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ABSTRACT

The purpose of this study was to assess effectiveness of life skills-based reproductive and sexual
health education for adolescent girls in three selected primary schoolsin Addis Ababa. The study
investigated whether a difference exist in reproductive health knowledge and behaviour of
female pupils that have participated and those who have not participated in programmes on life
skills-based reproductive and sexual hedth interventions in those primary schools in Addis
Ababa. The study population was comprised of 60 girl pupils aged 14 to 17 years who had
attended the school-based reproductive and sexual health education (ARSH) programmes and
life skills peer learning sessions in the two Sub Cities of Addis Ababa. The data were coded and
analyzed using the SPSS 19 software. During the data analysis, the researcher used descriptive

statistics, like frequencies and percentages.

The results of the survey demonstrate that in general the RSH programs actually reduced sexual
behaviour, either by significantly delaying the initiation of sex, reducing the frequency of sex, or
reducing the number of sexual partners. There is a great lack of information and knowledge
among nhon-RSH education participating girl school adolescents on sexuality, contraception, and
HIV/AIDS and several misconceptions abound. In the light of the findings, useful suggestions

and recommendations were made.
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CHAPTER ONE

INTRODUCTION

1.1 Background of the Problem

Puberty is accompanied by physical, psychologindl @motional changes which need a positive
outlook to ensure reproductive and parenting sgcdé®reover, puberty is mainly associated
with brain maturation and physical growth. Thi®gass manifests a complex endocrinology
changes that has led to sexual maturation and daptive capacity. Puberty further triggers

emotional, cognitive and behavioural change.

World health Organization (WHO) (2006:6): has definadolescence as “the age of 10 to 19
years. It is characterized by physical, psycholagiand social change transformation and
maturation that takes place during this periods lalso called as period of stress and storm, a
period when society sends mixed signals to its gsters which results in confusion, frustration,

despair and risk taking behaviour.”

The period of adolescence is furthermore subdividéa three stages of Early (10-13 years),

Middle (14-16 years) and Late (17-19 years) (2@)e Texact age ranges are arbitrary and
approximate. These classifications are used taifggsommon tendencies among young people
as they develop from childhood to adulthood ang ldelsign adequate and individualized health
care to adolescents. At early stages of adolescgnaoag people develop primary and secondary
sexual characteristics. They consider themselvedoass of other people’s attention and

conclude that they are invulnerable to harm. Thengopeople in middle stage of adolescence
begin to develop their capacity for abstract thgkiwhile adolescents in the third or late stage

are able to consider problems systematically arsfradtly. As successful progression through
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each of these developmental tasks of adolescenmessary for healthy adulthood, one should
recognize the individual needs of adolescents @sdhvarious phases of development (WHO

2006).

The majority of youth experience insufficient accés information on reproductive health and
sexual rights and don’'t communicate with their pgseor other adults on reproductive and
sexual health issues. In many parts of the wodd|escents have been a neglected group largely
because of cultural sensitivities and gender digspsiregarding sexuality. Adolescents may be
reluctant to ask for help from adults in their faes, communities, or in professional settings.
Girls, in particular, are often kept from learniagout sexuality and health issues because of

cultural and religious beliefs.

Furthermore, the current prevalence of HIV infectas per HAPCO (2011) in Ethiopia was
estimated to be 2.1% with a higher level of infectiamong females. Young people aged
between 15 and 24 years had the highest rate ofikfB¢tion in Ethiopia. With regard to the

level of infection by risk factors, the rate ofection was 12.3 % among females with high risk

behaviour, while it was 1.3 % in the same popuratiath lower risk sexual behaviour.

Given this evidence for increasing sexual actigtigong young people and the current concern
about HIV transmission, how should sexual healtiptmenoted among the young in different
settings or contexts? Schools are settings thatifize learning and reach almost all young
people. As such, schools are ‘a vital resourcepfaviding children, adolescents and young
adults with the knowledge and skills they need @wmkenand act upon decisions that promote
sexual health’ (McKay 2000). After the family, sdhkdased sex education programmes are the
main method by which adolescents receive informattout sex related issues (Sexuality

Information and Education of the United States (BUS : 1999). Moreover, girls in Ethiopia are
2



confronted with many problems and challenges, gioly gender inequity and reproductive

health (RH) problems, such as early and unwantegnamncy, unsafe abortion and sexual abuse.

The current cohort of Ethiopian youth is the latgegser accounting over one-fifth of the
population (World Bank 2007). To contribute thaitl fsocial and economic potential, young
people need the knowledge and skills to make tii@ choices about when to have sex and how
to protect themselves from HIV infection and unimited pregnancies. The reproductive health
challenges Ethiopian youth face are similar to ¢ho§ young people in many other African
countries: high rates of teen pregnancy, high @&idg rates of HIV infection, early marriage for
young girls, malnutrition, and harmful traditionptactices such as female genital cutting.
Increasingly, policymakers are acknowledging tin& hetween better youth reproductive health
(YRH) and other aspects of healthy youth develogrmatuding livelihoods, mental health, and

road safety (FHI : 2005).

To that end, these adolescents need educatiorfeoskiils which may provide them with the
knowledge and skills to make the right choices alwloben to have sex and how to protect
themselves from HIV infection and unintended prewya Life skills, according to the Islamic
Medical Association of Uganda (2003), are the sgigs or abilities one uses to get along with
one’s own personality, one’s friends, family, tloeisty and the environment as a whole. These
strategies empower the young person to interatt thé society in which they live as effectively

as possible.

The same source also indicates that the objectizege skills are to promote one’s abilities in
the adolescents from both sexes, such as takingiveotiealth choices; making informed

decisions; practicing healthy behaviour; and recogg and avoiding situations and behavior
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that are likely to pose risks to health. The gdalgcomes) for learning life skills may, on the
other hand include: personal development; socialeldpment; feeling of fulfillment;

empowerment; ability to make a meaningful contidnutin life for themselves, their families,
group and country; informed choices; healthy betayiprevention of drug abuse, violence,

suicide, irresponsible sexual behavior; and neWsski

Therefore, some international and indigenous noregonental organizations, in recent years,
have been implementing life skills education astrategy for preventing HIV infection and
promoting sexual health in various contexts in aragic manner. There is no as such well-
grounded evidence as to the effective contributmfrschool-based life skills education to create
awareness of reproductive and sexual health, asaselb promote sexual health outcomes in
targeted primary schools. However, there have abbgen consensus on these issues in schools
which are being run in various socio-cultural, emoic and political contexts so far. Thus, it
becomes imperative to undertake an assessment stugshat the adolescent girls have been
gaining from education on life skills in generadascthool-based reproductive and sexual health
education in particular in order to bring aboueefive outcomes on the part of these sections of

the population in Addis Ababa, Ethiopia.

1.2 Problem Statement

The purpose of this study was to assess effectbgeoklife skills-based reproductive and sexual
health education for adolescent girls in three ctete primary schools in Addis Ababa.
Information on HIV/AIDS and life-skills educatiorai be provided to young people in a number

of ways, including through peer education or coliimgg community activities that include



parents, and through the mass media and schoddtlethécation programmes. Often, these
interventions are dispersed across many organimi@md community-based groups and their
effects are difficult to measure and to evaluatesiently. However, schools are a key setting
for providing information and teaching adolescehtslife skills necessary to prevent HIV/AIDS

and unwanted pregnancy.

However, there are little or no concrete data an eéffectiveness of such adolescent-focused
reproductive and sexual health programmes in scbettihgs not only because no quantitative
survey has been designed and conducted with theohimeasuring and analyzing it with the
practices and behaviours it entails but also becatiwse few existing studies lack
methodological foundations and social work perdgpecthat can lead to testable hypotheses.
Thus, the impact of those programmes with resgebealthy sexual behaviours deserves a close
investigation and update of the existing empireadence in various socio-cultural, economic

and political settings.

Studies conducted on how puberty impacts adolesgentoung girls who are transiting to

puberty age and their education confirms that i& igreat concern mainly to the developing
countries. No major differences exist at the gnest and early primary school levels between
boys’ and girls’ enrolments. However, UNICEF Rep(#006) proves that, as children progress
through primary school, differences begin to emeegpecially in rural areas of the developing

countries. In sub-Saharan Africa, adolescent gidsticipation in school is generally poor

Even in contexts where gender parity is achievethenearly grades, by late primary school
(Grade 5 or 6), the numbers of girls in school daxpped significantly. In close scrutiny and

review education data, enrolment rates are impbrdéet, retention and successful completion



rates provide a stronger test of Education for(EFA) achievements and more particularly of

achievement of the Millennium Development Goal Nem®1.

