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Abstract

Adolescents face a range of health problems, imetudhose related to sexual and
reproductive health (SRH), substance use, mentthenutrition, violence and accidents.
HIV and maternal mortality are two of the most intpat health problems for adolescents in
developing countries. A descriptive cross- secli@oanmunity based study was employed in
Adama high schoolwith the main objectives of assessing major repctida health
problems, service preference and Utilization. Based probability proportionate to the
population size of each high school clusters antpbg random methods was used to identify
the study populationStructured questionnaire and focus group discussware employed
for data collections. Out of targeted Adolescemigéd 10-19, all responded to questioners
and three focus group discussions were conductad.study revealed that Adolescents’ had
practiced premarital first sexual activity at theeam age of 16.86 years. Because of unsafe
sexual practice, Adolescents’ had history of unwdrgregnancy were ended with abortion
and STDs respectively in the last one year priothis study. Besides, regarding service
preference and utilization, the study found th#t@ligh the majority of the respondents have
information about RH services making use of it way low.Additionally the existing health
institutions didn’t provide the RH services accoglito thepreferenceof the target groups;
those who have got access to it complained thatethsting health institution was not
welcoming when needing a service, the reasonswikey mentioned health professionals are
judgmental towards adolescent RH needs and probkbrggting for the serviceThis study
also revealed thamajority of the adolescents had preferred IEC/B&@/ise, followed by
counseling service, HIV services, contraceptiveises, STI servicegrom this study it was
concluded that Adolescent girls were exercisinghhigsky reproductive behaviors that
exposed them to various RH problems. Finally, basedhe findings of the study, some

recommendations were forwarded.
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Chapter One

1. Introduction
1.1Background of the study

Now a day, there are 1.2 billion adolescents aged 2 years worldwide, which make up 18 per
cent of the world’s population. Nearly 90 per clkve in developing countries. More than half of
all adolescents live in Asia. In absolute numberdia is home to more adolescents around 243
million than any other country. It is followed byhida, with around 200 million adolescents
(UNICEF, 2012).

Sub-Saharan Africa, however, is the region whemdesdents make up the greatest proportion of
the population, with fully 23 per cent of the ragimpopulation aged 10-19 (UNICEF, 2012).
The striking differences among regions in the prbpo of adolescent population result from
demographic transition that occurs when declineaantality rates are later followed by declines
in fertility rates.Sub-Saharan Africa's adolescent fertility rateaeseagally higher than for other
regions in the world (UNPD, 2010).

During 1980 the world began to focus increasingraitbn on the needs and problems of young
people. The United Nation named 1985 the internatigear of youth. At the global level, the
Program of Action of the International Conferenae Population and Development, held in

Cairo in 1994, placed great emphasis on the prabkamd needs of adolescents.

Adolescents often lack basic reproductive healtH)(khformation, knowledge, and access to
affordable confidential health services for reprtdie health (RH). Many of them do not feel

comfortable in discussing reproductive health (Rddues with parents (Guttmacher institute &
UNFPA, 2009). Likewise, parents, health care wawkand educators frequently are unwilling
or unable to provide complete, accurate, age apitepRH information to young people. This

is often due to parents discomfort about the subjecthe false belief that providing the

information will encourage sexual activ{@uttmacher institute & UNFPA, 2009).

Young people constitutes one third of the totalipaton in Ethiopia. Their number is estimated
to grow from 20.3 millions in 2000 to 25 millions R010. The reproductive health problem of
young people in Ethiopia is multifaceted and intégd. Child bearing begins at an early age:

forty-five percent of the total births in the copnibccur among adolescent girls and young



women. Sexual violence and commercial sex work He@me common phenomenon among
young girls. As a result, they have become primacyims of the HIV/AIDS crises that have
spread throughout the country (Family health iragamal, 2004).

In general, young people are at great risk for agpctive health problems. The situation is
aggravated by the over all poor socio economicjrenment and harmful traditional practices.
Because of the complex nature of the problems,hyoeproductive health strategies demand
multi-sartorial and integrated approatamily health international, 2004). Following tGairo,
1994 International Conference on Population andel@ment (ICPD), some national and
international NGOs have been starting implemenyimgth focused SRH programs in Ethiopia.

1.2.Statement of the Problem

In developing countries young people often facehvahormous pressure to engage in sex,
especially from peer's exposure to unlicensedevadieo films and the desire for economic gain
(Family health international, 2004). This indicdteat the necessity of reproductive health
interventions at adolescence age. In general yqeuple are at risk of reproductive health
problems, which are aggravated by the overall psocio-economic and demographic,

environment and harmful traditional practi¢aklilu, Hailom, & Gouindasamy, 2002).

Adolescents face a range of health problems, imufuthose related to sexual and reproductive
health (SRH), substance use, mental health, rartritiiolence and accidents. HIV and maternal
mortality are two of the most important health geohs for adolescents in developing countries:
a large proportion of new HIV infections each yeacur in adolescents, with a higher level of
incidence in young women than young men; and pregreelated problems are a leading cause
of death for adolescents, due mainly to complicetidrom unsafe abortion and childbirth
(WHO, 1997).

Access to quality health services, including sexara reproductive health services such as STI
(Sexually Transmitted Infection) management, artednzare and contraception, is essential in
addressing these problems. However, adolescentlyshave very limited access to health
services. Policy makers may not prioritize adolasceand therefore services may not be
available. Where services are provided, adolescemty not know about them, or be

embarrassed to seek them and have concerns abdigtectiality. In addition, services may be



inappropriate, costly, and unwelcoming to adoletcdune to factors such as staff attitudes, long

administrative processes, inappropriate openingshoulocation (WHO, 1997).

Ethiopia is one of the developing African countrsere HIV/AIDS is fueling and striking its
population of all age including adolescents. Athis case elsewhere in Africa, transmission of
HIV/AIDS is almost exclusively through heterosexaahtact and about 1.4 percent of adult age
15-49 were living with HIV in 2005 (EDHS, 2005).

Many adolescents are sexually active. (UNFPA, 18ual activities put adolescents at risk of
various reproductive health problems. Each yeautahb million adolescents aged 15-19 years
give birth, as many as 4 million obtain an abortiamd up to 100 million become infected with a
curable STISUNAIDS & WHO, 1997).

The reproductive health problems of young peoplEtimopia are multifaceted and interrelated.
Lack of education, unemployment, and extreme pgvexacerbates and perpetuate the sexual
health problems faced by Ethiopian youth. The leatue of women and girls also makes the
AIDS prevention activities difficult for reprodugg health programs to achieve sucd&ssith
Net, 2004).

The legal age of marriage in Ethiopia is 18 forhbotales and females, but it is widely ignored.
First births have elevated risks and the youngwst-ttme mothers and their children are
especially vulnerable to poor health outcomes. Agnorarried girls aged 15-19 in Ethiopia,
almost half have already given birth. The vast mjof births occurring to girls before age 18
are first births (77 percent), and nearly all adgé first births occur within marriage (96 percent)
(Population counseling briefing paper, 2004).

Adolescents in Ethiopia were exposed to varioussrgich as unprotected sex, early marriage,
premarital sex, early pregnancy, induced abortgexually transmitted infections (STIs) and
HIV/AIDS, unemployment, drug abuse and crif@acy, ViKram & Jayashree, 2003). Sexual
violence and commercial sex work have also becamnenton phenomenon among young girls
(AKlilu, Hailom, & Gouindasamy, 2002). Although slies have been conducted to assess
situation of adolescent sexual reproductive headthl, the reproductive health problems of
adolescents are not well addressed for every patte country.

Regarding Adama town, which is one of the main cemumal and industrial centers in Oromia

region. A motor linking Addis Ababa to Djibouti s through Adama city. These factors make



Adama and its surrounding a potent base for investpsuch as hotels, recreational centers,
small and heavy industries. Following these investis more people come in and out of the city
every day. Hence reproductive health issue is drtheomain concerns that can be raised with
the topography of the city.

The few research works has been done in major tdayneeglecting this study area. Therefore,
investigating the magnitude of Adolescent reprodechealth problem, service preference and
utilization in general and the adolescents in paldir are very vital in designing, implementing

and monitoring effective adolescent friendly intmtion programs.

Research Questions

1. What are the major reproductive health problemsrantagh school adolescent girl
students in Adama city?

2. How do the existing health institutions service imality, high school adolescent
girl students SRH service preferences and utibralbok like in Adama town?

3. What are the factors that affect high school adeles girl students’ service
preference and utilization in Adama city?

4. What are the major sources of information of higha®l adolescent girl students on

their awareness and knowledge of SRH and avaikslaces in Adama city?



