes
contraceptives?
2.No -
22. If yes, what type? (Probe and. Oral contraceptive pills.
indicate that all apply)
2. Condoms
3. Injectables
4. 1UDs.
5. Norplant
6.0thers, specify------------
23. If no, why not? ( Multiple 1. Not married

answers are possible)

2. | have infrequent sex.
3. Husband/partner opposed
4. Religious Prohibition

5. Lack of
contraceptives.

knowledge abol

6. Fear of side effects

7. Difficult to obtain contraceptives

It
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8. Method was expensive

9.Too far to get contraceptives(N
accessible)

10.Sex was unplanned
11.0thers, specify------------------

12. Don't know/Remember

24, Have you ever used condom? | 1.Yes
2. No-
25. With what frequency did youl. Every time

and your entire partner use _
last 102. Almost every time

condoms within the
months?

3. Sometimes

4. Don't know /fremember

The following questions are only for female

26. 1.Yes
Have you ever been pregnant?| 2.No
27. If yes, how many times have yod. ----- Times
been pregnant? (Enter number
2. Don't know/Remember
28. How old were you when youl. ------------ Age in years97. Don
first became pregnant? (Enteknow/ remember
number)
29. If you have been pregnant, weré.Yes
all your pregnancies wanted?
2. No
30. If No, how did you becomel.Contraceptive method not

pregnant?

available
2.Coercion (rape)
3.Method failure
4.Didn't think of it
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5. Other, specify

6. Don’t know/ remember

31. Did you give birth? 1Yes
2. No
32. If yes, how many children dp---------------- children
you born? [Enter number]
33. How old were you when youl.----------------- years
gave birth to your first
child[Enter number] 2. Don’t know/ remember
34. Have you ever had induced 1 Yes
abortion?
2. No
35. How many times did you have 1. Times
abortion? 2. Don’'t know/ remember
36. To have induced abortion, withl. Husband
whom did you first discuss about _
the issue? (only one answer|i& My boy friend
possible) 3. My peers
4. My parents
5 Health workers
6. Traditional healers
7. For an abortionist
8. Others, specify --------------
37. Where did you get abortionl. At public health institution

service?

2. At private clinic
3. At abortionist’s house

4. | have induced it myself b
ingesting different drugs

5. Others, specify -----------

6. Don’t know/ remember
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Part 3: The following questions are concerning kieolge and attitude towards selec

reproductive health and HIV/AIDS issues.

ted

38. Do you know any ways to avoldl. Yes
etting pregnant?
g g preg 2 No
39. If Yes to Q. No. 38, what are thel. Oral contraceptive pills
ways to avoid getting pregnant? _
2. Using condoms
(Multiple answers are possible) .
3. Injectables
4. Norplant
5. IUDs.
6. Sterilization
7.Abstinence
8 Withdrawals
9. Washing the genitalia after
intercourse
10. Safe period/abstinence
11. Others, specify-------
40. Have you ever heard of diseaselsYes
that can be transmitted through
sexual intercourse such p3- No.
STDs/STIs?
41. Which diseases (such @a&. Gonorrhea
STDs/STIs) do you know about? .
2. Syphilis
( multiple answers are possible _
3. Chanchroid
4. Lymphogranuloma venerum
5. HIV/AIDS
6. Others, specify
42. What does safe sex mean to you2Abstinence from sexual
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(Probe and
apply)

indicate all th

afntercourse

2.Having sex with a single faithfu
partner

intercourse
4. Avoiding sex with prostitutes
5. Others, specify------------------

6. Don’'t know

3. Using condom in every sexual

43, Do you think that it is easy arl. Easy - Skip
difficult for street youth ta o
obtain SRH services? 2. Difficult
3. Don’t know
44, If it is difficult, why is it| 1. Lack of money to buy.
difficult? ", _
2. Difficult to find.
{Multiple answers are possible} _ )
3. Provider disapproves.
4. Parents disapprove.
5. Distribution places are
inconvenient for them
6. Too far to find
7. Expensive to buy
8. Others, specify------
45, Which places or persons do ypt.Shop

know where you can obta
condoms/contraceptives?

n
2.Pharmacy

3.Market
4.clinic
5.Hospital
6.NGOs
7.Bar/Hotels
8.Peer
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9. Others, specify ---------

46. From where do you think stregfl. From school
youth obtain most of their )
information about sexual arjc?- From their peers
reproductive health? 3. From their parents
4. From the mass media
5. From health professional
6.From different NGOs
7.No where
8. Others, specify
9.Don’t know
47. If sexually active street youthl. They don’t have information
don’t use condoms ar
contraceptives, what do yq@Pout condoms
think is their most |mportant2l Pressure from sex partners
reason?
3. It is expensive
4. Religious reasons
5. Being afraid to buy from
shops/pharmacy
6. It is not available
7. Negligence
8. Other, specify
9. Don’t know
48. Do you think that most streetl. Yes

youth are well informed about

contraceptives/condoms?