In an International Rescue Committee, Rhodes, Walke Martor (1998) argue that a study
conducted on primary schools in Guinea shows qalih girls represented almost 50.0% of
pupils in early grades) they made up only 34.0%hoge who had completed the cycle at Grade
six. Similarly, as found out by UNICEF/AET (2002) $outhern Sudan, enrolment rates of girls
in Grade 1 were found to be already very low (agrage of only 26.0% of total enrolment rate)

with a drop rate to 21.0% at Grade 8 (an absoludp thte of more than 20,000 girls).

In the reconstruction and development of the SorRalucational System, gender related
disparities are a key concern; only 35.0% of thgilstenrolled in Grade 1 are mostly girls. Thus,
this proportion declines with girls making up o29.0% of pupils in Grade 8 as per UNICEF's
study (2002). Such drops in girls’ participationnche attributed to multiple factors, sexual

maturation, and the subsequent impact on theiratiunal access and experience.

UNFPA, UNICEF and WHO (2003) report that paren&dré about sexual abuse can mean that
for unmarried girls movement is often restrictedeafmenarche; a reality which can also
interfere with schooling. In rural Peru, a girl whas begun to menstruate is perceived to be
different by the community. Girls’ self-percepti@hanges dramatically after menarche. They
see themselves as women rather than girls. Atstudeensify adolescent girls’ feelings of
exclusion and inadequacy and lessen their desiagtéod school. This strongly suggests that
Menarche changes a girl's self-perception and thg she is perceived by her family and the

community.



Many teachers (especially male teachers) are nwitsee to the special needs of girls during
puberty. Therefore, the teachers are unpreparedhoose not to provide the support and

guidance girls need.

Parents send conflicting messages to their daugh@m one hand, they believe girls should
adhere to gender-specific roles and begin to focoe attention on domestic tasks traditionally
assigned to women. They reaffirm existing percestithat girls don’t need to continue their
studies. In another study done in Tanzania indic#tat a gender gap in girls’ education at all

levels of the school system continues to existanZhnia and across sub-Saharan Africa.

One unexplored aspect of this gender inequity 18 tiee onset of puberty may be impacting on
girls’ attendance, participation, and completiorsaifiooling. The social and cultural pressures in
society which have arisen on the part of a girl nmélyience her as she becomes a young woman
within the local society. These have implicatioriss@omanhood for a young woman’s sexual
health, well-being, and continued academic focwinBation, the Forum of African Women
Educationalists, Uganda (FAWEU) pragmatic and tifud proposal for improving the lives of
girls maturing after them, represents the poweriamgbrtance of the findings. Equally valuable
was the effort to place these young women’s expeeg within the social, economic, and
political context of a globalizing world. The studgderscores that there have been public health
and education interventions that could be impleekmiow to improve young women’s chances

of remaining in school, and their overall healtld avell-being (Columbia University, 1997).

In a comparative assessment study on subjects’ lkdige, attitude and practice, concerning
puberty health programs done in Iran (MOH, 200@)imgnderscored that an appropriate health

education concerning their periodic development been of importance in community health



services. The study confirmed that discussion gahatl been more effective in puberty health

education for Iranian teenage girls than other wekth

In Ethiopia, a large number of 10-14 year-old gilso had been drawn from poor families and
communities were forced to transition very quicklgm being “children” to taking on more
adult roles (such as caregiver, spouse, bread wiame parent). These rapid transitions to new
social roles can confer increased risks and vubiliras that many young people aged 10-14
may not be equipped to manage. According the Edoplinistry of Health (2006), premature
school-leaving increased the need for contributmfamily economy, such as unpaid domestic
labour, paid labour, migration to seek economicaspymity, social isolation, Female Genital

Cutting (FGC) and early marriage.

School dropout in Ethiopia is caused by poverty fodl insecurity which, in turn, are linked to
a large family size. Parents with large famili@srobt send all their children to schools. If girls
are sent, they are often pulled out of schoolsdftierent reasons, such as having to help with
household chores or work to provide supplementadnme. Indirectly, girls may miss schools
because of inadequate school facilities, such aslegedifferentiated toilets. Early marriage,
abduction, gender-based violence and minimal conitynsapport are other factors contributing
to girls to become dropout of schools. Schools milap lack designated staff to counsel and

advise girls on how to address or overcome thesestygf issues (World Bank 2002).

The emergent issues for girls by aged 12 includexual maturation; consolidation of gender
norms; disproportionate care (concern) on domesbik burden; withdrawal from and/or lack
of safety in public space; school leaving and stkatety; loss of peers; migration for work; and

pressure for marriage (World Bank : 2002).



Despite the fact that their emergent vulnerabditigirls aged 10-14 year olds are frequently
neglected in research, policies and programs - stipythrough the cracks - no longer eligible
for child health programs and not considered byeational youth, maternal and reproductive
health programs. Early intervention may also creaw opportunities for effective

programming. It may also be easier to reach 10€ar wld girls — before they leave school,
while they live in their home communities and befdhey migrate. Limited programming

experience indicates that 10-14 year olds may beeropen, flexible and creative — they are

easier to work with before the onset of puberty.

In addition, it is reasonable to hypothesize thahay be easier to promote the development of
positive behaviours rather than change stubbornearicenched negative ones. To promote
continued education, the following are recommendéglventions: social and peer support and
protection; safe places to meet learn and recreatsponal assets/life skills provision; positive

health habits/information/services; and opportesitior personal and professional development

close to home (WHO ; 2000).

Another big gap seen at the onset of puberty isdgiks are left to cope with psychological and
physical effects of sexual maturation on their aagnparents, teachers and the community as a
whole do not give them support during this timecbnge. Teachers are overwhelmed with a
massive workload and feel too burdened to takehertdsk of empowering the girls while male
teachers have the added obstacle of feeling tieaitole that females only should play. Parents,
as a whole feel that they are incapable of teacttieggirls about sexual maturation, fathers
because they feel it is a female task and mothecause they feel shy about approaching the
topic, preferring to leave it to teachers. Whilegbody “passes the buck” to someone else, the

girl is left to collect scanty information on hewo and basically guide herself into womanhood.

9



Different organizations have been implementing guty to scale up life skills-based

reproductive and sexual health education for yantl young adults. Reports from Mary Joy
through Development and TSDA which are indigenours-governmental organizations indicate
that more than 9,300 students have been trainethépast three years. The aims of most of
such programmes revolve around building responteatsidence in their own ability to protect

themselves from HIV and reduce their risks, minimgzmultiple sexual partners and staying
faithful to one sexual partner. The projects wenplemented in partnership with schools, faith-
based and other community-based organizations ghrmobilization of CBOs strategies such as
local anti-HIV/AIDS clubs, Parent-Teacher Asso@as (PTAs) and PLHIV Associations for

persons living with HIV. Through a variety of agtigs, the projects sought to stimulate broad
community discourses on healthy norms and riskyabelur so as to create an enabling

environment for behaviour change and communications

Generally, this study is inductive by its natureiathis not well-informed about specific theories,
approaches or models in a given field of speciibma However, the study mainly gets framed
to generate empirical observations in the schdtihgs and then to look for relevant social work

perspective after the data have been analyzedartdxtualized in the study areas.

1.3 Research Hypothesis

Sexual health education programmes in the threecteel schools have improved the sexual
wellbeing of adolescent girls. In other words, &hira significant difference in sexual wellbeing
of adolescent girls between those who have attehtéedkills-based reproductive and sexual

health programmes and those who have never attehdguogrammes.
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1.4 Objectives of the Study

The overall objective of this study was to assdss eéffectiveness of life skills-based
reproductive and sex education programs in enaldagal behaviour of school girls 14-16
years of age in grade 6 to 8 in adopting healthyusle behaviours and avoiding bad

consequences. Specifically, the study intended:

» To identify difference in reproductive health knedte and behaviour of female pupils that
have participated and those who have not partietoat programmes on life skills-based

reproductive and sexual health interventions irs¢harimary schools in Addis Ababa,;

» To assess difference in risks between those gpilp&®SH have been participating and non-
participating in programmes on sexual health, pregy and contraceptives, STIs and
HIV/AIDS; and

* To identify and describe socio-cultural factorslueficing reproductive and sexual health

needs of girl adolescents in those three selectaabss in the city.

