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Abstract
Worldwide, young women and men suffer from difféare@RH problems including; unplanned
pregnancies, abortions, STDs, HIV/AIDS, female g@nmutilation, infertility, sexual and gender
violence.Following the Cairo, 1994 ICPD, some rnaiocand international NGOs have been starting
implementing youth focused SRH programs in Ethiof#&AE is one of the national non-
governmental organizations that provide integra®H services for young people its 28 youth
centres. FGAE Nazareth Youth Centre of Adama tasvanie of the multipurpose youth centres run
under central area office. The youth center pravigrious SRH services to young people in Adama
town using clinic and outreach. The PSPs were dnogivarious SRH services to the beneficiaries in
outreach level. But there is no any research dorth&ir output. Therefore the major objective a$th
study was to assess the practices and challenge=eofservice providers in providing SRH services
for the young people in Adama town. The researdigteused was descriptive survey method that
employed qualitative data gathering techniques.clemterview, FGD and assessing records of
PSPs were the data gathering instruments utiliZedthis research, 32 PSPs, and four staff directly

involved with PSPs were the study group. As dataegad showed all PSPs were providing similar



SRH services to the beneficiaries; SRH/IEC, coungeFP, condom promotion and distribution, EC,
referral, and FLE training were the major servidése factors that significantly associated with BSP
performance level were: age, the time allocatedséovice per week, number of service years before
and after being PSP, the degree of involvement@ youth center activities. The PSPs had got
different support from the youth center as welfrasn other organizations. Challenges encountered
during implementations were found out absence arisportation facility, shortage of up-to-date
material, resistance from the community, financ@straints and disinterests of the client wetedis

as the major factors. In general, we can conclugla this study PSPs were playing important role in
addressing SRH services to the young people in Adwn. Hence, the researcher recommended
that in order to enhance the role played by PSBsythuth center should involve them in all

programmatic activities.
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Chapter I. Introduction
1.1 Background

Reproductive health (RH) is defined as a stateoaiplete physical, mental and social wellbeing

and not merely the absence of disease or infirmityall matters related to the reproductive

system and its functions and processes (WHO, 189@jldwide, young women and men suffer

from a disproportionate share of unplanned pregeanabortions, sexually transmitted diseases
(STDs) including HIV/AIDS, female genital mutilatip malnutrition and anemia, infertility,

sexual and gender violence, and other serious deptiwe health problems (FHI,1997).

Erikson defines adolescents, elementary and misiche@ol age and young adult as age groups
from 12-18, 6-12 and 19-40 years, respectivelyyanahg people currently account for over 30%
of the world’s total population (UNICEF, 2009). Dng 2001 the world began to focus
increasing attention on the needs and problemswfy people .The United Nation named 1985
the international year of youth. At the global lewae Program of Action of the International
Conference on Population and Development, heldainoGn 1994, placed great emphasis on the
problems and needs of adolescents. The reprodustiaih needs of adolescents as a group have

been largely ignored to date by existing reprochectiealth services (FHI, 1997).

In the same way UNICEF is concerned about youtlalse what happens during this period of
growth and development has a profound impact omgaoeople’s health as adults and the
health of their children. Moreover the middle sdhgear and adolescents develop lifelong

attitudes and behavior during this period of traosibetween child and adulthood (UNICEF,

2009.).

The second decade of life is a period of rapid ¢gjnoand development for young people's
bodies, minds and social relationships. It is tleeiqu of great opportunities, new ways of

thinking about things, of new influences, of chamggroles and responsibilities. The age between
15 and 24 years is a critical stage in a persdr;srépresenting the transition from childhood to

adulthood. During this period, certain decisiorst filave an impact on an individual’s future are

made, including whether to stay in school, find tagment, initiate sexual relations or try drugs,



to name a few (UNESC,2001). Millions of young A#its are at risk for unwanted pregnancies,
HIV/AIDS and other reproductive health problemseTiatistics are staggering: every minute,
six young people are infected with HIV; of thenvgilive in Africa (JH University, 2002).

Young people constitutes one third of the totalysapon in Ethiopia. Their number is estimated
to grow from 20.3 million in 2000 to 27 millions R015.The reproductive health problem of
young people in Ethiopia are multifaceted and irdgesgl. 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 l@me common phenomenon among
young girls. As a result, they have become primacyims of the HIV/AIDS crises that have
spread throughout the country. In general, yourapleeare at great risk for reproductive health
problems. The situation is aggravated by the olg@abr socio economic, environment and
harmful traditional practices. Because of the camplature of the problems, youth reproductive
health strategies demand multi-sartorial and irtisgt approach (Pavd., 2002).

Following the Cairo, 1994 International Confererme Population and Development (ICPD),
some national and international NGOs have beenirgjaimplementing youth focused SRH
programs in Ethiopia. The Family Guidance Associatof Ethiopia (FGAE) is one of the
national non-governmental organizations that previdegrated SRH services for young people
in its 28 youth centres and 18 SRH clinics locatedlifferent branches of the country. The
association is a non -profit making, voluntary lmasexual and reproductive health organization
that possesses a long years of experience in thegeof a wide range of reproductive health
services (FGAE, 2007).

Peer education has been used in many areas ofcpudilth, including nutrition education,
family planning, and substance use and violenceenmteoon. Use of peer education in the realm
of HIV/AIDS and reproductive health stands out heeaof the number of examples of its use in
the recent international public health literatuBecause of this popularity, global efforts to
further understand and improve the process and ampht peer education in the area of
HIV/AIDS prevention, care and support SRH servicage also increased. Questions concerning

the nature of a peer and what constitutes educéiawe a range of answers. Peer education



typically involves using the members of a givenugra@o effect change among other members of
the same group. Peer education is often used txtetfhange at the individual level by
attempting to modify a person's knowledge, attitdeeliefs, or behaviours. However, peer
education may also effect change at the group oretd level, by modifying norms and
stimulating collective action that leads to changeprogrammes and policies. ” (Flanagan and
Mahler, 1996).

Peer education is defined as a process, a strategymmunication channel, and a tool. Most
commonly, in terms of youth, it is viewed as a s whereby well trained and motivated
young people undertake informal or organized edwowak activities with their peers (those

similar to themselves in age, background, or ists)e Peer education activities generally take
place over a period of time. The goal is to devdtopwledge, attitudes, beliefs, and skills

needed to engage in healthy behaviors. (Youth2986)

The Family Guidance Association of Ethiopia (FGA®&Mich is a pioneer of youth programs in
Ethiopia, started its services in early 1980’s witle provision of Family Life Education. It
established its first youth center in Addis Ababal 990, with the objective of providing youth
friendly reproductive health services and replidatein a more widely geographical coverage
since 1992.The Youth Centerander the eight Area Offices operate with the ihten of
addressing the pertinent SRH needs of young peoplere by vital focus given to the
underserved young people in their vicinities. Téwgét groups of intervention areas comprise of
young people in the age range between 10 to 24syafamge. All Youth Centers strive for
promoting awareness of young people towards SRHe&ugm various IEC/BCC intervention
activities such as youth dialogue facilitation @uitainment.

Moreover, the youth centers provide integrated SRitices to the youth including FP services,
STI diagnosis & treatment, emergency contraceptti/AIDS related services such as testing,
counseling as well as Ol treatment and compreheraortion care among others. The Youth
Centers are also exerting their efforts to stremgtiloung peoples’ involvement in governance,
SRH Communication & Promotion and program impleragah. Organizing youth in clubs,

associations and youth action movement for Healtbelieved to realize involvement of young

people in the youth centres’ project interventidisnilarly, Project Advisory Committee (PAC)



members selected from GOs&CBOs also play advisoky during the execution of planned
activities with closer supportive follow up. Somietleese youth centers have been implementing
a project with the initiative of youth livelihooddelopment.

(Taffa N. et al, 2012)

Nazareth Youth Centre (NYC) is one of the multipagg youth centres run under FGAE central
area office of the association which is locateA@ama town kebeles 12. The centre was opened
in 1998 with the aim of reducing socio culturalnder, legal, religious, political and economic
barriers that limit access to and utilization ofFERformation, education and services among
young people reside in Adama Town and its surrcundreas.The Adama youth centre provides
various youth friendly services to young peopleasoto alleviate the SRH problems and to
develop positive sexual related behaviours. Amdmg dervices provided by the centre are
providing SRHIEC /sexual reproductive health infatron education and communication/,
counselling on different youth SRH issues, HIV/VG@rvices, Family planning methods, STI
diagnosis and treatment, Gynaecological, meditakry, recreational and training on different

SRH issues are the major ones.

The youth centre employed various strategies tsedimnate SRH messages and services to
young people in Adama town. Facility based serviteeugh trained staff in the clinic, and
community outreach level through Peer servicesigers /PSPs and other youth clubs; music
and drama troupe, girls’, SRH, mini media and hpreubs. Among the voluntary youth groups,
employed in the youth centre, the PSPs are the aw@ors in providing the SRH information,

education and services to the young people in acitré&vel.

Through PSPs it is planned to address young paoplleeir respective residence kebele. The
main services that are provided by this youth gsoane: SRHIEC, counselling, non-prescriptive
family planning/FP/, emergency contraception, fgrife and sex education /FLE training. PSPs
refer clients for those who need services beyoaddvel of to the nearby health institutions with
full information. Furthermore, the PSPs are orgagizSRH clubs in their respective living

kebele after they have trained the young peoplELdhtraining.

In Adama youth centre the PSPs are try to promatecgpation of adolescents/young people in

governance and in the identification, developmaat management of programs that affect them.



They also engaged in increasing access to compefeenyouth friendly, gender-sensitive

sexuality education and to increase access toallmange of youth friendly services. Reducing
gender-related barriers and practices which atfestsexual and reproductive health and rights
of young women and increasing young people’s avem®won their SRHR and available services
and integrated, quality, gender sensitive and y&ighdly SRH services is some of the task they

engaged in.

In this regard the Adama youth center lacks clemudhented duty and responsibility in the
service the reproductive health service paksgd®ies offered and the training curriculum they
provided to increase their level of their knowledgeserving their peer groups. Besides, the
youth center has one static clinic in which it pdevreproductive health services including the
role PSPs played. In this case it is difficult toderstand the specific contribution of PSPs in

related to the overall service rendered by theerent
1.2 Statement of the Problem

As a strategy, peer education programs train reptasve young people by providing
information on adolescent RH or HIV/AIDS. In turihese youth are expected to convey this
information to their peers. Communication may tgkace in large group meetings or social
events; in smaller, focused discussions; or intor@re exchanges between a peer educator and
target youth. Peer education is considered one asfyntools available to reach young people
with information and skills. It is typically usedn iconjunction with other means of
communication and information dissemination, suem&dia campaigns, advocacy by celebrity

spokespersons, and youth-friendly services. (Yoeth2006)

Peer education programs also have a growing radelwocacy, promoting support for the rights
of young people to scientifically accurate inforrnatabout RH and HIV/AIDS, and where

needed, access to youth-friendly services. Peecatidn frequently generates demand for
various health services. A comprehensive prograasi¢o be linked or integrated with services
to provide access to condoms and other contra@yptimedical care, voluntary counseling and
testing (VCT), and management of sexually trangaiihfections (STIs). In some cases, peer
education programs may develop links with prograrffisring support to orphans or home and

hospice care.