1.3 Objectives of the study

1.3.1 General objective:
» To assess major reproductive health problems,sepreference and Utilization among
high school adolescent girl students in Adama ta@momiya region, Ethiopia.
1.3.2 Specific objectives:
» To assess major adolescent girl's reproductivethgabblem
» To assess adolescent girl’'s SRH service preferenusitilization
» To identify factors that affect adolescent girles\@ce preference and utilization
» To assess the sources of information of adolesgdaton their awareness and
knowledge of SRH and available services.
1.4 Significance of the study
Now a days it is known that the reproductive he&tues are the leading problems that affect
adolescent age groups not only health wise but@dgohologically, academically and socially
This research results will create an opportunitytfie high school adolescent girl students of the
Adama town to know about their reproductive he@Rkl) issues, the services they prefer and
utilization of the services. Therefore, they wiktgways to access the information about the
prevalence of reproductive health problems thay fiaece and how and where they access the
service that they prefer specifically in Adama citthe other significance is for government
organizations and stakeholders working on adolésu®th who want to engage in this area in the
city to easily access as recent information, potigker better include sexual and reproductive
health issues in curriculum and can revise thetiegistrategies and also design new ones to
tackle the problem. In addition to this it wouldih@s reference material/ literature for other
research.
Beneficiaries of this study would be adolescentbeves, institutions that are found in the city
such as, educational institutions specifically éaeg high schools, Adama town health office,
Three government youth centers, NGOs like Familyid&uwe Association of Ethiopia,
Merrystopes international Ethiopia. In addition ttas it would help as reference material/

literature for other research.



1.5 Delimitation of the Study

This study is delimited to high school adolescaritsjudents in Adama city; though the issue is
very important to other places where adolescehtgir found and even involve adolescent boys
to improve the sexual behavior of them. Howevere du the problem of finance, time and

human resources, the researcher confined himsefiigio school adolescent girl students in

Adama city.

1.6 Limitation of the Study

Due to various problems such as Shortage of rgceatiducted related studies, unavailability of

any research document in this area, the problemesgondents to reply the questionnaire, the
characteristics of the young people of impatierceespond long discussion forums limits to

compare the result widely.

1.7 Definition of operational terms (concepts)

Child: itis defined as a person up to age of 18 years.

Adolescence:defined as the 10-19 age groups of people.

High school studentsincludes9™ and10" grade students according to Ethiopian Education

ministry tier system

Youth-friendly health services:those that can attract youth to the facility avgram, provide a
comfortable and appropriate setting, and meet young
people’s needs

Reproductive health servicesis the services provided for adolescent such adiabh and post

abortion care, IEC/BCC, SRH counseling, family plizxg, Emergency contraception, HCT,

medical checkup, sexual transmitted infection tremit and likes

Accessibility: defined as the sum of economic, physical (geogcaphcultural accessibility and

not merely the physical presence of reproductiatheservices



Chapter Two: Review of Related Literature

2.1 Adolescent Sexual and Reproductive Health

Adolescence is the rapidest of growth (after infana the human life span. An individual's
weight doubles and his/her height increased by 28%ffman & Greydanus, 1939Adolescence

is the process whereby an individual makes theugdanlansition from childhood to adulthood
(Paxman & Zukerman, 1989).

Nearly 1.7 billion people, about one-third of thend’s total population, are between the ages
of 10 and 24, with the vast majority living in démging countries. As they mature, young
people are increasingly exposed to reproductivetthagsks such as sexually transmitted
infections (STIs), unintended or early pregnancisgd complications from pregnancy and
childbirth (United Nations, 2001).

2.2 Adolescent sexual and Reproductive Health Prodans

The major health problems of adolescents includesSHIV/AIDS, absence of family planning
method choice, unwanted pregnancy, Lack of abocdare services, mental illnesses, crime and
violence (EPHA, 2003).

Worldwide, adolescents suffer from a disproporttenghare of early marriage, unwanted
pregnancies, and unsafe abortions, sexually tratesiminfections (STIs) including HIV/AIDS,
female genital mutilation, malnutrition and anenmmgertility, sexual and gender based violence,
and other serious reproductive health problesnslig, Nakanyike, & Richard, 20p4

Motherhood at a very young age entails a risk alenmal mortality that far exceeds the average,
and the children of young mothers tend to havedridivel of morbidity and mortality. Early
childbearing continues to be an impediment to impnoents in the educational, economic and
social status of women in all parts of the wdtdashited Nations, 2001).

Teenage Sexual activity

Sexual activity begins in adolescence for the nigjaf people. In many countries, unmarried
girls and boys are sexually active before the dgéboRecent surveys of boys aged 15 to 19 year
in Brazil, Hungary and Kenya; for example, foundttimore than a quarter reported having sex
before there were 15year. A study in Bangladeshddhat 88 percent of unmarried urban boys
and 35 percent of unmarried urban girls had engagsdxual activity by the time they were 18
year (UNICEF, 2002).



The current average age range for the attainmentitodrty is 9-14 for boys and 8 to 13 for girls.
As a result, young girls are biologically matureegh to engage in sex and become pregnant at
an early age, although they may not be emotioraaity physically mature enough to understand
the implications (United Nations, 2001).

In Ethiopia the median age at which women age 289 first had sexual intercourse is 16. Three
in ten women in this age group have had sex bylagevo in three by age 18, and more than 80
percent by age 20 (Aklilu, Hailom, & Gouindasam@Q2). A study conducted in Nazareth high
schools have showed that 24.0% of respondentstegpbaving experienced sexual intercourse,
with 60.0% reported having had their first sexugbexiences between the ages of 15 and 16
years (Tadelle, 2000).

Teenage Preghancy

The average fertility rate among teenagers in élastldeveloped countries is five times greater
than that of the more developed regions. On avem@ue third of young women in developing
countries give birth before age of 20 years. Actgydo UNFPA report, each year, an estimated
14 million adolescents between the ages of 15 &ngivie birth globally and more than 90% of
these live births occur in developing countries Mduitt, Adlakha, Fowler, & Harris-Bourne,
1996).Sub-Saharan Africa's adolescent fertility rateesagally higher than for other regions in
the world(McDeuvitt, 1996).

Some studies conducted in Ethiopia have also stibannteenage pregnancies and delivery are
common practice. According to some studies conduictevarious parts of the country among
sexually active students aged between 15-49 yeé#)%, of teenage girls had history of
pregnancy at least once in Koladiba, 15% in Hanar B8% in Addis Ababa. Subsequent study
done in East- Gojam among out-of-school teenagdssrgvealed 43% of them had at least one
pregnancy (Ismail, Bitsuamlak, & Alemu, 1997 & Bene, 2000, & Seifu, Fantahun, & Worku,
2006, Korra, & Haile, 1999).

Modern Contraceptive Use

Relatively few adolescent women are currently ustogtraceptives. A study conducted to
assess determinants of contraceptive use among ydoghs in Ethiopia, reported that there is a

large discrepancy between knowledge and actuatipeaaf contraception (Tsigereda, 2004).



Similarly, evidence from Harar, indicated that mg#wo thirds of young respondents (69.3% of
males and 63.9% of females) reported to have knavieast one contraceptive method while
only about one fourth (27.0% males and 22.6% fes)aleported having ever used a method
(Kora , & Haile, 1999). Another study conductechmrthwest Ethiopia showed that only 25.0%
of sexually active females used modern contracepti¥smail, Bitsuamlak, & Alemu, 1997).
Another study conducted in northwest Ethiopia, ceptive prevalence in Dembia District
revealed that 49% of sexually active adolescenégsvkane or two contraceptive method and 30
% having ever used the methods (Kebede, 2006).

The Practice of Condom Use

Several misconceptions abound among adolescenterong condom use. In Zimbabwe, for
example, concerns that condom are off-putting thsisting on condom use suggests that one
has AIDS were important predictors of intended @oncdon-use among males. Some girls feel
that a partner's wish to use condom suggests tiegt, the girls, are not clean, that they are
commercial sex workers or that they have involvedektra relationship sexual activity
(Anastasia, 1998). In Ethiopia, a study conductereg high school students in Addis Ababa
revealed that only 43.2% of the sexually activesokeew about condom on their first coital
encounter and a small proportion, 17.6% of thend utsen their first sexual encounter (Eshetu,
David, & Kebede, 1997).

A study in northwest Ethiopia, found that 45.7%ruofal high school adolescents were found
using condom (Ismail, Bitsuamlak & Alemu, 1997).n&y on out of school youths in Bahir
Dar, revealed that 30.5% of youths were using con@@antahun & Chala, 1996). Similarly, a
study on out of school youth in Awassa, revealedt thnly 27.6%o0f the sexually active
adolescents used condom during their most receqtakentercourse while their knowledge
about HIV/AIDS was found to be 90% (Taffa,1998).

Abortion

Unintended pregnancy may lead to an induced almntibich in the case of an experienced or
ashamed adolescent is likely to take place lat#neérpregnancy and involve greater risks to life,
health and future fertility. The proportion of adstents who seek abortion has been increasing,
especially among younger adolescents (15-17ye@rs)d, 2010). About 10.0% of pregnancies
each year occur among teenagers. UNFPA, (2009)tezpthat 10-14% of young unmarried



women around the world have unwanted pregnanciégaeast 2.0- 4.4 million abortions occur
among adolescent women in developing countries gaah

Adolescents may more often delay seeking carelfortn-related complications due to lack of
transportation, lack of knowledge about where psbrtion care can be obtained, fears of
censure from their parents and health-care prosjdear of legal repercussions, or lack of
money to pay for services (IPAS, 2004). Unsafertato is one of the leading causes of
maternal morbidity and mortality in Ethiopia. Neadne third of pregnancy related deaths are
caused by the complications of unsafe abortiondi8tuhave shown that unsafe illegal abortion
is most prevalent among single women, teenagewdests, and factory workers (Population
counseling briefing paper, 2004).