1.5 Significance/Justification of the Study

Girls in Ethiopia are impeded from having the sdeerning opportunities as boys due to a
variety of factors. Gender preference and inegealitn access to education and the sexual
maturation and a myriad of factors related withusdixy and gender are considered to be an
obstacle. Like the other factors, the sexualthemiongst girls is a factor that greatly impacts
the education of the girl child in Ethiopia affexiher quality in performance, subsequent rate of

transfer to the next level of education and nunabgrears of study.

Most schools in Addis Ababa have some form of sdwcation ranging from reproductive

biology classes to comprehensive sex educationramugy that encompass reproductive health
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and development, STIs, sexual behaviour, gendeesssand interpersonal relationships. The
programs can be pragmatic and focus upon prevefirg, HIV and unwanted pregnancy, or
morally-based, where most young people are encedrag abstain from sex until married
(Stevens-Simon & Kaplan 1998; Lindberg et al. 200@/mer 2002). However, little is known
on whether these sex education programmes havecdcéte girl pupils in the schools on the
above-mentioned sexual health outcomes. Theretbig,study will help social/health policy
makers, practitioners, programme developers in awipg strategies of addressing the sexual
and reproductive health needs of young girls, dbageit will contribute to existing knowledge

reservoir in the area.

1.6 Operational Definition of Concepts

In order to measures those variables in the sty have to be operationally defined. Those

key concepts in the study are defined as follows:

» Puberty: World health Organization (WHO:2006) has definethgrty as the age of 10 to 19
years. It is characterized by physical, psycholalgend social change transformation and

maturation that takes place during this period.

* Reproductive and Sexual Health Education'Sexuality education is the lifelong process of
acquiring information and forming attitudes, bediednd values about identity, relationships,

and intimacy (Douglas, 2006).

» Risky sexual behaviour is defined as a sexual relationship with a ngula partner or had
never used condom or exposed to sexual violenceagredor involvement in transactional sex

on a casual basis (World Bank:2006b).
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» Sexual health outcomesfor young people, sexual health outcome refeligcuding age at
first intercourse rates of pregnancy and abortipmgportion of young people using
contraceptive methods other than abortion, andnitidence and prevalence of STls and HIV

intimacy (WHO:2006:3).

1.7 Limitations of the Study

The study was conducted among 60 girl pupils inttiree selected schools in Addis Ababa.
Therefore, these results cannot be generalizetieeelementary schools in the Kolfe Keranyo
Sub City or the NGOs involved. An extensive studyering a longer period and bigger sample

sizes need to be carried out for the results tgameralized.

The pupils were sometimes unable to recall theicgmions and experiences before they had
joined Project during its life cycle period. Hencecall bias was experienced. To address this,
the pupils were probed to explain in detail whatl teappened or asked to refer to another
pupil(s) to discuss the topics presented or gied thpinions on these topics under investigation.
The interviews conducted with key informants andH@&Id were hand written during the actual

sessions, which could have affected the qualityaté.

1.8 Chapterization of the Thesis

This MSW thesis is organized into five chapterse Hirst Chapter introduces the background of
the problem, problem statement, research hypothe&igctives of the study, operational
definitions of key concepts in the study, significa/justification of the study, limitations of the

study, and Chapterization of the thesis.

Chapter Two presents a review of related literatliralso highlights literature on sexuality and
adolescents, reproductive and sexuality educatalsjectives of reproductive and sexual
education programmes, history of school-based R&jrammes, the role of schools, and

common characteristics of those effective RSH @ognes.
13



The Third Chapter describes the study areas amobks;hstudy design and methods, including
the universe of the study, sampling method, dalactmn tools and procedures, data processing
and analysis, and ethical considerations. Chapiar fresents data analysis, interpretation and
discussion of major findings. Finally, the thesmmwis conclusions from those major findings

which are based on empirical observations and tkeammends suggestions for action to be

implemented by social work practising schools ati@tioconcerned stakeholders.
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LITERATURE REVIEW

2.1 Introduction

This chapter describes literature related to theysbbjectives. It synthesizes studies related to
the topics under review to identify gaps in knovgedmethods and findings. The review of the

related literature is guided by the objectiveshef study.

2.2 Models and Theories of Health Behaviour

There are well-known health behaviour related nodeld theories. Among them, the Health
Belief Model, the Theory of Planned Behaviour, #iétude-Social Influence-Efficacy Model,
and selected aspects of the Social Cognitive Tharymost widely used approaches applied in
health behaviour research (Aaro, Schaalmas, & Ast2005). However, the Social Cognition

Models and Theories are widely used in researdheaith related behaviours.

The first research-based social cognition modelschvlare relevant to the study of health
behaviour were proposed in the 1950s, and a nuofbew models have been developed since
then. One of them is the “Social Cognitive Theomfiich was primarily called “Social Learning

Theory”.

2.3 Sexuality and Adolescents

To perceive young people as sexual beings seerbe tme of the hardest things to accept in
most societies. However, sexuality is a pivotal ponent of adolescent development and the
hallmark achievement of adolescent sexuality is ésablishment of intimacy with another
human being (Hofman 1989). No matter how much adulght like to ignore it, sex has great
meaning in the lives of youth, whether they have &ay sexual experience or not. Adolescents
are becoming sexually active at increasingly eadiges. It has been extensively documented
that premarital sexual intercourse is relativelynooon in many industrialized nations, with the

majority experiencing their sexual debut duringittheen years. In Untied States, for example,
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approximately 70% of women have had sexual intesgsiby the age of 18 years (Susan 1993,
p. 1213). In another study in the same country, I18%5 years old, 28% 16-year-old females
are sexually active, representing increases of 24% 34% respectively from the early 1970s

(Brenda 1997).

A general overview shows that the circumstanceadaiiescents in developing countries with
respect to sexual behaviour vary tremendously botbss and within regions (Hughes 1998, p.
29). Adolescents aged 15 -19 years who had pracsierual intercourse in Latin America varies
from 18.4% in Peru to 30.1% in Paraguay. SimilamySub Saharan Africa, this ranges from
14.2% in Rwanda to 68.5% in Cameroon. In Guine&ral; 50% of female and 76% male
participants of 15 — 24 years were sexually expegd (Elster 1994). In same country, it was
found that female pupils had had fewer partnera thair out of school counterparts, however,
among young men the reverse was true. Moreoverpsathool males reported fewer sexual
encounters in the previous month than did thoselools, but the opposite were the case among

women.

2.4 Reproductive and Sexuality Education

‘Sexuality education is the lifelong process of @dgg information and forming attitudes,
beliefs, and values about identity, relationshiggd intimacy. It encompasses sexual
development, reproductive health, interpersonatiaiships, affection, intimacy, body image,
and gender roles. Sexuality education thus addsedse biological, socio-cultural,

psychological, and spiritual dimensions of sexyabf adolescents (CEDPA 1998, pp. 37).

2.5 Objectives of Reproductive and Sexuality Educain Programmes
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Like other Youth Reproductive Health (YRH) Progragsnsexuality education aims to achieve
a range of outcomes, some of which apply to sexwdtive youth and some to those not yet

having sex. These objectives as elaborated by CED&Ade:

..reduced sexual activity (including postponing age at first
intercourse and promoting abstinence); reduced number of sexual
partners; increased contraceptive use, especially use of condoms
among youth who are sexually active for both pregnancy prevention
and prevention of HIV/AIDS and other sexually transmitted infections
(STIs); lower rates of child marriage; lower rates of early, unwanted
pregnancy and resulting abortions; lower rates of infection of
HIV/AIDS and other STls; and improved nutritional status. (CEDPA
1998, pp. 7-12).