The AdamaFGAE youth center’s peer education isnoftedertaken because it is thought to be
an easy and convenient way to reach a large nuafilpsople with information and various SRH
services, using inexpensive, volunteer staff. Butew done well, peer education requires
intensive planning, coordination, supervision, aegsburces. There are program costs inherent in
each element of a peer education program — traisingport, supervision, supplies, allowances —

all of which require realistic budgeting and catefionitoring.

Peer educators or peer service providers/ as calldie FGAE/ have been providing the SRH
services including information, education and comication to young people in Adama town
since the establishment of the youth centre in Adldown. However, this type of voluntary
based services hasn’t got any attention till now.dtudy or written documents are found to be
evidenced. Therefore, the basic aim of this stedipiassess the practice of PSPs in addressing
SRH services to their colleagues in the town.dbassesses the type of challenges encountering

during the service provision.

1.3 Objective of the study
The General objectiveof the study is to assess the role of peer sepnoe@ders of the Nazareth
youth center in addressing the SRH services oyoloeg people in Adama town
Specific objectives:
» To assess the activities of peer service provideraddressing young people’s
SRH issues.
* To identify the method in which the PSPs applied disseminating SRH
information and education to their peers.
* To assess the extent of PSPs involvement in théhyoenter to alleviate youth
SRH problems.
» To assess factors influencing PSPs voluntary sesvic
* To identify factors that enhances the role of PfBReddressing the SRH services

to young people.



1.4 Significance of the study

This research will help the youth center to recegrthe SRH services given by the voluntary
youth group and to improve the type of support gite this group. It also helps to identify the
challenges that encounter the PSPs performance $o @esign strategy for resolution of the
challenges. Since there was no any endeavor tg siutlis issue, this research may support for
those who are interested in this area as springddoa further investigation. The research will
also able the youth center to incorporate necessaytes while designing a plan. The PSP also
can benefit by knowing hindering factors for betigerformance and will bring better
achievements. It also is an opportunity for orgatmans working directly and indirectly with

PSP to revise their strategies to address thegrobf young people at Adama city.

1.5 Scope of the study

The scope of the study is delimited to youth in mdatown where FGAE youth center is found.

Though the issue is very important if it applicalide other places where youth centers are
established to improve the sexual behavior of thang people, but the research area can

represent the active PSPs currently serves inGE-youth centers.

1.6 Exclusion criteria
A. Very seriously ill and not tolerate their pain
B. PSPs who start work for less than a year.
C. Beneficiaries who was not volunteer to partitaga the study.

D. PSPs who is not around due to personal reasomsydhe study

1.7 Limitation of the study

This study was focused on qualitative aspects.his tase it may heavily dependent on the
individual skills of the researcher and more eassifijuenced by the researcher's personal biases.
Rigor is more difficult to maintain, assess, anandestrate. The researcher's presence during
data gathering, which is often unavoidable in daflie research, can affect the subjects’
responses. Issues of anonymity and confidentialdp present problems when presenting

findings. Qualitative methods of data collectiondaanalysis incorporate a wide range of



different techniques and epistemological assumptéod careful selection of qualitative

methods.

1.8 Ethical considerations

A letter of permission obtained from St. Merry Uity collage and FGAE office. Permission
also obtained from each study participants afteflgrdescribing the objectives of the study. All
the FGDs were made with strict privacy after gettiwerbal informed consent from the
respondents and assuring the confidential natutieeofesponses. The right of the respondents to
refuse answer for few or all of the questions wespected. The study subjects also be assured
that they had the right not to participate or ettleey could have right to quit the participation

any time.

1.9 Definition of terms (concepts)

Elementary and Middle School Years- it is defined as 6 — 12 years

Adolescence: defined as 12-18 age groups of people.

Youth: - the age group of people between 15 to 24 years.

Young people:the term used to cover the composite group of Iitgear-olds

Active PSPs Peer service providers who are working currerghd regularly (monthly)

submitted third report of their activities to theugh center

Supervision: purposeful and helpful or educative type of acyiritonitoring and evaluation of

the PSPs’ activities by youth center staff.

Basic SRH training: it is the type of training which focuses on baskRHSissues to the PSPs

before they are assigned to the activity

Refresher training: it is in-service training aiming at upgrading tkeowledge of PSPs on

sexual and reproductive health issues.

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

High performance: PSPs who achieved on average 80% & above oéteafgom the monthly

planned performance.

Low performance: - PSPs who perform below 80% of their monthlgé&mlans.



CHAPTER II. Literature Review

There are different researches finding which inéisahe effectiveness of using peer approach in
reaching the SRH needs of young people. Accordjrgyne of the research findings will be
presented here. Peer education has found manyaonoge and project applications all around
the world and, in many of them, studies have besdgcted and found out that the peer-to-peer
approach is natural and effective, especially oreasing levels of knowledge. What is unclear
due to the scarcity of long-term studies is how Imtlne peer education intervention has changed
behavior in the long term. Nevertheless, theseiesuthve found that peer-assisted interventions
“enhance HIV knowledge and decrease risk behavi@rdVocates for Youth Fact Sheet, n.d., p.
2 of 4).

2.1 The association between PSP service and the fgm

An instructive pilot study of a peer education effwhich found in Ghana confirms the positive
advantages of applying peer education for youngleedt found that in the culture of the target
group, families were a very high source of adolesceeproductive health information.
Therefore, its recommendation is to include theilfams part of the overall intervention. The
pilot study found (Wolf, Tawfi, and Bond, June 20@p. 61-80): peer educators tended to reach
peers of their own gender, but there was consitier@bssover as well. Peer educators tend to
reach peers similar to themselves, for exampledgy religion, ethnic background, social clubs,
schools, and interests. Peer education can happerany different settings, though the most
common was in schools. Nearly half of the encosnit@volving peer educators were with their

friends; young people.

In Ghana young people tend to seek advice on is®l@®d to adolescent reproductive health
from their family’s accounts (53%) while from théirends (42%). Therefore it was considered
necessary to build the family into the loop of th&ervention. This study underscores three
valuable points: first, peer education is effec@teeaching a target audience very similar to the

peer educators; second, there are often otherrsatttat also can be effective and that should be



brought into the intervention; and third, carefudigtting the intervention to the context of the

target audience is essential (Wolf,2000).

A process evaluation of the Youth Reproductive Hedhitiative, implemented by the
Reproductive Health Association of Cambodia (RHA@Yicated very positive results which
being achieved and noted as recommendations faoiament peer based services. The youth
reproductive health initiative was implemented apilat project involving a peer education
programme, in Phnom Penh, Sihanoukville, and Bditarg in 1999. In this initiative, high
school students were trained to provide reprodactigalth information to their peers, both in
and out of school. At the same time, health clggovices for youth were established at the same
locations. These clinics were provided with a vimgtroom/library for youth to find access to
health information in the form of books, magazireexl audio-visual materials (Pathfinder,
1997).

2.2 The association between PSP service and traigin

A study sponsored by AIDSCAP of 21 peer educatiaiegts in ten countries in Africa, Asia,
Latin America and the Caribbean identified the néwd initial and reinforcement training of
peer educators; continuing follow-up, support angbesvision. It was clearly understood
expectations of the peer educator's role; and naetl incentives and motivation strategies
(UNAIDS, 1999):

According to UNAIDS findings, One of the most sinigg lessons learned from the application of
peer education is that the first beneficiaries wheepeer educators themselves. Not only do they
report positive changes in their own knowledgeafuates and behaviors, but the skills they learn
through the initial training and follow-up worksroprovide them with real life skills that will

help them as they grow and mature.

Training for peer educators needs to be an on-gpingess. Refresher training sessions should
be offered periodically. At the same time, in ortiersustain the interest of long serving peer
educators, more advanced training should be offéfleid can become an important incentive for

young people becoming peer educators in the fiestep and for their continued participation.
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Continuous weekly training sessions proved to hecal for the peer educators. One long
intensive training is not enough to capacitaterthkill. It was found useful to ask the educators
to take time to invent their own games, based enkiiowledge and skills they had acquired
from trainings” “It is important to hear what thduzators are saying...it is equally important for

them to be listening to what their groups in scharel saying” (UNAIDS, 2002).

Other research also conducted in Tanzania to etealine® youth friendliness services of the
youth center. The data showed that, many youttslievere provided friendly service and
offered information on HIV and abstinence from thefhe study also found youth increased
their SRH knowledge as a result of their exposara peer service provider. The majority of
peer providers demonstrated proper condom use anamanication skills through their

assessments. Challenges to implementation includkedruptions in supplies such as BCC
materials and contraceptives for facilities andrpeeviders, community misperceptions of
ASRH, heavy workload of facility staff, lack of uaitanding of the term YFS by youth clients,
and lack of adequate monitoring and supervisioraoilities and peer providers (Path finder

international, 2005).

2.3 The key debates and challenges

The peer workforce and peer services currently faaay opportunities and risks. There is an
unprecedented opportunity for peer services to @murgly funded through mental health
systems. But this presents the greatest risk @& pervices - that mainstream services will
‘colonise’ peer and create a workforce and servicesheir own image’. There are fears and
signs that the peer workforce in mainstream sedting poorly understood, underpaid,
discriminated against and expected to work accgrtbrtraditional values and ethics. There are
debates among peer leaders about the risks of apgngl peer services within mainstream

settings and professionalizing the peer workforce.

2.4 Peer Educator Performance

According to the assessment conducted in Soutlc#®fyouth centers, the performance of peer
educators seem to vary considerably, both betweegrammes and among peer educators
themselves. The mean number of contacts per pesatm in a week ranged from 5 to 42.
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Within programmes, there was further variabilitytvibeen peer educators. For example, peer
educators in one youth center contacted as fewyasisg people in a week and as many as 97
young people during the same period (South Afri@@]2.

In most centers, the majority of young people ccieid by peer educators were in school. With
the exception of Thlokomelo and Empangeni, the nitgj@f contacts made were in a group
setting, rather than individual encounter. The numshmon topics covered by peer educators
were STIs, teen pregnancy, condoms, HIV/AIDS andilfa planning. Peer educators were
significantly more likely to talk to boys about STand HIV/AIDS, compared to girls, while they
were significantly more likely to talk to girls abiofamily planning methods (South Africa,
2001).

2.5 The association between PSP and Motivation

Peer education is often undertaken because itoisgtit to be an easy and convenient way to
reach a large number of people with informatiommgsnexpensive volunteer staff. But when

done well, peer education requires intensive plagntoordination, supervision, and resources.
There are program costs inherent in each elemerg péer education program — training,

support, supervision, supplies, allowances — alivbich require realistic budgeting and careful

monitoring (youth net, 2006).