2. No

3. Don’t know
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Part 4: Concerning sexual and reproductive heatihlpms.

49.

What are the most SRHIL.
problems in street youths 2.
Multiple answer are possible | 3.
4.
5.
6.
7.

Sexual violence including Rape
Unprotected (multiple) sexus
intercourse----

unwanted pregnancy -----------1
Early pregnancy and
bearing ------------
HIV/AIDS and other STls-------
Abortion ---------

child

=

Other specify ---------

Part 5: Factors that contribute to street youtluakand reproductive health problems.

50.

What are the
contribute to SRH problems
street youths

(Multiple answer are possible)

factors that

n

1. Being street youth by itself.
2. Lack of awareness abo
SRH

Unavailability  of
service

Socio economic factor
Socio cultural factor
Demographic factor

w

SRH

ut

No oA

Other, specify.

Part 6: Concerning Sexual and reproductive healtice utilization

51. Where do you go to seek SRH 1. Health facility
services? 2. NGO--------mmmmmme- ,
3. GO-------m---
4. Other ---------------mmeeee-
52. Have you visited any SRHL.Yes --------------
services providing institution(s)
for the last 3 months? 2. NO --eommemmeemoeees
53. If yes, what was the reason fot. | had STI.  -------------m----
your visit? )
2. For abortion  -------=------------
3. For delivery  -------mmmmmmmmemeee
4. For antenatal care ~ -----------

5
6

. To get oral contraceptives------

. To get condom
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7. For counseling  -----------------

8. Others specify--------------------

54, Where did you go for SRH 1. Pharmacy
services? 2. Private clinic
3. Governmental health

facilities

4. NGOs

5. Traditional medicine healer
(s) practitioner(s)

6. Other, specify

55. Could you tell me why youl. Effectiveness of treatment
prefer to seek health care in this
place? [Multiple answers are?- Free treatment

possible] 3 Low cost of treatment

4. Proximity

5. Relative works there

6. | prefer for confidentiality
7. Parents prefer the place

8. Others, specify---------------

56. What are the main obstacles that Too far institutions

prevent street youth from gettin@. Too expensive services
clinical and counseling services. Providers fail to keep privacy
in institutions? and confidentiality

4. Poor handling and scolding
by health workers

5.Too much waiting time to get the
services
6. The health institutions are
inconvenient.

7.Fear

8.0thers, specify-------------
9. Don’t know

NB. This is the end of the interview schedule or questaire. Thank you very much for taking
your time to answer the above-stated questioreallyrappreciate your cooperation and help.

Source: Addis Ababa University, College of Health Sciencefepartment of Community
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Appendix V: Focus Group discussion check list

Question for focus group discussion

1.

5.

What are the most frequent cases reported regasbrgal and reproductive health
problems in street youths

What are the major sexual and reproductive heatthlems in street youths?
What are the factors that contribute to sexualrapdoductive health problems?

What are the health services that are availablestoeet youths so far regarding
reproductive health?

What are the factors that influence sexual behadfigtreet youth?

Focus group 1: Health facilities, police, NGOs

1.

5.

What are the most frequent cases reported regabrgal and reproductive health
problems in street youths

What are the major sexual and reproductive heatihlpms in street youths?
What are the factors that contribute to sexualrapdoductive health problems?

What are the health services that are available stoeet youths so far regarding
reproductive health?

What are the factors that influence sexual behadfistreet youth?

Focus group 2: street youth female group

1.

A WD

What are the factors that influence sexual behadfistreet youth?
What are the major sexual and reproductive heatthlems in street youths?
What are the factors that contribute to sexualrapdoductive health problems?

What king of SRH services you get form health faed?

Focus group 3: street youth male group

5.
6.

What are the factors that influence sexual behadigtreet youth?
What are the major sexual and reproductive heatihlpms in street youths?
What are the factors that contribute to sexualrapdoductive health problems?

What king of SRH services you get form health faed?
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Appendix VI: Observational check list

Name of Organization

Contact Person and Position

Contact details

E-mail

Established

Staff Breakdown

Geographical focus

Organizational Summary

Main activities or aims of the organization

Main Activities undertaken in SRH

Planned activities in SRH

What are the current problems threatening SRH én

CHAD-ETs’ focus area or target group?

th
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