Sexuality Education Programmes are part of a sfifgoven interventions (see Table 1 below)
that include activities, such as peer educationssnraedia, social marketing, youth-friendly
services, and policy dialogue and advocacy. Schadl livelihood opportunities complement

and reinforce these approaches
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Table 1: Knowledge of HIV/AIDS and sexual behaviouramong young men and women

aged 15-24 years for selected countries, 1999-2003alues are percentages) Eastern and

Southern Africa

Country

Botswana

Ethiopia

Kenya

Malawi

Mozambique

Namibia

Rwanda

Uganda

Zambia

Zimbabwe

sojewo

Know that
a healthy
looking
person can
have AIDS

81

39

83

84

65

82

64

76

74

74

Comprehen
sive correct
knowledge

about AIDS

40

NA

34

34

20

31

23

28

31

NA

Sex before
age 15

NA

14

15

17

NA

10

14

18

Higher risk
sex in the
last year

NA

30

17

37

80

10

22

30

20

Condom
used at
last higher
risk sex

75

17

25

32

29

48

23

44

33

42

ETEN

Know that
a healthy
looking
person can
have AIDS

79

54

86

89

82

87

69

83

73

83

Comprehen
sive correct
knowledge

about AIDS

33

NA

47

41

33

41

20

40

33

NA

Sex before
age 15

NA

31

29

NA

31

NA

16

27

Higher risk
sex in the
last year

NA

64

84

71

83

85

42

59

86

82

Condom
used at
last higher
risk sex

88

30

47

38

33

69

55

62

42

69

Source:

WHO (2006:34)

2.6 History of School-Based RSH Programmes
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First established on a national scale in Européh@1960s, developing countries introduced
school-based sexuality education in the 1980s. @&eergence of HIV/AIDS gave many
governments the impetus to strengthen and expandbty education efforts. Currently, more
than 100 countries have such programs, includingpsi every country in sub-Saharan Africa
(McCauley & Salter 1995; Rosen & Conly 1998; Smikippax, & Aggleton 2000). Those
United Nations’ organizations, such as UNFPA, UNBES@nd UNICEF have traditionally been
the leading international supporters of sexualifuaation. The World Bank, through its
intensified efforts to help the countries in therlddight HIV/AIDS, has also become a major
funding organization (World Bank 2002b). Many otlhdateral donors and private foundations

and organizations support and promote sexualitgatthn worldwide.

2.7 School-Based RSH Programme Components

This Programme has three major components — clariand training; health services; and
school environment. The first component of the ghamme includes such activities as
information content; clarification of values; lifeuilding skills; age and developmental
appropriateness; curriculum selection or develogmgassroom teaching methods; placement
of RSH in school curriculum; selection of instrustbeachers; pre-service teacher preparation;
in-service training for teachers; content and desgd training programmes; training for
educators; training fro administrators; ongoingnireg and support; and training materials. The
health services component of the Programme, omttier hand, is composed of school nurses;
counselling services; nutrition services; contraigepservices; and linkages to community-based

health services (Birdthistle & Vince-Whitman 2008).

2.8 The Role of Schools
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In Ethiopia, as elsewhere in Africa and the develgpworld, schools play a key role in

imparting important information on health and humelations. Although some Ethiopian youth
still lack access to secondary or even primary atiog, for those young people who do attend
school, the school setting provides an importanuego transmit information and skills that can

protect youth against risky behaviours.

School-based sexuality and reproductive health adut is one of the most important and
widespread ways to help young people to improve teproductive health. Countries in every
region have organized sexuality education prograh@ne type or another. Such programs, if
thoughtfully designed and well implemented, canvjgte young people with a solid foundation

of knowledge and skills (Zadeh 2002).

2.9 Common Characteristics of Effective RSH Prognas

A large majority of the effective programs sharestnaf the 17 characteristics described below.
These 17 characteristics can logically be divided three categories, namely, those describing:
(1) the development of the curriculum; (2) the alledesign and teaching strategies of the

curriculum itself; and (3) the implementation oé tburriculum.

Characteristics describing the Development of the @riculum

There are five common characteristics of effecwugriculum development teams and their
efforts to develop effective curricula. These teaans summarized below as presented in the
sexuality education curriculum of the University 86uth Africa: (Department of Education

2002).
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a) Included multiple individuals (and sometimes group¥y with expertise in different areas

in the design of the curriculum.

They often included people with different Sex an¥ lEducation Programs (Kirby et al. 2006).
These include backgrounds and expertise espediatlye areas of theory of health behaviour,
research on adolescent sexual behaviour and rigk®tective factors affecting that behaviour,
theory of instructional design (how to change e@sk and protective factor), elements of good
curriculum design, specific activities used to teagouth about sexual topics, cultural

knowledge, and evaluation.

b) Assessed the relevant needs and assets of the yopagple they were targeting.

The curriculum developers typically reviewed quiatitve data on HIV, other STD or pregnancy
rates, as well as any survey data on young adxiltasdehaviour. They, to the extent feasible,

reviewed these data for their targeted population.

c) Used a logic model approach to develop the curricuim

In public health, a logic model may specify howementions can affect behaviour and achieve a
health goal. Curriculum developers may or may rasehconsciously developed a formal logic
model. However, their discussion of the developnwérihe curriculum, their use of theory, and
their measurement of both sexual and contracefdi®feaviours and the mediating factors
affecting those behaviours all suggest that theypdeted the following four steps, although not

necessarily in the following order and not necebsso logically.

d) Designed activities consistent with community valge and available resources (staff

time, staff skills, facility space and supplies).
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In communities that greatly valued abstinence amanong people, for example, abstinence was
emphasized as the safest or best approach for ygaogle. In schools with teachers
inexperienced in using role plays, less or no ersighaas placed on students practicing role
plays. In communities that lacked video equipmeidgos and films were not incorporated. In

schools that lacked paper and pencils, individuaksheets were not used.

While this characteristic may seem obvious, theeeraimerous anecdotal (and even reported)
stories of people who developed curricula that dawdt or were not fully implemented because
they were not consistent with community values srgburces, and consequently they were not
effective. Thus, even though this characteristicy rha obvious to some people, it remains

important to recognize.

e) Pilot-tested the program:

Many of the curriculum developers pilot-tested soameall of the activities and then made

modifications in the activities before implementiihg version that was actually evaluated.

b. Characteristics describing the contents of thewriculum itself

The eight characteristics describe the curriculwalgyand objectives, activities, and teaching

methods. More specifically, effective curricula:

f) Focused on at least one of three health goals: Thesvention of HIV, other STDs and/or

unintended pregnancy:
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Effective curricula typically focused on young p&®g susceptibility to HIV, other STDs and/or
pregnancy and the negative consequences of cangadlV and other STDs or becoming

pregnant.

g) Focused narrowly on specific behaviours leading tdhese health goals, gave clear
messages about these behaviours, and addressedaginns that might lead to them and
how to avoid them:

The curricula designed to prevent HIV and other ST&rused on abstinence and frequency of
sex, number of sexual partners (less commonly),candom use. Curricula designed to prevent
pregnancy focused on abstinence, frequency of s Commonly) and contraceptive use.

Effective curricula focused on these behaviours wariety of ways.

Although most programs emphasized abstinence anttdadom/contraceptive use, a few
programs recognized that condoms do not provideptets protection against STD transmission
and thus encouraged youth to limit their sexualtngas, especially older male partners.
Programs in some developing countries, especiallic#® emphasized the dangers of “Sugar

Daddies” — older men who offer gifts or treats, lagiér want sex in return.

h) Focused on specific sexual psychosocial factorsathaffect the specified behaviours, and
changed some of those factors:

Programs designed to reduce sexual activity eltgetelaying the initiation of sex, reducing the
frequency of sex (or increasing the return to alesite), or reducing the number of sexual
partners focused on one set of factors, while piogr designed to increase condom or

contraceptive use tended to focus on another diffdsut overlapping set of factors.
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It is also true that a large majority of these dastwere significantly improved by a majority of
the studies that measured them and changed theiatssbbehaviour and all of these factors
were significantly improved by at least one-thifdlte studies that measured them and changed

the associated behaviour (CRS 2009).

i) Attempted to create a safe environment for youth tgarticipate.

Virtually all of the effective programs started loyeating a set of ground rules for class
involvement including rules such as not expresgingdowns, not asking personal questions,
respecting the right to refrain from answering des, recognizing that all questions are
legitimate questions, not interrupting others, ee$ipng the opinions of others, and maintaining
the confidentiality of views expressed. Consisteith this characteristic, to help make youth
more comfortable talking about sexual topics, saugicula encouraged educators to give
positive recognition and positive reinforcement.abidition to establishing ground rules, some
programs tried to create a safe environment byragpg the class into same-sex groups for

certain topics, or occasionally limiting the enti@urse to only one sex (CRS 2009).

J) Included multiple instructionally sound activities designed to change each of the
targeted risk and protective factors.

In order to meet the needs of the targeted youmgplpeand to change the selected risk and
protective factors, effective programs incorporatedltiple activities to change these factors.
Often individual activities were linked to specifigctors; others times they addressed multiple

factors.
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In summary, like other human beings, adolescents kaxuality. It is a pivotal component of
adolescent development. Sex has a great meanineinives of adolescents and youth.
Generally, in developing countries and their subistbns, the existing situations show the
presence of great variations in terms of sexuabhwelir. Those sections of the society need

sexuality education, among other things, incluégsaductive health.