A study in Kenya concludes that volunteers who sarpervised more frequently tend to meet
with more clients. The research record done in lkeygnerally shows that paid workers perform
better than volunteers. When agents are paid, gigp®r can be rigorously exercised, programs
can be standardized and designed to cover popuatand service quality can be maintained.
Community based distribution programs that usemeler workers are more complex to manage
(MOH, 2004).

An assessment of CBRH services conducted in Ethidpiing 2002-2003 had shown that
Volunteers’ agents had supervisors. Only 58% ofréspondent said that the supervision they
received was adequate. In the same study, a signifiproportion of the agents (48%)

recommended that supervision should be more freqterensure improved and efficient
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provision of family planning services. Most obses/@gree that the quality and intensity of
volunteers’ training is the most important singketedminant of program quality and impact.
Training generally works better when it is competebased, incremental and practical (FHI,
1999).

2.6 The role of PSP in RH & HIV/AIDS/

Meaning of Peer Education and Type of Activities

Peer education is a popular concept that variouslgrs to an approach, a communication
channel, a methodology, a philosophy, and/or aanmention strategy. The English tepeer
refers to “one that is of equal standing with aeotlone belonging to the same societal group
especially based on age, grade or status." The tzutation (v. educate) refers to the
“development,” “training,” or “persuasion” of a giv person or thing or the “knowledge”
resulting from the educational process (Merriam ®¥ets Dictionary 1985). In practice, peer
education has taken on a range of definitions atetpretations regarding who are a peer and
what is meant by education (e.g., counseling, ifatihg discussions, mobilizing for advocacy,
lecturing, distributing materials, making referrédsservices, and providing support (Shoemaker
et al. 1998; Flanagan et al. 1996).

The study conducted in Albania indicated that pegwcation typically involves training and
supporting members of a given group to effect ckaamgong members of the same group. Peer
education is often used to effect change at theviohehl level, with the aim of modifying a
person’s knowledge, attitudes, beliefs, or behaviBeer education may also effect change at the
group or societal level by modifying norms and siliaing collective action that contributes to
individual change as well as changes in progranispaticies. The literature on peer education
uses various terms to describe those working im-lgeleprograms, including peer educator, peer

service providers, peer leader, peer supporteryanth peer educator.

While peers are meant to be similar in basic charestics to those in their target audience, some
programs find it more advantageous to use “peels are slightly older, or otherwise different,
from their audience. Finally, peer education issidered one of many tools available to reach

young people with information and skills. It is igglly used in conjunction with other means of
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communication and information dissemination, susim&dia campaigns, advocacy by celebrity

spokespersons, and youth-friendly services. (Yoeth2006)

Another study conducted among PSP service in Alldaba, indicated that the activities in peer
education programs vary widely in the type anddesgy of activities, the number and intensity
of contacts, and the frequency of follow-up. Segininclude schools, universities, clubs,
churches, street settings, workplaces, barracksherever young people gather. Peer education
frequently generates demand for health servicesomprehensive program needs to be linked or
integrated with services to provide access to corgdand other contraceptives, medical care,
voluntary counseling and testing (VCT), and manag@amof sexually transmitted
infections(STIs). In some cases, peer educatiograms may develop links with programs
offering support to orphans or home and hospice.@ften, natural connections can be fostered
with existing community health and development paogs. (FHI, 2005).

2.7 The association between PSP and Youth Reprodiwet Health Problems

A field research conducted in Meskan and Marektridisndicated that the reproductive health
crisis facing young people arises basically frora thcrease of early and premarital sexual
behavior resulting in problems of teenage pregnamegafe abortions and /STI- HIV /AIDS.

The extent of sexual activity, pregnancy, and theglth and social consequences among young
people of fertile age is only now being recogniasda major health and social problem in many
countries. Motherhood at a very young age entariskaof maternal mortality that far exceeds
the average, and the children of young mothers tendave higher level of morbidity and
mortality. Early childbearing continues to be ampédiment to improvements in the educational,

economic and social status of women in all parthefworld (Path Finder, 1999).

2.8 The association between PSP and Teenage Sexdivity

The study conducted in Debark, Northwest Ethiop@idated that in Ethiopia, the median age at
which women age 25 — 49 first had sexual interaussl16. Three in ten women in this age
group have had sex by age 15, two in three by 8garid more than 80 percent by age 20. There
is gradual increase in the proportion of young womdo have ever had sex. This increase is

more pronounced among experienced compared witthynaae in four women age 16 year, 27
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percent of women age 17year, and about one in tarmem age 18 and 19. The percentage of
women who have ever had sex increases graduahy i@ percent among women age 20 to 84
percent among women age 24, with the largest pemerease between age 19 and 20. On the

other hand, men initiate sex an average of foursylaer than women (Pan G., 2002).

For urban adolescents, pregnancy is mostly extnatahand almost always ends up in early
marriage are one of the cultural traditions thapcese young women to reproductive health
problems. The 1990 Family and Fertility survey ided that 34 % of women were married
before age 15(CSA, 1993).In Ethiopia, marriage linpdéction is also widely practiced; at the
national level, 69 % of the respondents reporteawkng that the marriage by abduction took

place in their area (National Committee for HTP98p

Unwanted pregnancy is one of the greatest problemngsung girl can face. Pregnancy may
endanger her health, her chances for educatiomamndage, and many of her hopes and plans
for the future. Her family may even disown her. Madolescents are too young, too poor, or
too inexperienced to care for a child. Consequestiyne young women turn to abortion. Where
abortions are performed by unskilled providers msafe conditions, the risks of serious health

complications and deaths are great (Pop. IntP1®8§5).

For urban adolescents, pregnancy is an extramarilalmost always ends up in abortion. In
developing Countries, up to 60% of pregnanciee@nage are unwanted.(UNFPA,1998). More
than half of all young women (54%) have at least ohild by the time they are 20 years old.
Another study show that 28% of pregnancies recoedetaoundé maternity hospital are among
adolescent girls , representing 70 % of all gynegichl complication cases. (Cameroonian
researcher, 2004).Ethiopia has one of the higleges rof infant and maternal mortality in the
world. The data show that the children born to raptih their teens have substantially greater
risk of dying young (UNESC,2001)

According to the World Health Organization, Ethimias the fifth largest number of maternal
deaths. The maternal mortality ratio (MMR) in Efhiewas estimated at 673 deaths per 100 000

live births in the year 2005, and unsafe abortias wstimated to account for 32% of all maternal
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deaths in Ethiopia. The restrictive laws on abortiefore May 2005, in Ethiopia have been
revised to include four legal grounds in which d@loor can be made available, (rape and incest,
lethal congenital malformation, physical health anédntal health), which contributes to an
increase in induced abortion, even though it isasoexpected. Recently in 2008, an estimated
382,000 induced abortions were performed in Etlippind 52,600 women were treated for
complications of such abortions. There were anmedéd 103,000 legal procedures in health

facilities nationwide 27% of all abortions.

Nationally, the annual abortion rate was 23 pefQ ,@omen aged 15-44; the abortion ratio was
13 per 100 live births. Unsafe abortion is stilheoon and exacts a heavy toll on women in
Ethiopia. It also shows that almost 58,000 womeughkb care for complications of induced or

spontaneous abortion. Forty-one percent had madenasevere morbidity, such as signs of
infection that were likely related to unsafe abwrti(GEREZGIHERBURUH 2011).

The evidence linking PSPs role and HIV/AIDS is mastclearly documented. Dutrecent studies
in the United States of America and Africa suggesbmplex dynamic relationship between the
two. Sexually transmitted Infections (STIs) are ajon health problem among young people
worldwide. Sexually transmitted infections affe@ople in both developing and industrialized
countries. Those aged 20-24 is at highest riskfeiction. STIS have important repercussion on
reproductive health and have been shown to incréesesk of infection with the AIDS virus.
The fact that relation prior to marriage tend toumprotected increases the risk of unwanted
pregnancy and STIs, including HIV/AIDS, among youtfloung people are increasingly at risk
of being infected with STIs. Of the estimated 33liom new cases of STIs that occur in the

world every year, at least 111 million occur to rounder age of 25.

The presence of STls in the body increases a pgersbance of contracting HIV by two to five
times. This is especially true of any STls thatduwe sores or weeping lesions, such as herpes,
syphilis, or cancroids. Sexually active youth arsuwbstantial risk not only for HIV but also for
other STIs because they tend to have multiple setahers, to engage in unprotected sex and
among young women to have older men a sex parthdESC, 2001).Report from different

countries; show that young people are the mosinvscof AIDS. Of the over 60 million people
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who have been infected with HIV in the past 20 geabout half became infected between the
ages of 15 and 24. Today, nearly 12 million youegple are living with HIV/AIDS. Young
women are several times more likely than the youngn to be infected with HIV
(UNESC,2001)

In a nationwide survey among young adults aged9years, knowledge about contraception
was found to be as high as 90% and 87% for condomills, respectively. But when it comes
to practice, only 15% of the males used condom 39% of the females used pills (Eshete F,
1995). Other study conducted in south Ethiopiadtedi, reported condom use rate during the
first sexual intercourse was 13.5%, while it wass2# during their resent one. Study conducted
in rural town of Ethiopia revealed that, 65.7% ekgally active group reported to have used
some form of modern contraceptive in the past. @hiedence demonstrates that early sexual
activities coupled with none or low FRM use caugemtended pregnancies, which is in most

cases end up with illegal abortion (Gebresilassi@995).

In a study conducted in USA indicated that youngpbe are increasingly at risk of abusing
substances. The substances used by youth areyusw@k ready available, including alcohol,
tobacco, pharmaceuticals, volatile solvents, tllidrugs and other psychoactive substances.
Experimentation with drugs often begins at childhanr adolescences. In developed world,
during the last quarter of century, drugs have dehthe society especially the Youth. Presently
it is also in rapid spread in the developing warduding our country due to urbanization and
exposure to western life style. Large number of tiaaomehow decides daily whether or not to

use drugs without adequate knowledge (UNESC,2001).

In a rapid assessment of the situation of substahuase in selected urban areas of Ethiopia, the
age at first use was found to be in 44.9% caskssathan 15 years and 34.6% at the age of 15 to
19 years (Andualem M., 2002).The study conductedsauth Africa health policies at the
national and clinic levels need to be more youignfily, and youth friendly services need to be
more carefully evaluated. Young people’s concerasrarely included in health policies, either
because young people are not seen as a separafe with special needs or because cultural

norms limit open recognition of adolescents’ rep@io/e health needs. Health care providers
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need to know how national health policies and ratijumhs affect young people’s care, as well as

what specific and detailed protocols, guidelineg] standards for treating young people exist.