STl and HIV /AIDS

Biologically, the immature reproductive and immusystems of adolescent girls translate to
increased susceptibility to STIs and HIV transnussipregnancy and delivery for those with
incomplete body growth exposes them to problemisateless common in adult women. Many
societal issues also contribute to risks for ad@ets (Prof. Linda, Prof. Renee, Jane, & Vinit,
2007).

New data suggest over 7,000 new infections peratagng those 15- to 24-years-old in sub-
Saharan Africa. Nonetheless, in Malawi, nine oul@fteenage boys, (50 percent of who report
at least one casual sex partner in the past yeat)ifvulnerable to HIV (UNFPA, 1998).
According to the 2011 Ethiopian Demographic andlthegurvey Among sexually active youth
aged 15-19 years, women and men who were testeHfortest were only 24% and 27%
respectively.

HIV/AIDS and SRH Situation among adolescent and yaihn

Most youths face greater reproductive health riglen adults for many reasons, including
involving in activities with greater risks such laaving unprotected sex, unwanted pregnancy,
childbearing at early age, greater vulnerabilitysexual pressure, coercion and exploitation,
unsafe abortion and suffer the complications itaggegrs (UNFPA, 2004). In addition, the
adolescents don'’t receive adequate informationsandces on reproductive health. With regard
to HIV/AIDS, only a fraction of them know they amefected with HIV along with increased

exposure to STIs and unintended pregnancy. Thigtgih has made the problems associated
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with adolescent reproductive health serious and ptexnlike social stigmas, conflicts with
family, and higher risk to unsafe abortions (UNICEMAIDS & WHO, 2002). In addition,
even if services are available they don't utiliberh. Stigma, service costs, and provider bias
pose formidable barriers to Ethiopian young peaphaility to access HIV/AIDS and sexual
reproductive health (SRH) services (IFHP, 2012).

About three in ten unmarried adolescent women ib-Saharan Africa have ever had sex.
Adolescent women in the developing world had ammetged 14.3 million births in 2008. Of
these births, five million was occurred in Sub-SahaAfrica and each year, adolescent women
account for 16% of all births in Sub-Saharan AfritaSub-Saharan Africa, slightly more than
half of all people living with HIV are women andrlgiand young women aged 15-24 years are
as much as eight times more likely than men to bépdsitive. Since most of these pregnancies
and sexual activities are expected to be un-shé&yvtinerability of youth and adolescents to
HIV is unquestionable. Many young women report ttegtir first sexual experience was not
consensual with considerable health implication8/(HNIDS and SRH Minimum Package for
Youth Centers in Ethiopia, (MINISTRY OF WOMEN, CHIREN AND YOUTH AFFAIRS,
Federal HIV/AIDS Prevention and Control Office Mitry of Health, 2013

INFORMATION SOURCE ON ADOLESCENT REPRODUCTIVE HEALT H

The most critical element in creating a safe angpettive environment is to engage adults as
positive actors in young people’s lives. Little dadone to improve the sexual and reproductive
health of adolescents without support of adultsrédwer, when they are surveyed many parents
and young people alike reported that they prefeerga to be the main source of adolescents
information about sexuality and RH (Hughes & Mc@au11998). Most adolescents reported
that they felt it is culturally shameful to discuasout physical and psychological changes during
adolescence with adults (Senderowitz, Taffa, Himafdesalegn, 1999). The large proportion
of respondents, 46% of males and 39% of femaledNigeria said their source of such
information was friends and schoolmate (Senderowi®®9). The second most common source
of informationwas the mass media. Reports of most adolescenturkes in Ethiopia revealed
that the mostommon source of information on HIV/ AIDS was thedia (Tadesse, Gudufa &
Mengistu, 1996, Regina, Mohamed, & Michael, 1998Hane, 2000).
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It is an accepted fact that social horms shapebdavior and attitude of young people about
appropriate sexual activity. It has been said;\antp but firm environment that encourages a
gradually increasing degree of independence wildbaelf-esteem in the adolescent. However,
with neither the guidance of traditional culturdse information to make educated choices, nor
the facilities for reproductive health servicespladcents are left on their own. They often
experiment with their sexuality sometimes with indiae disastrous results (The Center for

Development and Population Activities, 1998).

2.3 Access and Utilization of Services

In developing countries, among married women wh® H5—19 years old, only 17 percent
practice family planning methods currently, and aghainmarried sexually active adolescents,
the use of contraception is believed to be everetaiirby, 1994).1n many countries in sub-
Saharan Africa, young people encounter significabistacles to receiving sexual and
reproductive health services and lack access tsghaces they need to protect themselves from
HIV, other STIs and unwanted pregnancy (James-&r&f02).

Study conducted on the reproductive health knovdeddtitude and practice of high school
students in Bahir Dar, Ethiopia. It revealed tha¢ students had high level knowledge of
contraceptives and where to obtain contraceptivaces; however, level of use was low. Some
of the reasons given for not using contraceptinekide lack of access to services, carelessness,
unplanned sexual intercourse and pressure fromaseattner (Kibret, 2003).

Another study conducted on adolescent health seutiization pattern and preference in Addis
Ababa indicated that the existing health servicesewnot fully accessible, affordable and
acceptable to adolescents. It also indicated thaleacents prefer to consult either peers or suffer

in silence when they face reproductive health misl (Frehiwot, Yemane & Mesganaw, 2005).

2.4 Adolescent Reproductive Health service preferees

Youth friendly health services can be free standihgics or attached to existing clinics or
recreational facilities. Ideally, they provide dl fiange of services and information to the youth.
The services are provided under a setup where pe@oplwelcoming, confidentiality is ensured,

and services are conveniently located and affoed@iz-Hasab Research Center, 2002).
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In many countries in sub-Saharan Africa, Evidenoeadolescents’ health-seeking behavior is
scant—we know very little about the sequence gissteat adolescents take in trying to get help
for a health problem, especially problems like Shit are often stigmatized. What we do know
is that although young people have reproductivdtineseds, many rarely use clinic services
and tend to use more informal sources of care (§ameore, 2002).

In Ethiopia young people get medical care through network of health institutions in the
Country (Children and Youth Affairs OrganizationthBpian youth basic challenges and
prospects, 1995 A.A.). Young people in Ethiopiadisadvantaged relative to older, in their lack
of access to information and services for theiradpctive needs because of the absence of
youth friendly service delivery system (Miz-HasalesRarch Center, 2002). Another study
conducted on adolescent health service utilizapattern and preference in Addis Ababa
indicated that adolescents prefer to consult eifiemrs or suffer in silence when they face

reproductive health problems (Frehiwot, Yemane &byaaw, 2005).

13



Chapter Three: Methodology of the Study
3.1.Design of the Study

A descriptive cross- sectional community basedystuds employed to assess Adolescent girl's
reproductive health problems and their serviceguegice and utilization. In this research the
guestionnaire was adapted from different litereguesd used to the target population and
structured and open/closed ended interview was radtaied. In addition to this, FGD/focus

group discussion/ was conducted with the targatgso

3.2.Back ground description of the study Area

The study was conducted in Oromia region, Adamantémom April 2014 to July 2014. The
town is located in the rift valley region, 100 Krase of capital city. Administratively the town is
divided in to 14 local administrative units callédbeles. The total number of population of the
town estimated as of 2007 CSA report 299,216 (2005 EFY) of which Male are
148,060(49.5%) and Females are 151,156 (50.5%panaf the total population the number of
young people accounts 30%. It shares boundarids Adbma & Boset Woreda in the East &
North West, Adama & Lume Woreda also in the sousitwe

The total land area estimated was about 13,000aHeciThe city had diverse topographic
features that range from one of the part of riftexaareas and now a day it is becoming a site of
attraction for many people in an assumption thas ia place to find business opportunities.
Geographically the altitude varies from 1590-170t&re The annual average rainfall is about
838 ml. The annual mean temperature of the citgearirom 14 to 36c with mean temperature
of 22°.

The majority of the populations are Merchants, Wwhidepend on subsistence daily &
governmental workers. The city government has beglementing comprehensive economic
reform programs over the last 20 years majority$ieg on social and economic infrastructure.
Accordingly, capital budget allocations to the iealector have reached Birr 4,561,495 in 2003
EFY. The health infrastructures available in thy @re 1 hospital, 4 health centers, which are
owned by the government. Moreover, the city haog@phals, 2 health centers 38 Medium &
Higher Clinic owned by other governmental, non-gomeental and private organizations.The
potential health service coverage of the city inmte of health centers are 60% by 2003 EFY.
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Currently, there are 98 health professionals otatkgories in office &Health centre. Ninety six
urban health extension professionals & thirteenestpors are providing health care services
(CSA, 2007)

3.3 Study population

The proportion of young people constitute 30% & tbtal population, therefore, the required
study population from all high school adolescemt giudents was identified based on the
sampling unit produced from each clustered higlosish according to probability-proportionate
to size.