In this regard, there are reproductive and sexealth programmes which are being run in
various contexts. One of these contexts is schasédh reproductive and sexual health (RSH)
programmes. Therefore, United Nations’ Organizatjguarticularly the World Bank help the

developing countries, including Ethiopia to fightMAAIDS by funding the Programmes.

Schools in the developing countries, including & play a significant role in imparting
pieces of information on RSH issues. Thus, schaskd RSH interventions are useful for
improving the adolescents’ awareness and knowledgeproductive and se3xual health. In
order to assess and evaluate whether RSH Prograamaexfective or not, there are common
characteristics for this purpose, such as the dpwetnt of the curriculum, the overall design

and teaching strategies, the curriculum itself, ta@dimplementation of the curriculum.

CHAPTER THREE
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RESEARCH DESIGN AND METHODS

3.0 Introduction

This chapter describes the site and setting, theéystlesign, methods, universe of the study,
sampling techniques, data collection tools and gutaces, data quality control, as well as data

processing analysis. In addition, ethical consitilena in the study are briefly described.

3.1 Description of Study Site and Setting

The study was conducted at Medhanealem, Millenramch Efoyita Junior High Schools which
are situated in Gulele and Kolfe-Keranyo Sub Cibé#\ddis Ababa respectively. The schools
relatively have the same numbers of pupils raniiogn 3200 to 4000, of whom girls being the
majority in terms of the number of pupils who aterently attending in these schools. All the
three schools are government-owned and -run schislmist of the pupils who are attending in
the three schools are mostly from the lower cldgh® society who live in the old parts of the

city and the peripheries of Addis Ababa.

There are different ways of reviewing the evidemceelation to the UNGASS goals and targets
for young people and HIV/AIDS, to assess whethamnadrinterventions are effective in terms of
increasing young people’'s access to informationillsskand services, decreasing their
vulnerability to HIV and decreasing HIV prevalent® some settings, the outcome that has been
the focus of the studies reviewed has been morigelimFor example, the UNGASS’s goal on
providing access to services for the health sesvieetting. And in some cases, behavioural
outcomes, such as delaying sexual debut, decreabmghumber of sexual partners, and
increasing the consistent and correct use of cosddras been used as proxy indicators for

decreased prevalence. The assumption is that Hieseé behaviours are important in preventing
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the spread of HIV and that the balance between ftkdikely to vary depending on the specific
groups of young people under consideration ancctimeexts in which they live. In this paper,
the researcher aimed to describe the relationskepveden sexual health education and
reproductive health or sexual wellbeing of youngple aged 14 to 16 years in the selected

Efoyita, Millennium and Medhanealem Junior High &als.

3.2 Study Design and Methods

The researcher employed non-experimental desigaddiition, both quantitative and qualitative
research approaches. Quantitatively, the researudest descriptive sample survey to generate
primary data from sample pupil respondents who vpensuing their schooling on those three
Junior High Schools. Qualitative research methedsh as semi-structured interviews with key
informants composed of teachers and pupils who welected from those Schools, focus group
discussions and documentary analysis were emplayembllect pertinent qualitative primary
data. Generally, this study was a cross-sectistoaly which applied quantitative and qualitative

methods.

3.3 Universe of the Study

The study population was comprised of 60 girl paipijed 14 to 17 years who had attended the
school-based reproductive and sexual health eaducptogrammes and life skills peer learning
sessions in the two Sub Cities of Addis Ababa. Tbexmunity development workers of two
indigenous NGOs, namely, Mary Joy Aid Through Depehent (MJATD) and Tesfa Social
Development Association (TSDA), and teachers inaheve-mentioned two schools who had

been providing the girls with reproductive healtlueation in the same period were interviewed.
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The pupils were selected randomly from a list adgpamme participants by their respective

school provided by MJATD and TSDA.

The teachers who were trained in providing repradectind sexual health services and
consented to participate were interviewed. Moghefinterviewed teachers had been leaders of
the reproductive health club and girls club in ttmee schools. In addition, those pupils aged 15
to 17 years who had attended the reproductive @xdiad health education sessions were
included in the study. To compare results, equatbrrs of adolescents of the same age, same
school but did not attend the RSH sessions whaghasth a written consent were interviewed. In
contrast, those pupils who did not consent to titerviews were not interviewed. In general, the
sample size was determined by the researcher &0 lggrl pupils who had patrticipated in the
research. Out of the total 276 girl pupils who Hhesn participating in the Reproductive and
Sexual Health Programme, only 60 of them approaeimedselected as survey respondents due

to limited resources, such as financial, humanenstand time resources.

3.4 Sampling Methods

In the study, the researcher employed purposivecandenient sampling techniques of the non-
probability sampling technique. The former techeiquas used to select pupil respondents,
while the latter was employed to select and torumev those pupils and teachers in the three
schools. The latter technique employed for selgatismses or units of observation as they were
available to the researcher. Only those teachecswére easily and conveniently available and

accessible were interviewed.
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3.5 Data Collection: Tools and Procedures

Interview schedules with closed-ended questionevpeesented and answered by 60 sample
pupils to express their knowledge, attitude andeerpces. The research instrument was mostly
adapted from the Behavioural Surveillance Surveg§Bquestionnaire. Here, the focus of this
study was to analyze a number of specific questisked to girls who had been in the age group
13 to 16; about their most recent knowledge, a#ifupractice and experience in their sex
education and if there is any correlations withréased sexual wellbeing. The quantitative
instrument attempted to address socio-demogralaiacteristics, sexual behaviour, knowledge
and practice of condom use, alcohol and drug usewledge, attitude and practice of HIV,
sexually transmitted infections, availability anctass to HIV testing, etc. A group of children
who had participated in sex education and anottrarpgof the same age group never exposed to

any form of sex education would fill the same intew schedule.

Regarding reliability and validity of the researststruments the interview schedules and
interview guides, the researcher conducted pr@tesind pilot study. Both instruments were
pretested with 5 pupils to find out points of pbssiconfusion and ease of use and adjustments

were made accordingly.

Qualitative data was collected using interview guidrough note taking. The interviews were

carried out in Amharic. All responses between #szarcher and the respondent were verbal.

Three Focus Group Discussions were conducted vl feachers, 16 students, five (5)
community development workers of Mary Joy and TSOAe Mary Joy Kolfe project

coordinator, along with the observations of varidAisti-AIDS and peer group records are
reported. FGD information on the parent and teakhewledge, attitude and support on puberty

and sexuality issues and results of a key infornvaterview with girls’ club leaders in school
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levels of the study area was collected in the teits. This method was useful to elicit students’
perceptions and to explain quantitative result$is Thethod also enabled participants to relax
and talk freely and express their opinion (Rice 8¥ 1999). Study participants were selected

based on mothers’ and infants’ age.

Two key informant interviews were held with teaché&mom the three schools. An interview
guide was developed to facilitate the discussidiiese interviews allowed probing issues in
detail andencouraged respondents to express their views fitorexthe existence of any sex
network, guideline in the school system, which stsgirl students to minimize vulnerability

absenteeism and girls school dropouts.

3.6 Data Processing and Analysis

In order to process and analyze the quantitative, dae interview schedules were checked and
missed questions amended in the field and at aatemdilection place. Data entry was validated
by checking samples of the schedules to identifya @atry errors. The data were coded and
analyzed using the SPSS software. During the daddysis, the researcher used descriptive
statistics, like frequencies, percentages, measofesentral tendency and measures of
dispersion. Moreover, bivariate data analysis tephes were used. In order to assess whether or
not there are statistical differences between tlgest and the reference group, the researcher
used using Chi-Square tests (dichotomous variabkes)alue ofp < 0.05 was considered as

statistically significant.

Thematic analysis was applied to analyze writtemdcripts of qualitative data and then to
identify emerging themes. The researcher reviewedranscripts to develop a code list for the

research objectives. Codes were applied manuallyhéotranscripts by the researcher. No
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software was used for the qualitative data analyi®se texts pertaining to the codes in the

gualitative data analysis was organized in a matrikescribe essential themes.