Clear policies at all levels can help facilitie®yde consistent and equitable services for young
adults and recruit and maintain a young clientbig, regulations should be flexible enough to
allow clinics to adapt their services to young gdetgpneeds. While an increasing number of
programs are trying to provide more youth-friendigrvices, few such efforts are being
evaluated, and most formal evaluations are focusimgublic sector or NGO-sponsored clinics
rather than on youth centers or school-clinic paships. Further work will help determine
whether youth-friendly services are cost effeciwal whether investing in them significantly

improves young people’s reproductive health.

Program managers and policymakers can undertakeradestrategies to improve access to
reproductive health care for young adults and teaane the quality of their care. A wide array
of changes, including addressing the social notmas keep young people from getting care,
must be made at all levels to recognize and meahg@eople’s reproductive health care
needs.(Eschon, 2002). Health care facilities ne=@wvare of and address the full spectrum of
young people’s reproductive health care needs. ePtexe care, such as contraception and
services for preventing, diagnosing, and treatiigsScan be combined with maternal care,
including prenatal, postnatal, and post abortiore,céo improve outcomes for both types of
services. To meet the diverse needs of youth éffdgt programs need to use a variety of

interventions (Senderowitz, 1997).

The other study done in USA indicated that headtte providers need education and training to
help them better understands and meets young peopleroductive health needs. Providers’
interest in working with youth and their ability ttevelop respectful relationships with their
young clients are key to ensuring that adolescefitsseek care. Youth-adult partnerships can
help bridge the gap between young people and hpattiders. Staffs that are trained to deal
with young people can provide effective counsetmgelp young people make informed choices

about abstinence, contraceptives, STI preventionti@atment, and pregnancy care.
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Young people’s reproductive health needs vary widégépending not only on individuals’ age,
sex, and marital status, but also on their soaal @conomic situation. Each group’s specific
preferences and needs should be considered wheoeseare designed. Involving young people
in developing, implementing, and evaluating proggazan help ensure that their needs are met.
Community members and family members also neeceteducated about reproductive health
issues and consulted (within limits, due to issofesonfidentiality) to ensure that programs are
supported and accepted.

Youth-friendly services are designed to make heedtite more acceptable to young adults by
improving the quality of existing health serviceacluding making care more accessible.
Improving the acceptability of health services bageral important benefits:
» Encouraging youth to obtain primary and second&alth care, such as laboratory tests
and treatment for STlIs;
» Allowing young people to meet with providers whoncaddress their specific health
needs and strengthening their relationships withlipisector health services; and
» providing a low-cost approach to increasing adaasaise of existing clinical services
(FOCUS on Young Adults 2001)

Youth-friendly services are usually offered througbkalth facilities by staffs that provide
services in the clinic, but such services may aismffered in the workplace or at schools, by
peer educators or by community outreach workersthosugh the private sector, including
private providers, pharmacies, and other retailetgit Young respondents in South Africa said
the most important factors influencing their choafea clinic were staff attitudes, the clinical

environment, the contraceptive methods availalvld,aperating hours (Transgrud 1998).

2.9 Theoretical Frameworks Used in Peer Education

Peer education programs draw on various theoresippfoaches to help shape interventions.
Individual cognitive theories and theories of coliee action and group empowerment — drawn
from the fields of health psychology, health edimgtand public health — explain why people

adopt new behaviors and provide a rationale for-pased approaches. Below are a summary of
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the major theories and models of behavior changgcpkarly relevant for peer education (FHI,
2005).

2.10 Advantages /Benefits / and Disadvantages ofd?Pé=ducation

Peer education has many advantages and disadvar@agevell, according to the literature
founded Path finder has listed some advantageeafgrucation as listed below: They build on
evidence that young people already get a lot af théormation from their peers. Mostly peer
service provider offer different services to thasmilar to themselves in age, background and
interests. Peer programmes can help change soef@vior and are relatively inexpensive
comparing with other program. Peer educators ofjamn long-term benefits from their
experiences. These include an ongoing commitmerggponsible reproductive health behavior,

leadership, job training and experience (Pathfindernational, 1997).

In addition, save the children has also listed sadeantages and disadvantages of peer
education. The peer based serveoables the active participation of young peopldtssthe
sensitive nature of sexual and reproductive heaibink, as children and young people can
discuss issues at their own level. This facilitatesive learning, where children and young
people learn for themselves and each other raltlaer heing taught. They also can be adapted to
meet the specific needs of marginalized childred goung people, promotes messages that

reflect the realities of the lives of children aymling people (Save the Children, 2004)

According to the organization, Save the Childrére followings are the disadvantage of peer
education. The PSPs are tends to focus on awaregissgy rather than helping children and

young people to change their behavior. It demankds af resources, including the time, skills

and money to select, train and manage educataranlibe difficult to sustain PSP due to a high
turnover due to various reasons. The links PSP haie other partners in sexual and

reproductive health and HIV and AIDS services cardifficult to monitor, in terms of assessing

the impact it brought on people's attitudes andibien. (Save the Children, 2004)
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2.11 Conceptual framework

This framework maps the pathways through how P$Brhe committed to volunteerism service
because of causal factor for reproductive healthblpms. Moreover, the framework draws
attention to different skill and social problemsR8P while engaging in their volunteer services.
In the end the result will lead us in designing iatervention concerning skill and social
problems of PSP which is the shaded area and willelt for other researchers for further

studies.

HIV/AIDS

Causal factors Peer pressure

Unsafe abortion
STI

Sexual affairs at early age.

l

Designing
Intervention functioning Skill
T Empowerment Mentoring
Social support Listening
Mediation
| Acceptance Helping
Hope Enabling

Social and skill of PSP
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2.12 Basic Research Questions
Investigation into the problem involves answerihg tollowing basic research questions:

* To what extent the service of PSPs brought a chmgeigh addressing the exact SRH
needs of young people in the target area?

* What are the challenge they face by the youth céRBAE/ so as to implement their
tasks?

 What are the factors that affect the voluntary isess of PSP while serving in the
community?

» What are the factors that motivate the PSPs toigeo®RH services to their peers

voluntary?
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Chapter Il Methdology

3.1 Introduction

This qualitative research has its own set of sttendput it also has its disadvantages. With
gualitative research it was easier to gain a bettelerstanding of the target market because the
types of questions that are asked during the relsgaocess begin with the word why. What is a
much more powerful word than when, how much? Witd understanding of why then they
could reach out to even more people. Qualitativ@gies are naturalistic to the extent that the
researcher does not attempt to manipulate theityctiv its participants for purposes of the

evaluation.

Qualitative methods are particularly well suitedetxploration, discovery and inductive logic.
Qualitative research approach is inductive to ttterd that the researcher attempt to make sense
of the situation without imposing pre-existing egfagion on the setting. Inductive design begins

with specific observation and builds towards gehgagtern.

3.2 Design of the study
The research design employs qualitative data dgathetechniques. Qualitative methods

permitted the researcher to study selected issasss and events in depth and detail.

3.3 Study Population Area

The study was conducted in Oromia region, Adamantat=GAE youth center from January to
May 2014. The study includes client attending theic for reproductive health service, girls

club, reproductive health clubs, music clubs, drachdos talk show clubs, PSP, Salsa club,

guestion and answer club and staff members.

3.4 Data sources

The population of this study was the active PSPe whre providing SRH services to young

people in FGAE, Nazareth youth centre’s staff memsilvého were providing various support to

the PSPs to facilitate their voluntary based serpiovision, the beneficiaries, young people, of
Adama town, young people served by PSP and thdnyaautter’'s different club members.
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3.5 Sample and Sampling Procedure

In FGAE Nazareth youth centre, there were 35 R&isluring the study, 32 were active PSPs
and eight full time staff members, out of them fowgre working in directly related to PSPs.
Since the number of staff members and PSPs wesmsad, all of them were included in the
study. Therefore, the researcher had taken allsénen full time staff members, 15 Drama club
members, 16 Music club members, 11 Talk show cl@mbers, 15 SRH Club members, 14

Girls club members, and all 32 active PSPs basel/ailable sampling methods .

Table 1 Demographic characteristic of club members

No Category M F TOTAL

1 Drama club members 9 6 15

2 Music club members 10 6 16

3 Talk show club members 6 5 11

4 SRH Club members 8 7 15

6 Girls club members 14 0 14

7 PSP 17 15 32

8 Salsa club members 8 7 15

9 Quastion and answer club members 5 5 10

10 Staff members 6 1 7
Grand total 83 52 135

FGD with PSPs and different club members also usedangulate the information gathered.
The face-to-face involvement of the researcherevasired that, the conversation was always on
track, and encouraged participants’ engagemeniwitbne individual dominating the meeting.
When participate were stimulated to discuss, tfeugrdynamics was generate new thinking
about a topic which was result in a much more iptial@liscussion. The researcher was modified
some point of discussion which was prepared befeesession to make the topic more suitable
for the purpose of this research. The study pojaungtersonnel were provided to think to the

researcher better to handle the direction of dsous and improve the quality of output.
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3.6 Semi structured interview

It was helped to maximize the reliability and vélidof the service the PSP offered. It was also
more semi structured because the researcher Hadrly specified set of research questions that
was to be identified. The semi structured intengavere conducted with the youth centers staffs
and with club members. The main purpose of theniige items were to gather information

from beneficiaries on the extent to which the PS#tgices were reached at grass root level.

3.7 Observation

Observation provided the researcher to yield dineébrmation about the nature of the

beneficiaries of the service in the youth centarirenments. Participant observation helped the
researcher to watch and understand both PSPsaractd the availability of basic reproductive

health services.

3.8 Methods of data analysis and interpretation

All completed interview questionnaires were checkednconsistencies and missed
points. Analysis of data from qualitative sourceotigh FGDs was made by summarizing the

concepts into different themes after recordingngcaibing and translating into English all
discussion points.

3.9 Conceptualization

Identifying and refining important concepts was ey kpart of the iterative process of this
gualitative research. Conceptualizing begun witlsiraple observation that was interpreted
directly and then put back together more in medaoinganner for further explanation. This
excerpt showed how the researcher first was aleéded concept by observations in the youth

center, and then refined his understanding ofdbieept by investigating its meaning.
3.10 Examining Relationships and Displaying Data

Examining relationships was the centerpiece of dhalytic process, because it allowed the
researcher to move from simple description of thepte and settings to explanations of why

things happened as they did with those people at #etting. The process of examining
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relationships was captured to show how differemicepts are connected, or perhaps what causes
are linked with what effects.

3.11 Validity of the study
The result of this study should be understood withie context of Adama city FGAE youth
center in which the study was carried out.

» Accuracy:-Accuracy was assured by reviewing and checkiegitistruments which was
semi structured and FGD questions. All data weterded and notes were taken in order
not to miss any valid information.

* Credibility : - assured by the development of early familiantith the culture of
participants before starting the study. The usa wide range of participants in the study
was benefited the study in getting individuals vigeints and experience.