3.4 The sample size determination

Total population size of the town clustered highat students wa%,595 From this target
population the required sample size had taken douwpto the size of population in each high
school. Sample size was determined using the f@rwulsingle population proportion, and the
following assumptions were made. Significance lefe®5% (x=0.05) and 5 percent margin of
error was taken. Since the previous prevalencaloleacent reproductive health problems and
service preference and utilization of adolescerih wmphasis to reproductive health was not
known, in the study area, 50% prevalence was taketain sufficiently large sample size, and
10% was added to compensate for non response.ahdb#23, high school Adolescent girls

were needed.

3.5 Sample and Sampling Procedure

A total of nineteen (19) High schools in Adama toweare grouped into three clusters of each
two and one consisting respectively three and fugh schools based on their geographical
location and neighborhood. Then, from each clusiggn school was selected randomly making a
total of three high schools and then respondemnts fclass category {9and 1) and class
sections was selected through by giving equal ahamd simple random methods. The total
number of the target population was taken fromttven education office. The sample size for
the study, 423 was divided and allocated to eacth®fselected high school according to the
principle of probability proportional to size. Thiseans high schools that had large number of

adolescents, based on the measure of size, andivessgreater probabilities.
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3.6. Data Collection Instrument

Instruments used for data collections were questdma and focus group discussion (FGD).
Questionnaire was developed from different literaguand used to study the target groups. Most
of the items in the interview schedule were strierfuas close ended questions; few questions
were open ended. Questionnaire that investigategtta socio-demographic, adolescent girl
student’s sexual and reproductive problems, seryioeference and utilization with both
gualitative and quantitative type of studipcus Group Discussion (FGD) was conducted using an

interview guide. It was also facilitated by thegacher.

3.7 Data Collector Recruitment and Training

Data collectors was recruited based on the follgwgeneral criteria; 12th grade completed and
above, unmarried age of 20 years and above, phiysitaand those who had had experience in
data collection and fluent in both Amharic and Atanmo. Based on these criteria Three female
interviewers was selected. | myself was carried sufiervisor role. A thorough training was
given to the interviewers for two days before thmetgst and for one day after the pretest. The
training was included discussing the questions lmnene, briefing on the general objective of
the study, discussing about the general technighiesterviewing and how to approach the
respondents, how to keep confidentiality and pivand how to keep close supervision using
the prepared guidance and check list. The Intemiswere given an interview guide prepared
in Amharic and Oromifa. Data was collected usingigtired questionnaire. A Supervisor
supervised three pairs of data collectors. He tinginty checked the activity of data collectors,
by taking a sample they were counterchecking hatosls, and each night he checked all the
guestionnaires filled, for completion, clarity aobper identification of the respondents.

For FGD, Two paramedical, who had had experiencginmlar research, was selected. A two
day orientation and practical exercise was carmed at special Zone Education office
compound. Three focus group discussions were damwigt in selected three high school
compound. Every discussion was tape recorded nahiss all issues discussed and finally

transcribed.
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3.8 Methods of data analysis and interpretation

Data was coded, entered and finally analyzed usaigntific calculators and also presented
through narration and tabulation. After the datarev cleaned frequency distributions,
percentages and using correlation (odds ratio @&% confidence interval) was calculated to
ascertain the association between dependent aadendent variables as appropriate.

3.9 Variables

Dependant variable;
* Major Adolescent girls SRH problems and their svpreference and
utilization
Independent variables:

» Socio demographic factors /sex, age, educational/le

3.10 Ethical considerations

During the interview, maximum effort was made tegrivacy of respondents and explained to
them the purpose of the survey to give us theiniopi what they feel. Data was collected on
prior approval of the respondents or after obtgjnerbal consent from participants before

preceding the interview. Those who were not williagarticipate were given the right to do so.
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CHAPTER FOUR: RESULT OF THE STUDY

4.1 Socio - Demographic Characteristics of the stydParticipants

A total of 423 adolescents participated in the gtwdth 100% response rate. The mean age of
the study population was 17.45 years with standindation of 4.5122. The majority of the
respondents were not married and Christians 4148%8)7 and 375 (88.7%) respectively,
followed by Muslim, (11.3%)two hundred sixty seven (63.1%) were living witleithparents
(father and mothers) while 115 (27.2%) were livingh mothers only. The majority of the
respondents were family dependant 324 (76.6%). Aleaghty one (82%) of who had own
income, their current source of income is theirepgsand average range of daily income of
them was b/n 10 to 20 bifsee Appendix A).

4.2.Magnitude of selected reproductive health problemand
Concerning Reproductive Health Service Practice

Out of 423 clients 264 had boy friend; the averagege educational level of having boy friend
was Grade7 to 10. Out of the 423 respondents, 38%) reported to have practiced premarital
sexual activity in the past. The mean age at $iestual intercourse was 16.88(808 SD) years.
The minimum and maximum age at first sexual interse for respondents was 14 and 18 years
respectively.

The main reason for first sexual encounter inclutbgsinterest’ 54 (32.7%), 38(23%) peer
pressure, 37(22.4%) cheated, 9(5.4%) rape (foroedot so), 27(16.36%) didn't knows7
(34.5%) Of respondents had practiced protected $egual intercourse and the rest was not.
Among respondents who have practiced first sexowréourse, 74 (44.8%) of the faced
unwanted pregnancy, 18(10.9%) unwanted pregnancly defaulted school, 7(4.2%) STI
66(40%) nothing faced (Table 1).
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Table: 1 Reproductive Health Problems

Frequency Percent
Ever had sexual intercour
- Yes 165 39
- No 258 61
How the first intercourse take ple
Interest 54 32.7
peer pressur 38 23
Cheatec 37 22.L
Rapt 9 54
didn’t know 27 16.3¢
Respondents had practiced protected first se
intercourse,
- Yes 57 34.5
- No 108 65.5
Consequences of first intercoul 74 44 4
- unwanted pregnhancy
18 10.9
- unwanted pregnancy and defaulted schoq - 4.9
- nothing faced 66 A;O
- STI

Of 165 respondents who have practiced premaritaladentercourse in last one year, 119 (72%)
of the respondents reported that they had sextaicourse with one partner. 28 (17%) and 9
(5.5%) have sexual practice with two and threenaastrespectively. One respondent had sexual
practice with foumpartners, 9(5.5%) respondents do not rememberhvath much partners they
had sexual practices.

Of 165 respondents who have practiced premaritaladentercourse, 68 (41.2%) of respondents
used modern contraceptives method and 97 (58.88@ati use the methods. 137 (83%) did not

use condom and 28 (17%) had used in their resgnbkmtercourse (Table 2).
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Table 2: Usage of Modern Contraceptive andondomwas Assessed As Follows

F %

Have you ever used modern l.yes| 68 41.2
contraceptives?

2.No | 97 58.8

Have you used condom in your resent 1.yes| 28 17
sexual intercourse?

2.No| 137 | 83

Among 423 respondents, 7 (1.65%) of them had fdbedproblems of sexually transmitted
diseases. 92 (21.7%) of respondents had ever bbegngnt, among them pregnancy get ended
with 83 (90%) abortion and 9 (10%) Preterm. The mage of pregnancy was 17.68(627).

The minimum age of pregnancy was 15 years and thémum was 19 yeaf3 able 3).
Table 3: the Issue of Pregnancy and had sexually &nsmitted Infections

could be seen as Follows

f %
Have you ever been pregnant? l.yes 92 21.7
2.No 331 78.3
Have you ever had sexually 1.yes 7 1.7
transmitted infections?
2.No 320 75.6
3.don’t 96 22.7
know
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4.3 Factors Influencing Utilization of RH service anong Adolescent

girls

Out of 423 participants, 266 (62.9%) of them reparthat the existing health institutions were

not convenient to the secret use of adolescentsdaptive health service and also 348(82.2%)

were not welcoming them when they need the seryitaisle 4).

Table 4: Accessibility Issue

you need the services?