3.7 Ethical considerations

First of all, the researcher obtained a writteroiinfed consent from the study participants and
emphasis is placed on the principles of privacy emdfidentiality. The researcher explained the
objectives of the study and guaranteed participahtg all contributions would remain

anonymous. Participants were encouraged to uséltguage and terms to describe practices
pertaining to sexuality. Generally, the researdieek care not to encroach upon the psycho-

social privacy of the pupils, teachers and othakedtolders who had participated in the study.
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CHAPTER FOUR

RESULTS AND DISCUSSION

4.0 Introduction

This section presents results and discussion freangle of 60 girl students aged 14 to 16 in the
three schools where the program has been operhtibmacluded results of one Focus Group
Discussion with mothers and two Kls with health kess.

A. RESULTS

4.1 Background characteristics of respondents

This chapter has three sections and in each seftidimgs of various questionnaires presented
to various groups of respondents were addresseitteldVreplies of sixty (60) students were
gathered through a semi-structured questionnaick explained in the first section of this
chapter. We found a response rate of 100 % beferexeluded cases of missing data. It became
80% when cases were excluded using criteria mesdidrelow. There were 64 participants in
the three schools. The respondents were all girtke age group of 14 to 16 years with a mean

age of 15.07.

4.1 Socio Demographic Profile

Table 1 details selected socio-demographics oiitr@en interviewed. The combined mean age
of respondents was 15.07 years. The comparativebatyeeen the respondents in both those
exposed to the reproductive and sexual health édacand those not participated was relatively

similar.
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Table 2: Frequency and Percentage Distribution of@spondents by RSH Exposure

Age No. of RSH Participant | % No. RSH Non-participant | %
Respondents Respondents

14 8| 26.67 9| 30.00

15 12| 40.00 12| 40.00

16 10, 33.33 9| 30.00

Total 30 100 30| 100.00

Religion: In this sample survey, all three major religioms Ethiopia were significantly

represented by at least a quarter of the resposid®nthodox (48.33%), Protestants (18.33%),
and Islam (30.0%). The documented distributionhe&f tespondents’ religion in this survey is
pertinent to the researched schools areas and tdoecessarily reflect the prevailing religion

composition in the general population. Thus, causbould be made while interpreting this data.

Table 3: Frequency and Percentage Distribution ofespondents by Religion
Religion No Percentage

Orthodox 29 48.33

Muslim 18 30.00

Protestant 11 18.33

Catholic 2 3.34

Total 60 100

It is widely agreed that religiosity, though diffit to measure, may act as a more powerful
influence on behaviour than formal religious affiion. Accordingly, the data collected shows

that majority of the students said they see ratighis the very important characteristics that

regulate behaviour.

Chart 1: Importance of Religion on Sexual behaviour
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4.2 Awareness about changes during adolescence:

The comparative study included a few questionsopits to help us understand how conscious

are the youth of the changes taking place in thach leow aware they are about sexual and

reproductive health issues. Out of the 30 respdsdenthe ARSH participating group, 28 of

them identified the changes related to adolescenoectly, including mood swings where as

only 19 correctly mentioned the changes in the panticipating group. 87% in the exposed and

64% in the non-exposed group were aware that sjpeocuction begins in adolescence. This

once again highlights the lack of enough undersiandf the reproductive processes among the

youth.

Table 4. Awareness about changes during adolescenc

[=)

YES No Don’t Total
know

No. % No. % No. %
Girls start menstruating 52 87%& 6% | 4 7% | 60 1009
Lack of concentration, moodiness 54  88% 8% 4% | 60 1009
Physical growth, increase in heighg7 78%| 7 11%| 6 11%]| 60 100%
development of muscles in boys
Roughness of voice in boys 42 71% 14%]| 9 15%| 60 100%
Production of sperm begins 34 57% 9% | 20 34% 60 100%
Breast development in girls 45| 7406 9% | 9 17% 60 100%
Growth of hair around private parts 46 1% 12%]| 6 11%]| 60 100%
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4.3 Knowledge on Reproductive and Sexual Health

Out of the study participants, only 80 (8.0%) oérthanswered that a woman is most likely to
become pregnant halfway between two periods, ofchvithe majority, 80% were from the
female group who participate in RYH program(TableBhe proportion of non-exposed and
exposed adolescents who replied correctly to thisstion was 8.3% and 11.3% respectively.
Out of the total study subjects, 78.3% of them regmbrted that they know at least one means of
avoiding pregnancy. Knowledge of sexual healthnedi girl students was three times higher
than the non-participating ones. Oral pills, Ingddes, and condoms were the most recognized
contraceptive methods that were reported by 93% 7% respectively. Moreover, a sizable
proportion, 17.6% of the participants agreed daugtio be one of the alternative methods of
contraception and only 46% of the non-espoused knibvat a girl could get pregnant the first
time she had sex. Fifty nine (98.3%) of the pgpaats knew diseases that a person can acquire
through sexual intercourse. Knowledge of adolescent this question was found to be about

four times higher for participating adolescents.

Among the 50 respondents who know at least onbeotliseases that can be transmitted through
sexual intercourse, the majority, 56 (93.33%) afnthmentioned AIDS and 45.3% mentioned
gonorrhoea and almost an equal proportion of thated syphilis. Whereas, only 19% and 17%
of them mentioned diseases like lymphogranulom rema and chancroid respectively. It is
interesting to state that 29 and 5 of the partitipanentioned tuberculosis and haemorrhoids to

be STDs respectively.

Out of 60 participants who mentioned there is medrmeventing STDs and AIDS, most, 79%

mentioned abstinence, 43% to use condom, 29% tainefaithful to a partner and 11% to avoid
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sex with Commercial Sex Workers (CSW) to be ways th person should follow to avoid
getting these diseases. Out of the sixty (92%hefrespondents who had reported that they have
heard about HIV/AIDS, 89% stated unsafe sex, 53%rish syringes and needles, 22%
transfusion of infected blood and 2.3% verticaligni mother to child to be the major means of
HIV transmission. Only 53% of the non-exposed gr&apw that a healthy looking person can
have HIV. The proportion of participants who agréleat a person can get HIV the first time he

or she had sex was found to be very small, only &% on-exposed and 87% for exposed.

4.4 Source of Information on Reproductive Health

Parents (48%), peers (26%), heath workers (11%)naedia (10%) were mentioned to be the
common source of information on sexual maturationthat order of importance. The
respondents had reported that they prefer parBgég), health workers (34%), peers (18%) and
partner (13%) to discuss with to get more inforomtabout pregnancy respectively. More
exposed adolescents want to discuss the issuehedtth professionals and peers whereas most
rural adolescents prefer it to be with parents padner. Media (37%), peers (35%), parents
(31%); neighbour (28%) and health workers (21%)emaported to be the major source of
information on STDs/AIDS. Out 99 respondents whatest media to be their source of

information on sexual maturation, only 13% of theere from non-exposed group.
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Table 5: Comparison of reproductive health knowledg of in-school Adolescent girls

between RSH participants and non-participant girls

Variables RSH Not exposed

Exposed (n=30)

Group

(n=30)

No % No %
Knowledge of the likelihood occurrence pregnancy ding
menstrual cycle
In the middle of her cycle 4 13.1 | 16 3.1
During her period 3 104 | 57 11.2*
Right after period is ended 12|40.0 | 12 37.6*
Just before her period begins 9|14.7 | 47 9.2*
The same throughout 0 0 7 1.4
Don’ know 2 6.67 | 12 37.6*
Know means of avoiding pregnancy
Yes 26 87.6 | 21 69.5
No 4 124 | 9 30.5
Know diseases that can be transmitted through s$exua
intercourse
Yes 28 92.9| 22 74.8*
No 2 71 | 8 25.2
Know means of STD and HIV/AIDS prevention
Yes 27 87.3| 21 69.1*
No 3 12.7 | 9 30.9
Have heard about HIV/AIDS
Yes 29 6.3 | 26 88.1
No 1 39 | 4 11.9
Know what safe sex mean
Abstinence 13 430 | 7 16.8
Using condom during every sex 4 8.6 2 2.3
Avoiding multiple sex partners 7 182 7 16.8
Avoiding sex with prostitutes 1 0.8 2 3.3
Having sex with a faithful partner 4 96 4 10.0*
Do not know 1 04 |1 1.

N.B. - * refers to significant difference

The above table shows that there is a signific#ferdnce in knowledge about HIV/AIDS and

means of HIV transmission between groups involveddhool based RSH programs and non
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participating programs. Therefore, the girl studehéve better information or knowledge on

basic prevention methods than students not paaticigpin the program.