* Transferability: - The study result was transferred to concernedybthrough
disseminating research findings by presenting pop@nt presentation to the youth
center staffs and PSP. The role of the researclar pvesenting the findings and
responding to the question raised by the attendantise youth centers staffs to utilize
the finding of this research.

* Resource availabilityThe researcher observed the clients of the clifideavorking in
the clinic and the clinic staffs and volunteerslitated to get the target groups for FGD.
Target groups were available and professionalshematea to get advice and guidance

including the needed materials for reference.
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ChaptV - Result

In this chapter presentation, analysis and intémio;n of data collected from PSPs,
beneficiaries, and staff were analyzed, interpretaad presented. Procedurally first
demographics of the subjects were presented tleeartalyses of the responses to the FGD and

interview items were followed.

Table 2 Demographic characteristics of PSPs

Variables Alternatives Male Female| Total| %
Ages in years 15-19 6 7 13 40.6
20-24 12 7 19 59.4
Educational level | < Grade 8 3 2 5 15.6
Grade 9-10 7 8 15 46.9
11-12 8 4 12 37.5
Ethnicity Amhara 7 9 16 50
Oromo 9 1 10 31.3
Others 2 4 6 18.8
Religion Christian 13 13 26 81.3
Muslim 2 1 3 9.3
Protestant 2 1 3 9.3
Other 2 1 3 9.3
Marital status Single 17 12 29 90.6
Married 1 2 3 9.4
Divorced 0 0 0 0
Occupation Student 14 9 23 71.9
Par time workers 4 5 9 28.1
Currently living With parents (Mother and father) 10 6 16 5(
With other family 3 4 7 21.9
Alone 5 4 9 28.1
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Based on age classification, majority of the resleos were between ages of 20 — 24 which
accounts 59.4. In the case of educational leveQ%6accounts 9 — 10 grades. Concerning
ethnicity, majority of them, 50% were Amhara, 3¥30romo and the rest were from other
ethnic group. Majority of the respondents, 81.3%ua¢ number of male and female, were
Christians and the rest 18.7% were the followerstber religions. Most of the respondents,

90.6% were single at the time of the study and#is€9.4% were married.

Concerning their occupation the majority of thepaesdents, 71.9% were students and the rest
28.1% were engaged in different occupations. Ouheftotal, half of respondents, 50% were
living with their parents whereas 21.9% and 28.9%é Wwith other family members and alone
respectively.

4.1 Socio Economic characteristics of PSPs’ parents

The socio economic characteristics of PSPs’ pamwgatsanalyzed into three groups for the sake
of convenience / parental education, occupatiodsegonomic status/

4.1.1 Parental education

Table 3 Profile of parental education

Variables Father Mother

frequency | % Frequency | %
Educational level
Cannot read and write 5 15.6 5 15.6
Grade 1-6 3 9.4 8 25
Grade 7-12 11 34.4 8 25
Diploma and above 5 15.6 2 6.3
not alive 8 25 9 28.1

As the table shown above equal number of PSPsrfathé mother, 15.6%, had no formal
education, and still equal number of their pareft4% were found between grade 1 to 6
whereas 34.4 % of fathers compared to 25% of methere between grade 9 to 12 the rest

15.6% of father compared to 6.3% mothers were dipland above educational level.
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4.1.2 Parental Occupation
PSPs’ parents occupations shown in Table 3 belalicated different for each of the parents
[father and mother/

Table 4 Profile of parental occupation

Variables Father Mother

frequency | % Frequency | %
Occupation
Civil Servant 10 31.3 5 15.6
Private employee 1 3.1 1 3.1
Trader 6 18.8 1 3.1
House wife 14 43.8
not alive 8 25 9 28.1
Others 7 21.9 2 6.3

As the Table indicated above, significant number(3D.3%) of respondents replied that their
fathers were engaged in civil servant whereasatgelnumber of their mothers, 14(43.8%) were
engaged in households, the rest 18.8% of theiefatbmpared to 3.1% of mother were trader,
but 21.9% of fathers as compared to 6.3% of motiwers engaged in different occupations.
4.1.3 Parental Economic Status

The PSPs’ parents’ economic level as one of thé ssmnomic characteristics collected and
analyzed in the table below.
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Table 5 Profile of parental economic status

Variables Father Mother

frequency | % Frequency | %
Monthly income
Less than 300 Birr 1 3.1 6 18.8
300-599 Birr 8 25 3 9.4
600-999 Birr 9 28.1 3 9.4
1000 Birr and above 6 18.8 1 3.1
Lives with the income of the 31.3
father 10
Not alive 8 25 9 28.1

As the Table indicated above, 3.1% of the fathengared to 18.8% of the mother earning
monthly income of less than Birr 300. The montingome of fathers was higher than mothers
2, 46.7% of fathers compared to 12.5% of the mo#laening monthly income of more the Birr

600. But significant numbers of mothers, 10(31.3%&ye depending on the income of their
husbands. This parental education, marriage statdsncome had indirect impact on effective
performance of PSPs.

4.2 SRH services provided by PSP of the youth Cemte

PSPs were providing different SRH services to theng people in Adama town. All PSPs were
replied that as they were providing SRHIEC/sexeglroductive health information, education
and communication, counseling, FP services /Fanplgnning, condom promotion and

distribution, EC distribution /emergency contraceptand referrals.

On the other hand 81.8% of PSPs were providing ffaiging /Family Life and Sex education
training to their peers groups. In addition, sonfeP&Ps, 9.3% were replied as they were
providing library and mini media services in thaugfocenter. The PSPs were requested to report
in which SRH services they were most successfidhtajority of them, 34.4% were successful
in providing SRHIEC to their peers. Regarding ssscen SRH services, compared to IEC

service the counseling services were reported théesecond position.
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4.3 Analysis of Data obtained from FGD

SRH problems found among young people

According to the group discussion result, the felleg SRH problems were listed based on their
prevalence rates those were, HIV/AIDS, unwanted@maacy, abortion, substance and drug use
and STI. Study participants were asked about thebeu of their lifetime partner, and risk
factors that exposed the young people to HIV/AIDS8ey point out that based on biological,
gender and cultural points of view, females areargusceptible than males to HIV infection.
Most participants responded that HIV/AIDS is a dse highly associated with poverty. One
respondent indicated that,

“1 believed that socially, young women face highsks. When they have sexual

relations, it tends to be with older men, incregsitne likelihood that their

partners are already infected. Some adolescents gure attached to “sugar

daddies”, much older, relatively well-off (usuattyarried) men who support them

in exchange for sex”

Another respondent said that,usually less experienced in or confident about

sexual relationships and sometimes unknowinglynpygelf at risk. The reason

for this is due to low awareness about the dangéSTIs”.

The respondent indicated that, some of their fsantlo are sexually active adolescent girls, had
partners 2-10 years their senior who provides thatim gifts, such as soap, perfume, meals out
and jewelry. Some poor girls exchange sex for mdoeychool fees or to help their families.
Once girls were engaged in such tasks, they comtiheir relationships with teachers, drivers,
shopkeepers or even policemen. Besides, they tHegbwer to negotiate the use of condoms.

Most participants reflected that married youthsenatr risk of acquiring the infections. Marriage
does not always protect young women against HI¥dtdn. Since a much higher percentage of
young men than young women become sexually actvlg,eyoung women are likely to marry
an already sexually experienced man. Most partidgpandicated that there is still lack of
information and skill among young people to protdetmselves from different reproductive
health problems. One participant said that
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“Sex is a taboo topic in my families; | do not geifficient information to refuse
premarital sexual practices or negotiate safer pexctices. While | have heard
about the current status of HIV/AIDS, but | had lowance to protect myself from
sexual practice due to no support from my familthalgh they are health
professionals”.

4.4 Unwanted Pregnancy and Attempted Abortions

In FGD conducted with girls club, some of them mpo they had experienced unwanted
pregnancy at some point in their lives. And poiat that, education should be started before the

age of 14, when young people become sexually ad@ive participant indicated that

“Once | faced unwanted pregnancy due to lack ofitled information about
contraception and its side effects, in this cader¢ed to consult my friend and
she advised me to attend unsafe abortion. Afteemtwhrough this process, |

bleed too much and obligated to spend some tirhespital”.

The participant indicated that, there is a low ries¢ among some health professionals to deal
sympathetically with teenagers requiring contraioepfor prevention of unwanted pregnancy.
They added that, it is important to provide infotima and education for the community to take
away the stigma of teenage sexuality, so that adetgs are not afraid to ask for contraception.
The respondent added that, some of contributingofacfor this problem include, lack of
reproductive health rights, low access to IEC/Caogptives, Gender Bias, Sexual Violence and

Poverty
Drug abuse

The respondent indicated that some young peoplalalee to use recreational or prescription
substances like “Chat” without ever experiencingat&e consequences or addiction. From their
experience, substance use causes problems at mrie, school, and in relationships, feeling

isolated, helpless, or ashamed.
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4.5 Challenges faced by PSP while providing the sace

PSPS described the major activities they were parfg to tackle the SRH problems of the
young people. According to their response, thd fingjor activity was creating awareness on
different SRH issues, Promotion of ABC accordinghe target group/i.e., A for youth, B for
married people & C for CSWs/. After they created #wareness, they were providing personal
preference SRH services as counseling, FP senkc€s,condom distribution, referral for those
who need other services; FLE training and orgagidifferent SRH clubs were major activities/
services they were providing to the young peopléil®Vproviding this services, majority of
them replied that they were not welcoming by theagwnity while distributing condom and oral
contraceptive pills, this is due to some peopleeusidod them as they are initiating the young

people to have pre-marital sexual practices. Dubi$p even some times they are beaten.
One participant from PSP indicated that

“l focused on helping all individuals to make infioed choices about sexuality
and reproduction, and to have a safe and satisfgegual life, free of violence
and coercion but some peer like to reject my seraicd asked me to leave them

very soon”.

Their service also extended to help all coupldsatee the best chance of having a healthy infant
and women to avoid unwanted pregnancy and to asldnesconsequences of unsafe abortion.
The PSPs added that, lack of time (most of the R&fPs students), unfavorable environment for
working situations, unfriendliness of recording aegorting keeping formats were listed as the
major ones. No feeling of volunteerism, economiabbem, lack of interest, lack of confidence
were also mentioned as the secondary causes ofeprehthey were encountered. lack of
experience in the PSPs when they are new, capaddgness of the working area, Shortage of
contraceptives were also listed as tertiary le@ele PSP indicated that

“I usually got to our kebele when there is meetialated to young person, When
| asked meeting facilitator to give me at leastdi@ute to transfer message about
reproductive issues, | faces lack of cooperatiamfrKebele Administration and

negatively react to my volunteer service .
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Participants reflected the methods by which theapsgwould be narrowed. Accordingly,

organizing PSPs in pair, updating the informatiéi?8Ps every time, enhancing the confidence
of PSPs so as to provide SRH services to theirspeetl. Creating feeling of competition

among PSPs, motivating the best performer on aement bases were good strategies to
minimize the gap. Furthermore, evaluating the P&Rwities by PSPs themselves, conducting
monitoring and supervision regularly, giving sesdoattention during recruitment process,
Provide training for low performed PSPs, Condudcdssion with clubs were described as

possible solutions to narrow gap among the PSPs.
4.6 Type of beneficiaries and major approaches todaress their SRH needs

PSPs were asked to list down the type of targeefbmaries that they addressed more;
accordingly, in terms of age they said that, it waang people (10 -24 years), in terms of sex
they treated both sexes, in terms of educationadl Iprimarily they were focusing on out of

school youth then in school youth, in terms of exoit background; focusing on poor and
marginalized youth whereas in terms of maritalustathey were focusing on single then married

youth as a secondary client.