F %

Do the existing health 1.yes 62 14.6
institutionsconvenient to the

2. No 266 62.9
secret use of adolescents’
reproductive health servic&® 3. Ido not 95 22.5

know
Do the existing health 1.yes 75 17.7
institutions welcome you whe

2.No 348 82.3

Among the common obstacles that prevent adolesdemms getting clinical and counseling

services in the existing health institutions werangrily health professionals are Judgmental

towards Adolescent RH needs 139 (32.8%) in thst faink, long waiting time for service 55

(13%) in the second rank and the rest obstaclegiomed by the respondents accounts the

remaining parentage (Table 5).
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Table 5: possible factor thatare not well comingfor Adolescent Accessing RH
Services

frequenc Percentac
1. Too far health institutiol 9 2.1%
2. Toc expensive servic 9 2.1%
3. lack of confidentialit 9 2.1%
4. Health professionals a 139 32.9%
Judgmental towards Adolescent R}
needs
5. Too much waiting time to gettl | 55 13%
service
6. Inconveniency of service delive | 28 6.6%
7. Fear of bing seen by parents 9 2.1%
others who know them
8. Adolescents get embarrasse 36 8.5%
needing reproductive health servics
9. Inconveniency of service delive | 27 6.3%
time
10. | Don't know 27 6.3%

4.4, Preference and utilization of Health Service
107 (25.3%) and 100 (23.6%) of respondents repadt@cthey thought better place for provision
of SRH Services at public health institutions amt/gie clinics respectively258 (60.9%)

respondents responded that utilizing the existieglth institution for their reproductive health
need but the rest 165 (39.1%) was not (Table 6).
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Table 6: Better Institutions for RH Services suggdsd by respondents’

frequency | Percentagr

1. Government health institu 107 25.5
2. Government outh center 19 4.4¢
3. Private health institut 10C 23.¢
4. Ethiopia Family Guidanc 42 9.¢
Association clinics

5. School Clinics 15 3.5¢
6. merry stog 24 5.67
7. Other Specil 25 5.91

4+ Health extension workers

4+ | do not knov 27 6.3¢

+ Multiple institutions 64 15.1¢

While assessing health institutions preferencedafiescents for RH services, 222 (52.4%) of
respondents preferred to be seen at public headtitutions, 174 (41.1%) preferred at private

health institutions and the rest did not know tipeeference for RH services (Table 7).
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Table 7: Institutions preferred For RH Services

As T* Rank

Frequency %

1. Government health institu 157 37.1
2. Government youth clinic 65 15.2
3. Private health institut 81 19.1
4, Ethiopa Family Guidance Association clin 49 11t
5. by none licensed provid 0 -

6. Other Specil
- Merry stopes clinic 44 10.4

- do not know their preference 27 6.3

As stated in Table (8205 (48.5%) of respondents preferred reproducteedth services to be
rearranged in health institute that arranged fool@sicent reproductive health as the first options,
138 (32.6%) by expanding Adolescent reproductivatheservices in youth center in the second
rank. 33 (7.8%) and 26 (6.2%) preferred to be Witihie existing health institution as it is and
within the existing health institution having itsvio Adolescent reproductive health service
rooms and private clinics respectively. while ogh2i(4.9%) preferred private clinics and said
no need to give special attention for services.

24



Table 8: Ways of Adolescent reproductive health service toebrearranged

Frequency Percen
Within the existing health institution as i
26 6.2
No need to give special attent
7 1.6
Within the exiting health institution havin
its own Adolescent reproductive health 33 7.8
service rooms.
In health institute that arranged
Adolescent reproductive health 205 48.5
By expanding Adolescent reproducti
138
32.6
health services in youth center
Specify. Private clinics 14 3.2

Majority 207 (48.9%) the adolescents had reportedt tthey prefer health services for

adolescents to be delivered in the usual healttitutes working hours. About 111(26.3%) of

them reported that they preferred in the hours wbier users are not around. The rest 69

(16.3%) and 36 (8.5%) was preferred both (in thealiealth institute working hours working

hours and on the special hours when other usersararound) and at weekends respectively.

As stated in Table 9.
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Table 9: Convenient time of the day for adolesceritealth service provision

S.no Frequency |Percent
1 In the usual health institute working hours 207 48.9
2 In the hours when other users are not around 111 26.3
3 Other specify 69 16.3

* both in the usual health institute
working hours working hours and o
the special hours when other users|
not around

* at weekends

36 8.5

173 (40.9%) preferred the place where low costeztment is provided. About 149 (35.2%) and
101 (23.9%) responded that they prefer free trestsrereas and at usual rate respectively (Table
10).

Table 10Service fees for Adolescent

S.no
Frequency Percent

1 |Atusual rate

101 23.9
2 |With discount for Adolescents

173 40.9
3 Free of charge

149 35.2
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Regarding the location of health service institasiothe majority of the respondents 306 (72.3%)

preferred at the center of the city, 81(19.2%) ¢nrefd anywhere out of resident area, the rest 27

(6.4%) and 9 (2.1%) preferred at one end of thentewd near to their residence respectively

(Table 11).

Table 11Location for Adolescentreproductive health services

S.no
Frequency Percent
1  |Anywhere out of resident area
81 19.2
2 In the center of the town
306 72.3
3 At one end of the town
27 6.4
4 Other specify 9
* Near to their residence 2.1

Regarding the professionals who served the adalgestiee majority of the respondents 166

(39.3%) preferred young provider of the any seMoweed by 157 (37.1%) preferred young

provider of same sex. 91 (21.5%) and 9 (2.1) preteadult provider of the same sex and any

provider respectivelyl{able 12)

Table 12health provider for Adolescentreproductive health services

S.no
Frequency Percent
1 Young provider of the same sex 157 37.1
2  |Young provider of any sex 166 39.3
3 Adult provider of the same sex 91 21.5
4 Any provider could be 9 2.1
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As mentioned in Table 13, When preference was sgddsy service frequency, the majority 147
(34.8%) of the adolescents had reported IEC/BC@icrin the first rank, then counseling

service which was about 92 (21.8%) in the secomd @nd 79 (18.7%) of the respondents
responded that they preferred frequently HIV sawicThe rest 56 (13.2%), 28 (6.6%) and 21
(4.9%) responded contraceptive services, STI sesvand did not have knowledge about RH

services respectively.

Table 13: Preference by Service Frequency

frequency percent

1. Information education and communication (IEC) | 147 34.8
&Behavioral change Communication (BCC).

2. Counseling service 92 21.8

3. HIV services 79 18.7

4. contraceptive services 56 13.2

4. STI diagnosis and treatment 28 6.6

5. 1 do not know 21 4.9

Part 4.5 Sources of information of adolescent girlon SRH and

available services
As it was indicated in Table 14: 336 (79.4%) ofpasdents responded that they know what

reproductive health means, Among 79.4% respondentsknows what reproductive health is,
106 of them responded as RH means family plan@ifigesponded it is marital and child health,
and 84 respondents said it is known about sextralhsmitted \infections/STIs/HIV/AIDS & 49

of them responded it is access to health informadind service.
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296 (69.9%) and 406 (95.9%) have information howtdrminate unwanted pregnancy and
regarding sexually transmitted infections and HINDA respectively. The chi-square test also
indicates that there is statistically significanffetence between who gets the information and
not.

Table 14: Knowledge of Reproductive Health

F %

Do you know what reproductive l.yes 336 79.4
health (RH) means?

2. No 87 20.6
Do you have any information how to 1.yes 296 69.9
terminate unwanted pregnancy?

2.No 127 30.1
Do you know any information l.yes 406 95.9
regarding sexually transmitted
infections and HIV/AIDS? 2.No 17 4.1

Major source of information concerning reproducthealth was mass media in the first rank as
well as in the second rank which was about 15718y and 107 (25.3%) respectively. The third

source of information was posters and pamphletsiwisi 110 (26%)(Table 15).
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Table 15: Source of Information on Reproductive Hekth in Rank (RH)

Your major source of information Rank

Concerning reproductive health? 15t ond 3d

1. My parents 20 (4.7%) 27(6.4%) 18(4.2%)
2. Friends /peers 39 (9.2%) | 59(13.9%) | 31(7.3%)

3. Mass media 157(37.1%) | 107(25.3%) | 90(21.2%)
4. Posters and pamphlets 105 (24.8 69(16.3%) 110(26%)
5. Partner/ husband wife 9 (2.1%) 49(11.6%) 19(4.5%)
6. Religious leaders 8 (1.9%) 14(3.3%) 28(6.6%)
7. Health professionals 56 (13.2% 71(16.7% 9943
8. school 29 (6.8%) | 27(6.4%) 28(6.6)

Regarding the major source of information how tanieate unwanted pregnancy the majority of

the respondents among 423 clients 34.2% of thenfrgot Posters and pamphlets in the first

rank followed by 24.5%, friends and peers in thmesaiank, secondly 50.1% from mass media

and 17.2% Friends /peers, then 21.5% in the tlin# from health professionals (Table 16).
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Table 16: Source of Information on Unwanted Pregnacy in Rank

Your major source of information Rank

Concerning how to terminate

unwanted pregnancy? 13 ond 3d

1. My parents 5(1.2%) 11(2.6%) 46(10.8%)
2. Friends /peers 104(24.5%) | 73(17.2%) 77(18.2%)
3. Mass media 56(13.2%) | 212(50.1%) 60(14.2%)

4. Posters and pamphlets 145(34.2{ 7(1.6%) 53(12.5%)
5. Health professionals 31(7.3%) | 9(2.1%) 91(21.5%)
6. Religious leaders 50 (11.8% 22(5.2%) 20(4.7%
7. Partner/ husband wife 14(3.3%) 51(12%) 12(2.8%)
8.School 18(4.2%) | 38(8.9%) 64(15.1

0)

From Table 17 the major source of information rdgay STI/HIV/AIDS was mass media

144(34%) in the first rank followed by 142(33.5%)psters and pamphlets in the same rank,

secondly 167 (39.5%) from School and 102 (24.1%mfrPosters and pamphlets, then

145(34.2%) in the third rank again from mass media.
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Table 17: Source of Information on STI/HIV/AIDS

Your major source of information Rank
on STI/HIV/AIDS.