4.5 Reproductive and Sexual Health Behaviours

Out of the 60 participants, 45% have reported tadeially active at least once before the time
of the study, out of which 21(35%) were non RSHipgrants. The mean (zSD) age of sexually
active participants at sexual onset was 13.6 (X y&d@rs. Non participating girl adolescents had
earlier sexual onset compared to the RSH exposed. drfhe mean (xSD) lifetime number of

sexual partner per sexually active participants ®ds(+14.4). After controlling for possible

confounding variables sexual activity was foundéosignificantly associated with many of the
independent variables. The older the age has alfivestimes risk to be engaged in sex. The

number of sexual partners was higher for non ppetimg females.

Among the reasons for engaging in sexual debufirtstetime, have desire to do so by 11%, fall
in love by 20%, want to get married by 9%, and &b gifts by 4% to be the major reasons.

However, 7 (11.6%) of the respondents mentionetithiey were forced to do so.

Modern contraceptive use was found to be very lowrag the study subjects. Only 21% of the
sexually active had ever used modern contraceptiVa/ 4(6.6%) of the sexually active had

used contraceptive during their first sexual engagg. Only 9 (15%), 2% of the non-exposed
sexually active and 35% of RSH exposed sexuallyachad ever used condom. The proportion
of adolescents who have used condom during the raosht sexual intercourse was found to be
as low as ever users. Only forty-eight, 11%of teeuslly active had used condom during their

most recent sexual début, of which 92% of them irera RSH participant group.
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4.6 Knowledge about Transmission of Infection

A complete understanding of the modes of transomss essential to promote safe behaviour
among the youth. It may be noted that while aro686e60% of the respondents answered
correctly to the questions regarding means of masson, through blood and unprotected sex,
only 31% said that HIV spreads through semen agdaafluids. 22% have also said it does not
spread through semen and vaginal fluids. This atdi a clear gap in understanding the factors

involved in sexual transmission of the disease.

Only 53% of the respondents felt that HIV/AIDS hescure. Around 28% felt that it is curable
while 19% were not sure. In short it shows that 4a®0the respondents were not aware of the
gravity of the HIV infection and may be indulging risk behaviour. Use of sterilized needles
and razors as well as condom use are identifigetagices that prevent spread of HIV by 49%
and 59% respondents respectively. It is importantdte that 18% of respondents have said use
of condom does not prevent HIV/AIDS. 37% said $t'rd needles/razors do not protect from

contracting HIV/AIDS.

Table 6: Response on Prevention knowledge of HIV/AIS

Statement Incorrect Correct Don't Total
know

No. | % No. | % No.| % No.| %

There is no cure for AIDS 13| 21647 | 78.3% 0 0% | 60| 100
6% %

Use of sterilized needles, razots £0 0 60 | 100% 0 0%| 60| 100
will prevent HIV Transmission %
Proper use of condom will prevenl2 | 20%| 46 | 76.66% | 2 3.3/60 | 100
the spread of HIV % %
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Symptoms of HIV/AIDS

HIV has a long gestation/incubation period when pagient does not exhibit any external
symptoms. Only 44% of the respondents were awateifln contrast 20-25% respondents felt
that they do have external symptoms and can begnéoed by their appearance. 30-35% was

totally ignorant about it.

Source, Knowledge and misconception about HIV/AIDS

Most of the FGD participants and interviews citegipleaders, teachers, MJATD trainings and
meetings, mass media and newsletters as majoresotiF¢V/AIDS information and knowledge
in the school community. Some of the respondentiécated that the source of HIV related

information for them is mainly electronic and pedtmedia.

Almost all respondents indicated that Peer grogzudisions are the forums for HIV/AIDS

information exchange. Most of the beneficiariesh® project mentioned that they spent 30-60
minutes of their time per week. The more we go &iglp to the anti-AIDS club members; more
time spent for HIV/AIDS prevention activities. Ihe peer structure, not only HIV but also social

issues are discussed during the peer learning gsoce

Majority of the respondents mentioned that witharelgto the issues being discussed among the
peer group includes modes of transmission, VCT,doon misconceptions, peer influence,
alcohol and chat chewing. Such discussions areldgguer leaders and difficult questions might
be referred to the next higher levels in the stmectwhich sometimes goes to the level of an

outreach worker.
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4.7 Perceptions of Teachers and Staff On Changes in RSH Knowledge and Practices

of Students

a) Basic information about risks of having sex and mdtods of avoiding sex or using

protection:

To increase knowledge, the curricula focusing o/BTD prevention most commonly covered

the following topics: the most common modes of HiWl other STD transmission, symptoms of
STDs, inability to assess the existence of STDsf@ healthy appearance, susceptibility to
STDs, consequences of STD/HIV (e.g., pain, stgrikictopic pregnancy, possible death, and
effects on newborn infants), methods of preven8i@s, common local myths about pregnancy
and STDs, effectiveness of abstinence and condamsect use of condoms, and more
generally, overall knowledge of HIV/STD. Some efiee curricula covered testing and

treatment of HIV and other STDs.

As noted above, relatively few effective curricutsovered pregnancy prevention, but
appropriately, of those that did, the majority cmek the causes of pregnancy, chances of
becoming pregnant if sexually active, consequermepregnancy, methods of preventing
pregnancy (abstinence and contraception), souréesontraception including community
reproductive health resources, teens’ legal rightsontraception, how different methods work,
effectiveness of different contraceptive methods] anyths and facts about pregnancy and

contraception.
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Although a few curricula included a couple of esrar some information that was slightly
outdated, nearly all curricula included medicaltgarate information about methods of avoiding
pregnancy or sexually transmitted disease. A waoétactivities were used to convey and help
personalize this information. The most common typfeactivities included short lectures, class
discussions, competitive games in which teams wjn dorrectly answering questions,
simulations (discussed below), statistics on pewed, skits, videos, flip charts or pamphlets
with information about different STDs or contradees. Notably, many of these activities
required that the students obtain and share th&rmation rather than passively listen to the

educators.

b) Perceptions of risk especially susceptibility:

Virtually all of the effective curricula focused both susceptibility and severity of HIV, other
STDs or pregnancy respectively. To increase fegliofj susceptibility, curricula commonly
provided data on the incidence or prevalence of,tdf¥ier STDs or pregnancy in their countries
or in their communities, and when possible amongttyooughly their age. They also used class
discussions, videos with true stories of young pedmving HIV or stories of young people

becoming pregnant, handouts with scenarios invglvisk, etc.

c) Personal values about having sex or premarital seand perception of peer norms about
having sex.

Programs for younger youth were more likely to addrvalues about sex than were programs

for older youth. Many programs, especially thoseyfmunger youth, promoted abstinence values

by repeatedly emphasizing that abstaining from wag the safest method of avoiding HIV,

other STDs and pregnancy. Several programs inclgtedp discussions in which students
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discussed the advantages and disadvantages of ieggeg sex, and the educators both
emphasized that abstinence was the only 100 peeffadtive method of avoiding pregnancy,
STDs, and other negative outcomes and guided Hwishkion so that avoiding sex was viewed
as the best choice by youth. A few curricula disedsmethods of showing you care about

someone without engaging in sex.

d) Individual attitudes and peer norms toward condomsand contraception.

Effective curricula gave a clear message aboutgusondoms and contraception if sexually
active. Typically, they discussed the effectiveneEsondoms and contraception, often stating
that they did not provide complete protection aga®TD or pregnancy, but were much safer
than unprotected sex and those condoms providedrtlyesignificant protection against STD
during sexual activity. Some effective curriculacluded survey data from large samples of
either youth or from the students in each classrebowing that students believed that young

people should use condoms or contraception if tleelgave sex.