The approach they utilized to address those taygetp were through coffee ceremony, youth
dialogue, question and answer contests, using sfmarmna play, using model youth as a
testimony, networking and partnership with otheibsl maintaining of confidentiality of clients

information so as to develop trust with the benafies.

6.7 Motivational Factors

Major motivational factors that initiated PSPs tmwpde voluntary services were described
during the group discussion: the prevailing conditof SRH among the community, seeing the
joyful faces of the satisfied client, getting adeewe from the community, developing trust from
the client, seeing behaviorally changed young peofphe development of skill by their

beneficiaries to cope different problems for tHature life were the major factors that motivate

PSPs to provide voluntary services to their pg@re respondent indicated that

“I usually seek non monitory motivation becausarproves my self-confidence,

that it enhances my self-discipline, and reward etfy®or reaching goals, and
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challenge to stretch beyond my perceived limitsséove the young peoples
freely”.

4.8 Challenges of PSPs

PSPs tried to list down the major challenges ensvad during the SRH service provision,
accordingly, uncooperativeness of some of the dfeke leaders, lack of transport problem
/bicycle problem/, lack of awareness from the comityy inadequacy of training, minimum of
incentives from the youth center, the training rodtilogy was not updated, lack of supportive
supervision in the youth center, time shortage/l;mab get ample time. The idea PSP
recommended to alleviate the challenges encountel@ihg service provision include,
strengthen net working with different clubs, condinter PSPs training, conduct experience
sharing with other youth centers or organizatiomgruiting committed PSPs, updating the
teaching materials, making the kebele leaders tadmperative, provide bicycle as much as
possible and improves the incentives given.

4.9 Analysis of Data obtained from staff interview

Strategy utilized by the youth center to solve SRiroblem

Most of the respondents agreed that the SRH prableinthe young people in Adama town
were: unintended pregnancy, unsafe abortion, SBlY @&ender based violence (psychosocial

problems, harassment, sexual exploitation, sexoldnce and rape)
The youth center head said that

“Currently 1 observed that many young girls seelodion service repetitively,
this indicated that there is unsafe sexual practidech leads to the expansion of
STI and this needs immediate intervention”

The strategies by which the youth center utilizedsblve these problems were: awareness
creation, provide SRH services in facility & outcbdevel, at facility level it was provide in the
clinic/by professional service providers/ and oattelevel /by voluntary based PSPs and referral

services to health institutions for those clienteoweeds further intervention were the strategies
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by which the youth center addressed the SRH probilietihe young people in Adama town and

all respondents provide equal emphasis.
4.10 Tasks of PSPs in outreach Level

According to the respondents, the major SRH sesvirevided by PSPs in outreach level were:
SRHIEC, Counseling, FP services, E.C. distributi@ondom promotion and distribution, FLE

training, and referral services. Most of the stajfeed that some PSPs were providing different
services in the youth center. Accordingly, IEC hetlibrary and recreational areas, peer
counseling, serving clients in waiting area andrding were the major services of the PSPs in

the youth center compound.
Voluntary Services

Most respondents were agreed on the existencerfifrpgnce difference among the PSPs on
which the difference was recorded: differencesammitment, experience, capacity, in efficient
utilization of time, motivation, in the meaning wbluntarism were the major causes listed by
them.

As respondents replied, there were factors thaivatets PSPs to provide voluntary services such
as understanding of the existing SRH situatiorhefrtenvironment, interest of preventing their
peers from different SRH problems, /solving the thowproblem through youth creates
motivation/, the program itself motivates them, fidering young people problems as their own,
matter of commitment to voluntarism and observihg tsatisfied clients were the major

motivating factors enumerated by similar numberespondents.

Most respondents agreed that the PSPs were prothdddllowing supports in the youth center:

training, materials /like bicycle, uniform, stateny, transport allowance and supportive
supervision.

Most the respondents were agreed on the existdnperfmrmance difference among the PSPs
on which the difference was recorded: differenaescommitment, experience, capacity, in

efficient utilization of time, motivation, in the eaning of voluntarism were the major causes

listed by them. One Respondent said that
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“I usually hear a complaint from PSP that the mdwttaxi fare the youth center
provides them doesn’t cover their transport expemb#ée providing the service;
in this case, they usually lose their interestatiateer based services in this case
they obligated to remain from home to home serwid¢ech leads to low

performance”.

As respondents replied, there were factors thaivates PSPs to provide voluntary services,
among this, understanding of the existing SRH 8inaof their environment, interest of
preventing their peers from different SRH probless)ving the youth problem through youth
creates motivation/, considering young people mwisl as their own, matter of commitment to
voluntarism and observing the satisfied clientsestbe major motivating factors enumerated by

similar number of respondents.

Most respondents agreed that the PSPs were prothdddllowing supports in the youth center:
training, materials /like bicycle, uniform, stateny, transport allowance and discussion
challenges during monthly review meetings were maetl by most respondents whereas
supportive supervision mentioned only one respondame respondent said that

“I usually use the bicycle | got from the centerdain this case | able to reach

most clients through home based services”.

4.11 The role of PSPs

Most respondents were agreed that PSPs had plegreficant role in reaching young people on
SRH services. The basic facts to say this were; tJpe of information given through PSPs
creates internal motivation to the beneficiariesse the services, besides, youth to youth / Y2Y/
approach was the best approaches to addressing my@unyg people through different
approaches for SRH service & referral. The PSPaigbb/es become testimony for the services
Young people now utilize safer sex practice du¢h® PSPs, due to their contribution some
changes which were observed by their beneficidikesdecreased substance users and unsafe
abortion.

Three respondents said that,

37



“In our previous referral service, most of the case refer to the clinic were to
cheek pregnancy test due to unsafe sex, casesddatun safe abortion and
counseling service related to substance abusedutriollow up we observed that
those young people were started new life. Besmlesreferral slip indicated that

such typs of problem is already minimized”.

4.12 Challenges faced by PSPs

According to the respondents, the challenges osR@&/e divided into two-external and internal
factors, among the external factors, Lack of transfoicycle/, unwillingness of the beneficiaries
to give their time for IEC, Attitudinal problem amg the community to be served by PSPs, lack
of cooperation among the kebele leaders, un ablestdve in the youth center program were the
major ones. Whereas the internal factors includegovdedge and skill gap, unable to utilize
various approaches on provision of SRH servicanesof PSPs become fade up, lost the feeling

of volunteer rather searching for some incentives.

The respondents were also their suggestions byhwihie PSPs challenges could be solved:
Increase the awareness level of the community] &reaisport facility for PSPs, involving PSPs
in the youth center different program, PSPs shatilte different approach for service delivery
, provide incentives for best achievers, conduos&lmonitoring and supportive supervision,
increase monthly transportation allowance; thesee weplied by three of the respondents. One
respondent said that,

“I usually try to give IEC service for young peogtauind in the school, but most

of them replied as my service is time wasting aasl o benefit to change their

life, in steady they ask for DSTV at youth centengounds to enjoy themselves”.
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CHAPTER V. Discussion

The researcher organizes the discussion sectictabgifying under five sub titles systematically

answer the basic research questions listed ahtfagluction part.

5.1 Major SRH services provided by the PSPsAs data gathered from service providers and
shown in the analysis part, all PSPs were providinglar SRH services to their peer groups
found in Adama town. Sexual reproductive informatiand education through different
communication channels, counseling on differenuaéand reproductive health issues, Family
planning methods like pills and condom, condom mtiom and distribution as the method of
prevention and control of HIV/AIDS and STI/ sexwyalransmitted infections/, Emergency
contraception distribution to those girls who coctéd unplanned sex with the partners or due

rape and other reasons.

PSPs also provided referral services to their pa@en the case of their clients became beyond
the limit of their services. In addition, most oSPs were providing Family life and sex
education /FLE/ training which takes seven or elgif days /four full days/and has a package
of information on basic ASRH issues, these includencepts, components, and rights SRH,
definition and formation of family, STI/HIV/AIDS, B-psychological changes during
adolescence, concepts and benefits of FP metheddgeg based violence, concepts of life skill
and communication skills, basic skills of counsglamd different approaches of IEC.

As the PSPs mentioned the above services were af@ services in addition to these some of
the PSP reported that they were providing librargl anini media services in the youth center
and in their living area. As it is revealed in therature part the activities of PSPs compared to
South Africa, it was almost similar. In South Afticthe most common topics covered by peer
educators were STIs, teen pregnancy, condoms, HD8Aand family planning. Peer educators
were significantly more likely to talk to boys alho®TIs and HIV/AIDS, compared to girls,
while they were significantly more likely to talk girls about family planning methods (South
Africa, 2001).

39



One of the major differences with South Africahere seem to be sex preference but here the
PSPs provide the service to all sexes in the saays without any sex preference. In addition,
the activities carried out by PSPs are almost aimid the activities listed by IPPF. According to
the organization, most of the peer educators’ dies/were grouped under the four categories:
Promotion, information, education and communicatiGfeC, Counseling); Community
distribution of services, merchandise and referrdiyocacy and special activities (IPPF, 2004)

[further information please see in the literatuaet/fp

According to the data gathered from FGD, the sowfcadividuals’ performance differences
were analyzed, accordingly the major sources ofitfierence were: not focusing on their duty,
lack of time /most of the PSPs were students, uméble environment and working situation,
recording and reporting were listed as the majarsoNo feeling of volunteerism, economic
problem, lack of interest, lack of confidence wenentioned as the secondary causes of
differences on performance level of them. Lack @bpmeration on the Kebele Administration,
lack of experience in the PSPs /when they are napacity and ability difference among PSPs,
wideness of the working area, shortage of conttaep (some times), were listed as tertiary

level by which performance difference among the$8€re observed.

The reasons of performance difference among thes R@&Re also listed by staff. Accordingly, it
was due to differences in commitment, experienepacity, in efficient utilization of time,
difference in motivation, difference in the meanwfgvoluntarism were the major causes listed
by them. The other association was seen betweeR3$Rs performance level and type of PSPs
involvement in the youth center different programtiaties. As it was indicated in the
discussion, those PSPs who had involved in youttiecg planning, implementation, overall
activities and didn’t have any involvement havengigant association with PSPs performance
level.