1° 2 3¢
1. My parents 46(10.8%) | 17(4%) 71(16.7%)
2. Friends /peers 20(4.7%) | 17(4%) 46(10.8%)
3. Mass media 144(34%) | 57(13.4%) | 145(34.2%)
4. Posters and pamphlets 142(33.5%002(24.1%) | 8(1.9%)
5. Health workers 8(1.9%) 37(8.7%) 68(16%)
6. Religious leaders 22(5.2%) 15(3.5%) 53(12.5%)
7. Partner/ husband wife 4(.9%) 11(2.6%) 11(2.6%)
8.School 37(8.4%) 167(39.4%) 21(4.9%)

In general in all cases the source of informatiddsinded mostly in two sources among clients

M,

who responded “we know what RH means”, “we gotiinfation on how to terminate unwanted

pregnancy” and “information regarding STI/HIV/AIDSSuch as mass media & posters and

pamphlets, in fact the contribution of friends/gednealth professionals and school are also

significant.
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CHAPTER FIVE

5.1 DISCUSSION OF FINDINGS

This study assessethajor reproductive health problems, service prefezeand Utilization
among high school adolescent girl students in Addaown The mean age of the study
population was 17.45 years with standard deviawdn4.5122. The distribution of socio
demographic characteristics of the study populat@s that, the majority of the respondents
were not married and Christians and respectiveilowed by Muslim. Greater than sixty
percent of the respondents wéawng with their parents (father and mothers) wehihe rest were
living with mothers only, father only, relatives caralone by renting houses. As the above
analysis result indicated, the majority of the jggrants was not married adolescents and was on
the age of sexually active behavior and also trexaage range educational level of having boy
friend was Grade 7 to 10, this supports the faat they were more vulnerable to RH problems.
Hence, its implication is that more and more atiigi have to be done, especially on
empowering adolescent girls regarding their repctide health rights and ensuring the
accessibility of services.

Based on the assessment made on reproductive hpealtlems,Out of the 423 respondents,
39% reported to have practiced premarital sexuVigcin the past. The mean age at first
sexual intercourse was 16.88(808 SD) yearsRelated studies conducted in different parts of
the country showed that Ethiopia the median age at which women age 28 first had sexual
intercourse is 16. (Aklilu, Hailom, & Gouindasan®)02). Another study conductedNazareth

high schools have showed that 24% of respondergertezl having experienced sexual
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intercourse, with 60% reported having had thestfsexual experiences between the ages of 15
and 16 years (Tadelle, 2000).

This indicates that the age of sexual debut is wanyy and the complication of reproductive
health problems is also at large with this age.ddethis implies that things should be done on
awareness creation and behavioral change commiamcaterventions as well as developing
and executing structural interventions specificaltythese age groups.

In this study, out Of respondents who have pradtigemarital sexual intercourse, more than
eighty percent of them did not uddore than 50% of the sexually active groups belithet
their first intercourses were unsafe (not used oamq and the occurrences of unwanted
pregnancies, among them pregnancy get ended withtiaip, were due to unsafe sexual
practices.

Similarly, out of respondents who have practiced premarital seiatcourse few of them
reported they were using modern contraceptive naisthalthough they were know what modern
contraceptives mean. This indicates that only haff the clients were using modern
contraceptives among who knew what modern conttagemeans. This can be interpreted in
different ways. Some of them did not get contrageptat the time of the sexual intercourse;
some of them may feel ashamed of asking for théraoeptives, some of them may not know
where to get the methods and some of them did ele#ve pregnancy occurs with one contact.
Finally with one or two different reasons mentioradxbve, they can be the victims of unwanted
pregnancy.

In Ethiopia, a study conducted among high schaadlestts in Addis Ababa revealed that only

43.2% of the sexually active ones knew about condortheir first coital encounter and a small
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proportion, 17.6% of them used it on their firskis@ encounter (Eshetu, David, & Kebede,
1997).

Similar studies conducted in northwest Ethiopiantcaceptive prevalence in Dembia District
revealed that 49% of sexually active adolescengsvkane or two contraceptive method and 30
% having ever used the methods (Kebede, 2006)oAdth the majority of the respondents know
what modern contraceptive means, making use ofag wery low, especially during the first
sexual contact. 54% of pregnancies to girls unterage of 16 years are unwanted (EDHS,
2011).

The above mentioned reproductive health problemsevadso discussed by Focus Group
Discussion (FGD) participants as follows. They dedi reproductive health as family planning,
Sexuality, pregnancy and abortion related issuksy vere also defined as unwanted pregnancy
due to unsafe sex resulting unsafe abortion. MésE®D participants have declared that
adolescent girls aged 13-18 years are suffer frepnoductive health problems and are more
affected. Males influence females in worsening @dpctive health problems. Rural adolescent
girl’'s coming to the town for educational purposes easily cheated by Males who may have
multiple sexual partners.

They were also stated reasons for the occurrentcespooductive health problems are being
cheated by men because they are economically depeacdmpared with male and failing to use
contraceptives. The best Solutions for the aboeblpms stated as educating and empowering
adolescent girls to exercise their RH rights. Pardrave to openly discuss about reproductive
health issues with their adolescent children’s &l wlso adolescents with peer groups. Mass
media has to give special attention for adolesceptoductive health issues and it should be

included in formal education curriculum specifigadtarting from secondary school.
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Factors that influence utilization of RH servicegres assessed as follows. Regarding the
accessibility issue, most of the respondents repditat the existing health institutions in their
locality were not welcoming and convenient for thesspectively, when they need the services.
Among the common obstacles that prevent adoles@éemsgetting RH services in the existing
health institutions were primarily healths professils are Judgmental towards Adolescent RH
needs in the first rank, long waiting time for seevin the second rank and the rest obstacles
mentioned by the respondents accounts the remapangntage. This indicates that adolescent
reproductive health problems are not only resultech non use of the existing RH services by
the respondents, but also the existence of vabausers mentioned above. A study conducted
on adolescent health service utilization patterth preference in Addis Ababa indicated that the
existing health services were not fully accessilaordable and acceptable to adolescents
(Frehiwot, Yemane & Mesganaw, 2005).

An assessment of the preference of adolescent degtive health service revealed that,
regardinghealth institutions preference of adolescents flr Srvices, half of the respondents
were preferred to be seen at public health ingiitstas primary choice. However, others were
also suggested the services to be rearranged iiic postitutions that arranged for adolescent
reproductive health. Respondent’s prior preferredng provider of the any sefgllowed by
preferred young provider of same s&milarly as it was also underlined in FGDs, thganty

of participants suggested young professionalsehtiy sex.

Further over, majority of respondents prefer serweith special discount for adolescents,
followed by service fee for adolescents to be fiRegarding the location of health service
institutions, majority of the respondents prefera¢dhe center of the city, hence proximity issue

was also another factor that influences the pratereand utilization of the services. One third of
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the adolescents had preferred that IEC/BCC senvidde first rank, followed by counseling
service, HIV services, contraceptive services ahdds8rvices. As it was stated in the FGDs, RH
service preference of the adolescents was not magtebith existing situations, so this creates a
great impact on preference and utilization of thevises. Thus, this implied that there should be
rearrangements of the service delivery locationsl @ervice packages, which includes
appropriate RH service, service fee and serviceigeos, convenient service time etc, with
special focus in the future.

The above issue of preference and utilization ef glrvices similarly it was supported by the
focus group discussions sessions conducted witkR@&i2 groups. It was reported that among the
existing youth centers in the city, only few govaent and FGAEs youth center was providing
youth friendly services. The government youth centeere not rendering the full package of
RH services, since they were not well organized lie necessary materials and not assigned
professionals as per the national standarfise FGD groups concluded that; similarly
insufficiency of currently existing youth centerene well discussed and this few numbers of
youth centers in Adama city limits accessibility f®RH services. Preference and utilization of
RH service among adolescents ensured by estalgishore stand alone youth centers and
strengthening the activities of existing youth eestinters of trained professionals and necessary
material. Provision of non RH activities like phsai and mental trauma management can
strengthen accessibility.

Regarding the source of information on reproductinealth, mest respondents know what
reproductive health means. Their sources of infdonavere in the first rank as well as in the
second rank were mass media, followed by postetpamphlets. Religious leaders and Partner/

husband wife were reported as the least sourag@ination. This report indicates the fact that,
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there is no open discussion between Religious feaated followers and among partners in most
of Ethiopian context. This implies that the isstieeproductive health problems is not regarded
as their concerns, although they are the victinthefroblems. Hence each community member
expected to give special attention to fight agdinstproblem starting from open discussion.