Youth involvement is one of the key factors thatamed peer educators performance. This idea
is supported by IPPF. According to the organizatleer educators’ participation in the process
of planning and developing activities is esserttiah program’s success. Not only does it give
the peer educators a sense of ownership of andnsility to the program, but it also increases
their autonomy and management skills (IPPF, 2004)
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FHI also enhanced this idea. According to Aideaningful youth involvement is critical for peer
educator retention, motivation, and productivityouth involvement refers to the degree of
empowerment and decision-making that youth are dbleassume through established
organizational mechanisms. Opportunities for megfoinnvolvement require adequate training
and supervision that can increase youths’ decisiaking skills and proficiency in carrying out
their responsibilities (FHI, 2006).

In general, most successful interventions, of ang kcall for the inclusion of all stakeholders to
be involved through all phases of the project dgwelent and implementation. This holds
conducive environment for applications of peer etion. Peer educators need to be involved in
all aspects of project development for several aesisfirst, to ensure that the intervention is
properly set in the context of the target populgtisecond, to ensure that the “language of
youth” is properly used in all communication effgréand third, to ensure that the peer educators

have a vested interest, a sense of ownershipgiovérall effort. (De la Cruz, 2010).

The performance level of PSPs also viewed frombibrgeficiaries responses. According to the
data collected from the beneficiaries, using thmisstructured interview, out of the total
beneficiaries interviewed, most of them were raplieat they got different SRH services and
confirmed that the source of their SRH services Wa@®\E/ Family Guidance Association of
Ethiopia) and out them, the lion share serviceeuvaken by PSPs, services. Therefore, the PSPs
played important role in addressing the SRH sesvioethe young people in Adama town. They
took the highest ratio compared to other sourceaddfressing the SRH services, like mass

media, health institutions, and other clubs.

As the PSPs revealed, the type of SRH servicesigedvior the beneficiaries were various,
accordingly, most of them said that they got SRHH&®ices, counseling services, FP services,
condom services and Emergency contraception seraiad same of beneficiaries replied FLE
training and referral services respectively. Thisvgs that PSPs had provided various services to
alleviate SRH problems of young people based oin therests. Concerning the frequency of
getting the PSPs services, most of the benefisiagplied that they got them more than one
time. It shows that the contact of PSPs with theekieiaries is not only one shot, rather it is

repetitive activity.
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5.2 The strategies by which PSPs were providing SRBervices and its quality:As data
collected revealed, most of the target beneficsaoE PSPs were clearly identified in terms of
age, sex, marital status, economic level & edunaticstatus. Accordingly, as most of the
respondents replied, they had served young peapléo(24 years of age), both sexes were their
target /no sex discrimination/, both single and madr young people were equally served. In
terms of economic background most of them, serVield\ael but some of them focused on the
poor and average economic classes. Concerningdineaton level, they focused on both in
school and out of school youth groups. This idsa abnfirmed during focus group discussion,
all above mentioned list of target groups were lsimbut slightly explanation difference was
seen in terms of educational level. According ®HGD, PSPs were primarily focused on out of
school youth then in school youth were served asrsfary clients. In terms economic level,
they revealed that mostly they have focused orptue and marginalized youth and unmarried

young people were primary focused compared to eghyouth.

Concerning the mechanism by which the PSPs emplboyeztidress the SRH services, they
utilized different methods. Accordingly, group dissions, youth dialogue, one to one,
compared to other strategies, and were used bg lamgnber of respondents. Home visit and
distribution of different IEC materials were the shaiutilized strategies. As discussed during
FGD, in addition to the above methods, PSPs waelizadt different strategies depending up on
the situation and the interests of the beneficsai@ffee ceremony, question and answer contest,
short drama play, using model youth as testimonsevag@proaches used by the PSPs to address

the services.

Establishing strong networking and partnership wither RH clubs, establishing trust through
maintaining confidentiality of client’s informatiowere also the mechanism by which the PSPs
address SRH services to the beneficiaries at goadslevel. According to the data collected
from the PSPs, most of the PSPs had got positadbfck from the beneficiaries after they have
provided the services. The beneficiaries were atd@d to mention how they have got the SRH
services given by the PSPs. Accordingly, the mijarf the respondents, said that the services

were adequate.
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Furthermore, the beneficiaries compared the typesesfices given by the PSPs and other
organization or clubs peer educators, out of threebeiaries who got peer educators/PE/, most of
them said there was a difference between the PEP&PS&ence the PSPs were providing
different SRH services using different strategiesai better approach as it is explained by

themselves and confirmed by the beneficiaries.

5.3 Factors that Motivate PSPs to provide voluntanServices:in FGD conducted,most PSPs

were interested in their voluntary services. Mdsthe PSPs were providing voluntary services
before being PSP. A large number of PSPs providisdype of services more than one year and
this has great effect in the performance leveltdracthat influence most PSP to be interested
them to provide such services were, the trainiry tad got from the youth center, the skilled
they had developed, and the incentives they hadrgot the youth center were some of the

major factors that enabled them to involve in thegpam.

The above idea also was confirmed by Staff, asa$ wollected data through staff interview.
There were factors that motivate PSPs to provideintary services. Understanding of the
existing SRH situation of their environment, in&ref preventing their peers from different
SRH problems, /solving the youth problem througltiig the program itself motivates them.
Considering young peoples’ problems as their owatten of commitment to voluntarism and

observing the satisfied clients were the major wadiing factors enumerated

PSPs also showed their interest to continue in sualintary based service provision;

accordingly, most of the PSPs, had reported that there interested to continue such type of
service. The major reasons that made them to asntivere,it gave them internal satisfaction
when they had served people voluntarily, to be ghasgent, they enjoyed with volunteerism,
and since they had got basic training they hagppdyaPSPs also very much interested to inform

their close friend to join this service if she/Banterested.

In general, PSPs were motivated in their volunsewvices. As it is revealed in the FGD, the
major motivational factors that initiated them tooyide the services were, the prevailing

condition of SRH among the community, seeing thdujofaces of the satisfied client, getting
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acceptance from the community, developing trusttlmn client, observing some behavioral

changes among the served young people and devglskiiis for future life.

5.4 The supports of different organization to the BPs so as to implement their taskPeer
service providers of the youth center mentioned thay got different supports from different
organizations like respective kebele administratiand schools were the major organization that
provided support. In the other hand, some of tlspordents said that they got support from
religious organization. In addition, some PSPs aisported that organizations like CBO
/community based organizations, Red Cross Socredyosher clubs organized in the town were

providing the support.

PSPs were getting different supports from differerganizations. One of the major supports
given to them was in the provision of training teahance their capacity of service provision.
Accordingly, most of the respondents replied tlnatytwere provided different trainings from

other organizations. SRH related topics, skills lmow to address SRH services to the
beneficiaries, life skills, club management andeothon SRH health related issues were the

main topics of the trainings given by these orgaitans.

According to the data obtained from PSPs, the yaeiiter was one of the major sources of
support that enabled them to provide the servi€gpes of supports provided from the youth
center were: moral support, material support, inginsupport monthly transport allowance.
Besides, PSPs also mentioned that monthly revieatings conducted in the youth center was
very supportive and most of them confirmed thisaid€he issues of discussion during the
meeting were: success stories/best practicesiedgals encountered during the reporting period,

and plan modification based on previous achievesient

In general, the existence of different supportegito the PSPs from the internal, youth center,
and external, from different organization, enhandeeir achievement level. Especially, the
review meetings conducted every month help themain experiences from other peers solves

challenges faced during service implementationggerConducting review meetings on regular
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basis is an excellent opportunity to see whethe8Ps were meeting the goals set forth in his

or her work plan, and to address any questionsalrl@ms the peer service providers may had.

According to literature reviewed, the support ofPBShould not be only from the organization
but also from the community and stakeholders. Tdes is confirmed by save the children. In
addition to the support of the program coordinatbthe organization, peer educators need the
support of the community. This can be accomplishgdholding periodic meetings with a
coalition of direct stakeholders.

The community can also show its support by makiogey or in-kind donations to the program.
Peer education relies heavily on part-time peecatbus and coordinators, working in new and
demanding roles and often in difficult environmer@ose supervision and support help peer
educators deal with stress, burnout and other pdggital aspects and create a forum for
sharing successes and ideas. It also preparesttheeal with resistance and public criticism,
should it arise. Motivating the peer educators $iddpild commitment, reduce turnover and

improve sustainability (Save the Children, 2004).

5.5 The prominent challenges encountered PSPs indréssing SRH services to their peers:-

The major challenges that encountered the PSPddnessing the SRH services (as they
planned) were various. As it was indicated in FGii® problems that hindered them not to
access to all the targeted beneficiaries were:taperof time, clients disinterest, inadequate
training they gained, wideness of the target apeasonal problems and other factors were the

major ones

In addition to the above mentioned factors, PSP® \aeked to list down the major challenges
encountered while they were implementing their \@etis, accordingly, absence of
transportation facility, shortage of up-to-date IE@terial, resistance from the community,

financial constraints and disinterests of the ¢ligere listed as the major factors.

Similarly, the issue of differences among the P®&Pre raised and discussed. According to the

discussants, the reasons of differences among $i*s Rere: due to lack of focusing on their
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duty, shortage of time /most of the PSPs are stsdemfavorable environment and working
situation, problem of recording and reporting prbpdack of feeling of volunteerism, economic
problem, lack of interest, low capacity or abiliagk of confidence, lack of cooperation on the
Kebele administration, high turnover of PSPs, latlexperience in the PSPs /when they are

new, wideness of the working area, shortage ofraoaptives /sometimes/ were the major ones.

Furthermore, the major challenges encountered gidin@ SRH service provision were discussed
during the focus group discussion. Accordingly, aoyerativeness of some of the of kebele
leaders, transport problem /bicycle problem/, Lamk awareness from the community,

inadequacy of training, minimum of incentives frone youth center, the training methodology
is not updated, lack of supportive supervisionhia youth center, time shortage/unable to get

adequate time/.

PSPs reflection: 70 alleviate the above mentioned problems, PSPsg@oimmendations to the
youth center. Accordingly, avail transport facilitike bicycles, provide financial support,
improve monthly transport allowance, establishrimé¢ café services, and provide community
awareness, equipping PSPs with adequate and curfemhation, conduct discussion with PSPs

challenges were the possible solution by whichRB@s challenges will be minimized.

Possible recommendations were also identified dutie FGD, according to the discussants, in
order to alleviate the challenges faced the PSReglservice provision, the youth center should
organize PSPs in groups, updating the informatibP®Ps every time, making confident the
PSPs so as to provide SRH services to their peelis @reating feeling of competition among
PSPs, and motivating the best performer on achiemelmases was recommended as one of the
best solution. Evaluating the PSPs activities bgntbelves, conducting monitoring, provide
supportive supervision at field level on regulasdmwill enhance the PSPs performance level.
Provide great attention during the PSPs recruitnmotess and provide training for low

performed PSPs were also important points raisedglthe discussion.

On the beneficiaries’ perspective, out of the resiemts who had got SRH services from PSPs
the majority of respondents were provided theirgastion on which the PSPs can improve their
services. Accordingly, the following recommendasiomere given: Out of them relatively the

large number of respondents, recommended PSPsdsapply different approaches to address
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the services. Whereas, significant number of redpots said that they were doing well, keep it
up. Other group of respondents recommended thatwoelld have adequate knowledge and
information. Furthermore an equal number of respatsl said that PSPs would do more than
presently done. Relatively few number of benefiemisaid PSPs should promote their services

in a large scale / they have to address the sartica large group of the people.

Similarly, the possible remedies for the challengasountered during the services provision
were raised during the staff interview. Accordinghe respondents, the possible remedies were:
PSPs should use their time efficiently as well lasytshould be Patient and committed. In
addition, they should strengthen networking witffedent clubs and should conduct intra PSPs
experience sharing to enhance their knowledge @adévelop confidence. Furthermore, conduct
experience sharing with other youth centers or rumgdions, recruiting committed PSPs,
updating the teaching materials, making the keleglders to be cooperative, provide bicycle as

much as possible, improves the incentives giverewes major remedies to solve the challenges.

As it was recommended by the respondents, IPPFpatsaded focus on the ongoing support
given to the service providers. Accordingly, ongpsupport and supervision are essential for
any peer education program as these create thetoppy both for peer educators to express
their thoughts and concerns about the program, edlsas for addressing the peer educators’
performance. More specifically, support and suown mechanisms are ways of providing peer
educators with updated information, giving themdfesck about their activities, providing
technical support for creating new activities, eimspthat the group dynamic is working, and
helping the educators resolve problems(IPPF, 2004)

According to IPPF, conducting supportive supervisam different approaches could enhance
peer educators performance. Observing activitie$ lswaking field visits are good way to
supervise and provide support to peer educatorsleWtre peer educators are conducting the
activities, the coordinator can identify whetheeytmeed additional training related to specific
information or skills (IPPF, 2004).

Other less formal ways to offer support to peercatius include, friendly team environment and
atmosphere among peer educators; additional dodactterials for the use of peer educators (i.e.

a peer educator manual); network of adults who igeadditional information and respond to
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guestions; help with presentations and activitiesincing for activities and supplies; emotional
support; opportunities for personal and profesdiodavelopment and for goal-setting.
Availability of supervisors to help peer educatdiandle difficult experiences; social support
from communities in maintaining ties with projecbllaborators and other peer educator
programs; assistance negotiating with adults arlg ire resolving problems between peer

educators and intermediaries, guardians and péieRts, 2004)
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Chapter VI. Conclusion and Recommendation

6.1 Conclusions

Based on the research findings the following casiolus can be drawn:

1.

PSPs were providing similar SRH services to thederpgroups found in Adama;
SRHIEC, Counseling, Family planning, condom prowmotand distribution emergency
contraception distribution, referral services, Hgrife and sex education /FLE/ training
at the outreach level. In addition, PSPs were plingi different services in the youth
center compound /IEC in the library and recreatoeas, peer counseling and serving

clients in the waiting areas

PSPs were playing important role in addressing SiRHices to the young people in
Adama town. As the data analyzed from the benef@saout of the channels of getting
SRH services, the type of services rendered by R@#te the highest. Out of the
beneficiaries who had got SRH services, most ahthenfirmed that the source of their

SRH services wereFGAE and out them, the lion sbBRSPs were great.

PSPs had differences significantly on performameell This was identified based on
geographical location they cover, experience they &dnd means of transportation they
use, accordingly, those with small geographic cagerand use bicycle as means of

transport perform better comparing with others.

The performance level of PSPs had significantlyessed with PSPs age, number of
time allocated for the voluntary services, the nambf service years before and after
being PSP; and the involvement level of PSPs irythegh center different programmatic

activities.

The target beneficiaries of PSPs were identifieterms of age, sex, educational status,

marital status and economic level.
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6. The major strategies by which the PSPs addresge8RiH services to the young people
were: group discussion, youth dialogue, one to dwmemne visit, and distribution of
different IEC materials were the most utilized &gges. In addition to this, coffee
ceremony, question and answer contest, short dideya model youth as testimony,
networking and partnership with other RH clubsakkshing trust through maintaining

confidentiality of client’s information were utik.

7. PSPs were mostly interested in providing voluntseyvices to their peer group. The
major factors that motivates them were, the prengitondition of SRH among the
community, seeing the joyful faces of the satisfafignt, getting acceptance from the
community, developing trust on the client, obsegwome behavioral changes among the

served young people, developing skill for futufe.li

8. PSPs were supported by the youth center and otganizations; the support was given
from internal organization, the youth center, andemal organizations like Kebele
administrations, schools, CBOs and clubs organired town. Mostly, the types of
supports were: training, materials support, mougpsrt & discussions during monthly
review meetings, monthly incentives from the yogtnter and training on different
topics and cooperation to provide the service irtremch level from external

organizations.

9. PSPs were challenged by different problems in ek&gtheir activities. To mention the
major ones, transportation problem, capacity pmoblack of experience specially when
they were new, resistant from the community, undbleget support in the field /no
supportive supervision from the youth center/, lmtivational incentives and problem
commitment were seen on some PSPs were the majaeprs listed by all groups of the

respondents /during PSPs questionnaire, FGD& stizffview/
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10.To alleviate the above challenges, different groypsvide their own possible

recommendations. Among the listed suggestions:| dxemsport facilities, awareness
creation to the community, provision of intensivairting to the new PSPs, provide field
support, arranging intra PSPs training, improve rtienthly incentives, were the major

ones listed by all groups.

6.2 Recommendations

Based on the study results the following are recendad.

The PSPs were providing various SRH services toesthhe youth SRH problems.
Therefore, the concerned organization should erehtms type of services.

The youth center should redefine the selectiorergaitof getting the best fit. Age, the
level of commitment, the type of voluntary serviegperience should be taken into
consideration.

The youth center should encourage PSPs to allacapée time for this type of services.
PSPs should involve in all programmatic activitefsthe youth center / in planning,
implementation and over all execution of the yatghter program/. This in turn creates a
sense of belongingness on the youth center program.

The youth center, FGAE, should improve the typenudterial incentives /such as
providing bicycle/ to the PSPs so as to enhancayje of services given to the young
people.

The youth center should design and conduct regat@portive supervision so as to
strengthen the performance level of the PSPs.

The youth center should organize different comnyuawareness creation workshops so
that community resistant will be minimized.

The youth center should strengthen the network padnership with pertinent
organizations so that they can provide differeipipsuts to the PSPs.

If the organization, FGAE, conducts this type ofearch in large scale, in all youth

center, it may give a total picture of the youtbgmam of it.
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Appendix A; Data Gathering Tools

I. Questions designed for PSPsFGD

Consent format for focus group discussions.

Date of FGD:

Venue:

Time started: Time ended:
Facilitator/moderator name: Sig.
Introduction:-

You are all welcome. First of all we are happy thati could make time to us. We are here to
collect information about the role of PSPs in addig SRH services to young people in
Adama. Its aim is to gather data on performand@3fs and to identify major challenges during
activities implementation.

You have been randomly selected to participatehis discussion hence you are expected to
provide us vital information and experience to shaith us on this subject. There is no right or
wrong answer. All comments, both positive and negaare welcome. We would like to have
many points of view and to be open discussiongsbffee to express your opinion honestly and
openly. In order not miss any point of the discolsive use a tap recorder. Your name as well

as address is not recorded in this interview tdgatoyour confidentiality.

Individuals are free to decide on whether or notptoticipate in the discussion. We also
encourage members to feel free to say any thingeraing the topic of discussion, because your
information is very important to evaluate and imgdhe program. Again, we would like to
confirm to you that all your comments are confid@rand used for research purpose only.
Thank you very much again. (The facilitator askstipg@ants to introduce themselves at this

stage and then introduce your self.)

Would you please list the main SRH problems of yppeoples in this town/ Adama/?
To what extent these problems pronounce list aaegi the prevalence rate?

Please mentions the major activities you perfaoackle these SRH problems

w0 Dd P

Please list the activities in order / based omilmaber of beneficiaries you addressed/
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What are the main strategies you employed to ad@B# services to your peers?
What are the major reasons of difference amongén®rmance of PSPs?
Is there a mechanism to narrow the gap betweeR3Rs performance

What motivates you to provide voluntary servicegdar peers?

© ©® N o O

What are the major challenges you face during semprovision to your clients

10. What suggestion you provide to solve these chadleng

Thank you for your cooperation
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II. In-depth interview for staff
St. Marry University Department of social work PostGraduate program

This question is designed to collect data for pyrsiduate thesis on the title of practice and
challenges of PSPs in addressing SRH servicesetydhng people FGAENYC. Therefore, |

requested you to fill the questions in which theect response on your own.

1. Would you please mention the main SRH problemsoahyg people in your target area?

2. What are the main strategies you are utilized levidte these SRH problems?

3. Would you list the type of services the PSPs ao®iging in their local areas/ please list
down based on their performance

4. Are there services in the youth center compoundiged by PSPs? If so, please list
down

5. Is there any performance difference among PSPsiceeprovision? If yes, please

mention the reason why it occurs?

6. Would you please mention the type of support yoa providing for success of

PSPs?/like training, supportive supervision, matetipport, etc.,/

7. In your opinion, do the PSPs play role in addresssiRH services to young people?

Please describe basic facts to argue this idea

8. Would you please describe the reason why PSPs atiwated to provide voluntary

services to their peers?

9. What are the major challenges faced the PSPs dsengce provision and what are the

causes for it?

10.1f you say they have problems, what is your suggesb solve the problem?

Thank you for your cooperation
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II. In-depth interview for Beneficiaries
Introduction and consent
INFORMED CONSENT

Hello. My name is and | am qlast team of people who are carrying

out a study on Practices and Challenges of PSPs in addressing SRH services to the young
people in Adama “. We would very much appreciate your participatin this survey. | would
like to give you a self administered questionnaingl it will take you about 20 minutes. Your
answers will remain confidential, and we will na taking down your name or address, so your
answers will be anonymous. Participation in thissey is voluntary and you can choose not to
answer any individual question or all of the quasii However, we hope that you will

participate in this study since your views are intaot.

1. Would you mention the main SRH problems of youngpbe in your target area?

What are the main causes of SRH problems accotdiggur perspective?

3. Would you list the type of services the PSPs aogiding in their local areas/ please list
down based on their performance

4. Are there services in the youth center compounsligeal for clients are meets the

demand of the clients?

What is your main reason of choosing FGAE youtheefor getting service?

Does the youth center maintain confidentiality?

What would like the approach of of the service jiers in serving the clients?

Do you have further comments in improving the serof the youth center?

N

© N O

Thank you for your cooperation
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