In case of unwanted pregnancies and STI/HIV/AID® third of respondentsave information
how to terminate unwanted pregnancy and also ntgjofithemhave information on sexually
transmitted infections and HIV/AIDS. The major smes of information on how to terminate
unwanted pregnancy were Posters and pamphletwididy friends/peers. With the help of
information from Posters and pamphlets, adolesagartsget the service they want from health
professionals. In the same table parents playete#fst role as the source of information on how
to terminate unwanted pregnancy. This indicate$ #umlescents did not discuss with their
parents about the issue.

Reports of most adolescent RH studies in Ethiopieealed that the mosbmmon source of
information on HIV/ AIDS was the media (Tadesse,d@a & Mengistu, 1996, & Regina,
Mohamed, & Michael, 1998, & Berhane, 2000)

This issue was discussed by FGD groups that pa@nteell as male partners should get
information about reproductive health issues, sihe&as one of the least sources of information
on unwanted pregnancy. The results indicated hleosved that, further awareness creation
programs needed on the least sources of informaRegarding information on STI/HIV/AIDS
mass media and Posters and pamphlets are the soajae of information but religious leaders
and partners are the two least sources. This camdrpreted as especially partners are the major
aggravating bodies of reproductive health probldrasause of the fact that, if there is no

discussion between the two, the problem will getsgoThe result also indicated that religious
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leaders were not playing adequate role as the soofdnformation. Religious leaders are
influential persons in the community; thereforeytltan make a difference, if they involved in
RH issues.

In general the source of information bounded mastliyvo ways among clients who responded
“we know what RH means”, “we got information on htmterminate unwanted pregnancy” and
“information regarding STI/HIV/AIDS”, such as massdia & posters and pamphlets, in fact
the contribution of friends/peers, health profesals, school, even Religious leaders, Partner/

husband wife, My parents are also significant.
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CHAPTER SIX
SUMMARY, CONCLUSIONS AND RECOMMENDATIONS

6.1 SUMMARY

As it has been mentioned on the statement of theysew research works has been done in
major towns by neglecting this study area. As diteres stated that adolescents face a range of
health problems, including those related to seandl reproductive health (SRH), substance use,
mental health, nutrition, violence and accidehrt8/ and maternal mortality are two of the most
important health problems for adolescents in dguelp countries. Therefore, this study tried to
investigate the magnitude of Adolescent reprodectiealth problem, service preference and
utilization, factors that affect usage and majourses of information about available SRH
service among high school female students in Adama.

The study were employed a descriptive cross- seticommunity based study. Based on
probability proportionate to the population sizeeaich high school clusters and simple random
methods was used to identify the study populatiout of targeted Adolescents’ aged 10-19, all
responded to the structured questionnaire. Ouh@f423 respondents, 165 (39%) reported to
have practiced premarital sexual activity in thetp&he mean age at first sexual intercourse was
16.86(43.808 SD) years. Among respondents who have peacficst sexual intercourse, 44.8%
of them faced unwanted pregnancy, 10.9% unwantegnancy and defaulted school. Ever use
of Modern Contraceptive was found to be 41.2% antbagexually active group, while condom
utilization at the recent intercourse was 17% amanglarried. Because of unsafe sexual
practice, Adolescents’ had history of unwanted peegy were ended with abortion and STDs

respectively in the last one year prior to thigigtu
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Regarding preference and utilization, the studyhébthat many adolescents were not served in
the existing health institutions for their reprotive health needs; those who have got access to it
complained that the existing health institution vsa$ welcoming when needing a service, the
reasons they were mentioned health professionaljudgmental towards adolescent RH needs
and prolonged waiting for the servicklajority of adolescents hagreferred that IEC/BCC
service, followed by counseling service, HIV seedccontraceptive services, STI services.
Regarding major source of information, this stuelyealed thah major source was mass media,
followed by posters and pamphlets. Religious lemded Partner/ husband wife were reported as
the least source of information. Because of lackanfess to adequate information about and not
using RH services, many Adolescents respondentsilstaty of sexual and reproductive health
problems were ended with different complicationsmaHly, based on the above findings, the

study concluded and also forwarded some recommiendatelow.
6.2 CONCLUSIONS

The study shows that even though adolescent @i sufficient information on reproductive
health issues, they are more vulnerable to diftereproductive health problems. The age at
having first sexual intercourse is very early amel ¢omplication of reproductive health problems
is also at large with this age. There is also a UbWzation of condom and other contraceptive
methods even after first sexual practices, whidddethem to unwanted pregnancy, unsafe
abortion and sexually transmitted infections/ HIIDS. This indicates that RH problems widely
exist and even increasing.

The result of the FGDs indicated that condom shbel@vailed in youth clubs and associations,

recreational areas, market places, schools, pgaliberings, different associations and work
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places in addition to well known sites sine it hagreat role on the reduction of the occurrence
of RH problems.

Regarding the preference and utilization issues réisult indicated that many adolescents were
not served in the existing health institutionsttogir reproductive health needs. Those who have
got access to it claimed that the existing healthtitutions were inconvenient and not
welcoming, professionals did not respect the clieamtd waiting too long were the obstacles
facing the adolescents. Although the majority of tlespondents have information about RH
services making use of it was very lo¥dditionally the existing health institutions didn’t provide
the RH services according to theeferenceof the target groups. Almost all of the respondent
suggested thaeed for rearrangement of Adolescengproductive health institutions separately.
Activities should be done on awareness creation bekavioral change communications

specifically on these age groups.
6.3 RECOMMENDATIONS

Reproductive health related problems are widelyeplet on Adama town high school
adolescent girl's students, no single governmeotahongovernmental organization can solve
this issue alone effectively unless like mindedkskmlders cooperated together. Therefore active
participation and coordination among different stiklders is mandatory. Every stakeholder has
their own contributions for the well being of thdadescent since the ultimate goal is to assure
quality, accessibility, fulfill preferences and nwvate utilization of adolescent reproductive
health services.

The local government has to consider the seriogsokthe issue and coordinate youth related
programs in the town and particularly the town tieathildren and women, youth and sport and

education sector offices has to take the lead dordination, provision of information on where
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to get and expansion of adolescent reproductivéthearvices. In addition they should mobilize
resources and lands to construct youth reproduat@rders and clinics, should invite NGOs
which is willing to work on youth reproductive pragns.

The government sector offices along with NGOs wland working on youth oriented programs
should participate in strengthening the activitisexisting youth centers, capacitating the
existing less functioning youth centers as welbeganizing and establishing additional youth
centers. As a result adolescent reproductive haalthices can be strengthened in government
youth centers. And also service delivery pointsusth@et emphasis in fulfilling the necessary
materials and man power in order to deliver thésfattory services with consideration of the
accessibility and affordability, service qualitydagouth friendliness, convenience of time and
comprehensiveness and continuum of care. Educatatgers and girls can reduce reproductive
health problems and changes the attitude of thietyolowards RH. Each government and non
government sector office has to discharge the& aold responsibilities as stated below,

» The Adama town youth & sport and health offices tire key stakeholder that
should take part on adolescent and youth reprocuttealth programs. They have
enough information on the issue, designed progtzasic facts on the adolescent
and youth RH in the city. Therefore, the RH prograould be improved through
establishment of networking and partnership witkerhinded organization to
address the target groups. The existing governraadt non government youth
centers in Adama, ideally provide comprehensiveayctive health services and
information to the youth such as Information anchownication/behavioral change
and communication on RH (IEC/BCC), Contraceptiomvises, management of

STIs/HIV/ AIDS, Comprehensive abortion care, colinge services, different
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recreational and reading services and capacitydipgiltrainings. The services are
provided under a setup where young people are watgp confidentiality is
ensured, and services are conveniently locatecafinctlable to address adolescent
reproductive health needs.

Emphasis should also be given on least informatmurces by designing programs
that supports promotional activities like awaremassing programs on RH issues by
the government, particularly religious leaderstens and parents.

The education sector office as a policy maker battdude sexual and reproductive
health issues in curriculum, since it is obviouattmost of adolescent age girls

found in school.
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Appendix A Socio-demographic profile/variable of the participats

Variables frequency percent
1. Age 14-18sears. Mean =16.86 & SD=3.808
2. What is your Educational status?
1. Grade 9 162 38
2. Grade 10 261 62
3. What is your current marital status?
1. Single 414 97.8
2. Married 9 2.1
4. What is your religion?
1. Orthodox 316 74.7
2. Catholic 9 2.1
3. Protestant 41 9.7
4. Muslim 48 114
5. Other (specify) - Johva 9 2.1
5. With whom do you live?
1 .With father and Mother 267 63.12
2 .With mother only 115 27.18
3 .With father only 5 1.1
4 With relatives 18 4.25
5. Other specify - alone by renting house 18 254
6. Are you currently having your own income?
1. Yes. 99 23.4
2. No 324 76.6
7. If youhave your own income, Where do you get your incol
1. My parents 81 19.14
2. My relatives 9 2.1
3. From fellowship 9 2.1
8. How much money do you get on average per day?
1. Less than five birr 9 2.1
2. b/n5to 10 birr 35 8.27
3. b/n 10 to 20 birr 37 8.74
4. Other specify 4.25
- Greater than 20 birr 18
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Appendix B
This is a questionnaire for assessment of Adolesaagirl’s reproductive health
problems, service preference and utilization amondnigh school students in

Adama town, Oromia region Ethiopia.

Introduction: | am Working asedatllector in this study that assess

Adolescent girls reproductive health problem andise preference and utilization among high
school students at Adama town, that to run by IGNOdpartment of Social work. On this
guestionnaire your name will not be written andn going to ask some questions that touch
personal life and secrets, in which all your ansnleapt completely confidential. In this study,
interview will be made to Adolescent girls who ateng high school courses and selected to be
interviewed. You do not have to answer any questtbat you do not want to answer; even you
may end this interview at any time you want too.wdwer, your honest answers to those
guestions will help us better understand Adolesgétis reproductive health problems, service
preference and utilization for developing strategand organizing future Adolescent health
service. We would greatly appreciate your trutl#ot keen participation in responding to this

guestionnaire.
Identification Number
1. Name high school 2. Kebele

3. Ketena 4. Date of interview

5. Interviewer name

Part I. Socio Demographic characteristics
1. How old were you at your last birthday

2. What is your current level of education?
3. What is your current marital status?

a. Unmarried

b. Married

c. Divorced

d. Widowed
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e. No answer
4. What is your religion?
a. Orthodox
b. Catholic
c. Protestant
d. Muslim
e. Other (specify)
5. To which ethnic group do you belong?
a. Oromo
b. Amhara
c. Tigirie
d. Gurage
e. Other specify
6. Whom do you live with?
. With father and Mother
. With mother only

. With relatives
. With friends

a
b
c. With father only
d
e
f. Alone by renting house

g. Other specify

7 .Are you currently having your own income?

a. Yes.
b. No.

8. If Yes, Where do you get your income?

a. My parents

b. My friends

c. My relatives

d. From fellowship.
e. If Others specify
f. No answer
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9. How much money do you get on average per day?
a. Less than five birr
b. b/n5 to 10 birr
c. b/n 10 to 20 birr
d. Other specify

Part Il. Magnitude of selected reproductive healthproblems and

Concerning Reproductive Health Service Practice

1. Do you have a Boy friend now?

aYes
b. No

2. What was your educational level while you are havig a boy friend?
a. Not attended School
b. Only reading and writing
c. Gradel1lto6
d. Grade7 to 10

e. Don't know

w

Have you ever had premarital sexual intercourse?
a. Yes
b. No

4. How old were your, when you had your first sexualritercourse?

5. How were you exposed to first sexual intercourse?
a. By my interest
b. By pear pressure
c. | was cheated
d. | was raped
e. On my marriage
f. Don’t known
6. Did your first sexual intercourse was protecteddid you used condom)?
a. Yes
b. No



c. Don’'t know
d. No response
7. Which of the following consequence you faced fromoyr first sexual exposure?
a. STDs
b. Pregnancy
c. School dropout
d. Nothing was happened
e. No response

8. How many sexual partners you have had in the lastne year?

9. Have you ever used any of modern contraceptives?
a. Yes
b. No
10.Have you used condom in your resent sexual intercoae?
a. Yes
b. No
11. Have you had any of STI symptoms during the last anyear?
a. Yes
b. No
12.1n your sexual relationship with any of your partner, have ever been pregnancy
happened?
a. Yes
b. No
13. If yes to question 13, how did the pregnancy get df
a. It was aborted
b. Preterm
c. Live birth
d. Don’'t know
14. Have you ever given birth?
a. Yes
b. No
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15. What was your age when you first gave a birth?
a. Ageinyear
b. Don’t know

c. No response
Part Ill. Factors Influencing Utilization of RH ser vice among
Adolescent girls

1. Do the existing Health Institutions are conveniento the secret use of adolescents
reproductive health service.

a. Yes
b. No
c. do not know
2. Do the existing health institutions are well comingvhen you need the service.
a. Yes
b. No
3. If No to Que. 2, please answer any of the followingossible factors.
a. Health institutions are located at far distance.
b. Fear of being seen by parents or others who knemth
c. Health professionals are Judgmental towards AdetgsRH needs
d. Lack of confidenttigl
e. Adolescents get amdissed at needing reproductive health service.
f. Inconveniency efgce delivery time
g. Health service feexpensive.
h. Long waiting tirfa service.

I. In consistencesefvice delivery
Part IV. Preference and utilization of Health Servce

1. In which of the following health institution do you think Adolescent reproductive
health service is given better?

a. Government health institute

b. Government youth clinics
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C.

d

e.

f.

Private health institute

. FGAE Clinics

School Clinics

Other Specify

2. Are you utilizing in the existing health institution for your reproductive health

need?

a
b

. Yes
. No

3. In which of the following health institutions do yau prefer to be served for your

reproductive health need?

a.

b
C
d.
e
f.

Government health institutions

. Government youth centers

Private
FGAE clinic

. by none licensed provider

Other specify

4. In which of the following way do you prefer Adolesent reproductive health service

to be rearranged?

a.
b.

C.

d.

e.

f.

Within the existing health institution as it is

No need to give special attention

Within the existing health institution having iteno Adolescent reproductive health
service rooms.

In health institute that arranged for Adolesceptoductive health

By expanding Adolescent reproductive health sesving/outh center

Other specify.

5.  Which time do you think it is convenient for Adolescent health service?

a.
b.

c. Other specify

In the usual health institute working hours

In the hours when other users are not around
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6. What do you prefer on service fees for Adolescent?
a. Atusual rate
b. With discount for Adolescents
c. Free of charge
d. Other specify

7. Whom do you prefer to be Adolescent reproductive hadth provider?
a. Young provider of the same sex
b. Young provider of any sex
c. Adult provider of the same sex
d. Any provider could be
e

. Other specify

8. Where do you prefer Adolescent health service to Hecated?
a. Anywhere out of resident area
b. In the center of the town
c. Atone end of the town

d. Other specify

9. What type of RH services do you preferred?
Specify
Part V. Sources of information of adolescent girlen SRH and

available services

1. Do you know what reproductive health (RH) means?
a. Yes
b. No

2. Do you have any information how to terminate unwangéd pregnancy?
a. Yes
b. No
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3.

4.

5.

Do you know any information regarding sexually trarsmitted infections and
HIV/AIDS?

a. Yes
b. No

What are your major sources of information concernng reproductive health?

1. My parents 5. Partner/ husband wife
2. Friends /peers 6. Religious leaders

3. Mass media 7. Health professionals
4. Posters and pamphlets 8. School

What are your major sources of information concernng how to terminate unwanted

pregnancy?

1. My parents 5. Partner/ husband wife
2. Friends /peers 6. Religious leaders

3. Mass media 7. Health professionals
4. Posters and pamphlets 8. School

Your major source of information on STI/HIV/AIDS.

1. My parents 5. Partner/ husband wife
2. Friends /peers 6. Religious leaders

3. Mass media 7. Health professionals
4. Posters and pamphlets 8. School
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Appendix B FGD Guide

Introduction
Good morning/good afternoon! Well come to our grdigzussion
My Nname iS-----------=-==-====-mmmnm-- and | work for --------------- & | come from
-------------------- . We are here today to discussout Adolescent reproductive health problems
and their service preferences and utilizationsr&@leeno right or wrong answers. All comments,
both positive and negative, are well come. We wdikkelto have many points of view. We want
this to be a group discussion, so you need notfaaine to call on you. In order not to miss any
points of the discussion, we will be using a tapeorder. Please, speak one at a time so that the
tape recorder can pick up everything. We would tikeconfirm to you that all your comments
are confidential and used for research purpose &fdyr names will not be recorded to protect
your confidentiality. Are you willing to participatin the discussion? If yes, thank you for your
willingness. 10 Specific research questions arenged under 4 major heading. These are
1) Problems associated with sexual characteristics
2) Attitude and practice of utilizing the existifigalth Institutions for RH need.
3) Matter related to RH and HIV /AIDS
1. Problems associated with sexual characteristics.
» Do you think problems associated with sexual charaeristic are a major health
problem of Adolescent or not? Why? How? Let discuss

* Probe: What are they?

= Probe: who is most likely to suffer (age, sex, hvebhrs)?

» Probe: what do you think a solution?
2. Health service

» Does the existing Health Institution deliver Adaest reproductive HS? Who
deliver it? Is the service is organized?
» Probe: major problem / accessibility, confidentiglattractiveness, service
providers, payment /
* Probe: to suggest how Youth friendly RH need todagranged.

3. Matter related to RH services

» Do you have any information about RH? Does theiseravailable in your area?
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What arrangements need to asgeservice accessibility?
» Probe: from where do you get information about it?

» Probe: what type of RH services do you preferred?
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