Effective curricula addressed a variety of attimidewards condoms and contraception and
perceived barriers to using condoms, e.g., perde#ectiveness in preventing STD and
pregnancy, difficulties obtaining and carrying conts, embarrassment asking one’s partner to
use a condom, the hassle of using a condom, ankbdkeof sensation while using a condom.
These were addressed by lectures and class disesigbat talked about condoms and described
their effectiveness if used properly, by discussiabout where to obtain condoms with little
embarrassment, by visits to drug stores to askesshiaracteristics of the condoms sold there, by
fact sheets about condoms, and by practicing ralgsgn which each partner insisted on using

condoms. A few programs included class discussansow using condoms could increase
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sexual enjoyment rather than decrease it by usingclated or different kinds of condoms or by

having the female partner put on the condom asgbaexual foreplay.

e) Communication with parents or other adults:

To increase parent/child communication, some progrprovided homework assignments to
discuss selected topics with their parents or o#tuelts. Sometimes these assignments started
with easier topics and moved toward topics thatraoge sensitive. Sometimes the programs
provided the parents with information about HIVhet STDs and pregnancy, information about
adolescent sexual behaviour, and various skiltaltomore comfortably with their own children
about sex. A few programs described a variety dtdeswidely held in the communities that
parents might wish to emphasize to their childecause parents knew that their children were
going to have these homework assignments, theyldmibetter prepared and could understand

why their children were asking questions about sex.

f) Employed activities, instructional methods and befwioural messages that were

appropriate to the youths’ culture, developmental ge, and sexual experience:

Some curricula were designed for specific raciatthnic groups and emphasized the high rates
of HIV, other STDs or pregnancy among those groampd the need for young people to be
responsible not only to themselves, but also ta t@nmunities, by avoiding unprotected sex.
Other curricula were designed specifically for ygsmomen and emphasized that young women

can be powerful and can be in control in sexuabsibns.
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Most curricula were consistent with the developrakage and sexual experience of the students.
Activities for younger youth sometimes includedoimhation that is more basic, less advanced
cognitive tasks, and less difficult activities, vehthose for older youth did the reverse. For
example, role-playing without scripts was more camiy implemented among older youth than
among younger youth. As described above, for yourgses sexually experienced youth,
programs focused more on abstinence, while for roldere sexually experienced youth,

programs focused more on condoms.

g) Covered topics in a logical sequence:

In many, but not all, of the curricula, the riskdgorotective factors and the activities addressing
them were presented in an internally logical seqee®ften the curricula first enhanced the
motivation to avoid HIV, other STDs and preghangyemphasizing susceptibility and severity
of these events and then addressed the knowletligjedes and skills needed to avoid them. For
example, their sequence of activities included:

1. Basic information about HIV, other STDs or pragoy, including susceptibility and severity
of HIV, other STDs and pregnancy,

2. Discussion of behaviours to reduce vulnerability

3. Knowledge, values, attitudes and barriers rdlate

B. DISCUSSION

This study has revealed the reproductive healfierdifices between adolescents who participated

in reproductive and sexual health programs andetheho do not in terms of adequate
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information, sexual initiation, and the existentshigh-risk sexual and RH behaviours and

patterns of health service utilization.

An important measure of sexual activity is timinigimtiation of sex. The study demonstrates
that RSH programs in general do not hasten thiaioih of sex and rather delay the initiation of
sex. The review studies that measured impact ornthation of sex throughout the world, 22
(or 42 percent) found that the programs signifigadélayed the initiation of sex among one or
more population sub-groups for at least six monf®s,(or 55 percent) found no significant

impact, and only 1 or 2 Sex and HIV Education Paotg.

A second measure of sexual activity is the frequericsex during a specified period (e.g. three
or six months prior to the survey). This measuduitles whether or not respondents had sex at
all during that period. Sometimes people label thang abstinent.” This measure is important
for both pregnancy and STD prevention. The reduldécate that in general programs do not
increase frequency of sex and rather reduced #dguéncy. Programs in school with females of

all age groups were found to be effective.

A third common measure of sexual activity is numbérsexual partners during a specified
period prior to the survey. This measure is esfigciaportant for STD transmission. Once
again, results indicated that, in general, progrdidshot increase the number of sexual partners
and some decreased the number. The study meagtogchm impact on condom use and
increase in condom use among the entire samplaeopomore population sub-groups was seen
in the studied group exposed to RSH educationels®d knowledge and contraceptive use was

also registered better with the exposed group.
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Studies recognized that STD/HIV transmission aregypancy can be reduced either by reducing
sexual activity or by increasing condom or contpdi#e use and accordingly they developed
composite measures of sexual activity and condaam susch as “frequency of unprotected sex”
or “number of unprotected sexual partners.” Thesasures are strongly related to STD/HIV

transmission and pregnancy. The school based pregsaynificantly reduced sexual risk-taking.
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CHAPTER FIVE

CONCLUSIONS AND SUGGESTIONS

5.1 Conclusions

The results of the survey demonstrate that in gertlee RSH programs actually reduced sexual
behaviour, either by significantly delaying thetiaiion of sex, reducing the frequency of sex, or
reducing the number of sexual partners. There ggeat lack of information and knowledge

among non-RSH education participating girl schatlascents on sexuality, contraception, and

HIV/AIDS and several misconceptions abound.

Though some participants found to be involved skyisexual behaviours, the great majority of
them considered themselves low risk for HIV. Thisreo single dominant source of information
for adolescents on selected sexual and reprodulc@aéth issues and mass media as source of

reproductive health information was found to seheelarger number of adolescents.

A substantial number of adolescents were foundetedxually active. The majority had involved
in risky sexual behaviours, like early sexual emgagnt, having multiple sexual partners and
very low level of condom and contraceptive use. Tinenber of adolescents utilizing health

services including modern contraceptives is vew. lo
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5.2 Suggestions

There is a need to design school-based reproduatidesexual health programs that comprise
both promotional activities and feasible sexual Ritiservices that could serve adolescent girls.
The RSH programs should focus on improving theofualhg eight factors:

1. Knowledge, including knowledge of sexual issk#l¥/, other STIs, and pregnancy (including
methods of prevention)

2. Perception of HIV risk

3. Personal values about sex and abstinence

4. Attitudes toward condoms (including perceivedibes to their use)

5. Perception of peer norms and behaviour about sex

6. Self-efficacy to refuse sex and to use condoms

7. Intention to abstain from sex or to restrict seypartners

8. Communication with parents or other adults alsext condoms, or contraception

In addition, programs thateduce sexual activity focused on and improved an additional two
factors:

9. Self-efficacy to avoid STI/HIV risk and risk tehours

10. Actual avoidance of places and situationsrfight lead to sex

11. Intention to use a condom
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APPENDICES

Appendix 1: Questionnaire

FOR Students

Identification and Consent

Questionnaire  Number (to be numbered after data

collected)

Residence /origin Urban 1 Rural 1
Personnel Interviewer Interviewer code [ | 1
Date of visit [ I I | dd/ mm/ yy

Time at beginning of interview

Time at the end of interview

Introduction and Consent

Hello. My name is Wondwossen Hailu. | am a postgate student in the School of Social Work inlIndira
Gandhi National Open University. | am conductingsearch on adolescent sexual health in partifillfugnt of
the requirements for the award of the degree ofenas social work. The objective of the studydsassess
attitude and practices of reproductive health anad@escent girl students. You have been seleotéf this

questionnaire. | would also like to ask other shigd®f the school.

At the time of filling this questionnaire, whatevueformation you provide will be kept strictly cadéntial and
will not be shown to other persons. But if you Jikeu can discuss about this with your peers.

Participation in this survey is voluntary and yanchoose not to answer any individual questicallaf the

guestions. However, we hope that you will partitéga this survey since your views are important.

May | give you the questionaire now? RESPONDENTREES TO BE INTERVIEWED

VERBAL CONSENT GIVEN TO INTERVIEW, CHECK BOX

Part I. Socio demographic characteristics

Question Response

What is your age? (Age in complete year)

1. Orthodox

What is your religion?
2. Protestant
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3. Catholic

4. Muslim

5. Other (Specify)

To which ethnic group do you belong to?

1. Amhara

2. Oromo

3. Tigraie

4, Afar

5. Others (specify)

What is your current marital status?

1. Single (never married)

2. Live with regular partner, but not married

3. Currently married

4. Separated

5. Divorced

6. Widowed

Which Grade are you currently attending?

# Years completed [ |_]

Year level

PART Il Sexual behaviors of Adolescents and youth

What are the RH problems that youth at your age (adolescent)

faces? (more than one answer is possible)

Untimely sexual practice

. Unplanned pregnancy

Abortion

STls

. Others specify

Of the problems that you mentioned on Q202, which one do

you think is the biggest Problem for youth in your area?

. Untimely sexual practice

. Unplanned pregnancy

. Abortion

STls

98. Others specify

In your opinion, what is the ideal age for a girl to start sexual

N BV years = 1 88.Don’t known
intercourse?
In your opinion what is the ideal age for a boy to start sexual
N ROV years = 1 88.Don’t known
intercourse?
Have you ever had sexual intercourse? 1. Yes

2. No

How were you exposed to 1st sexual intercourse?

1. By my interest

2. Forced by a friend

3. | was raped

4. On my marriage
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5. I drank alcohol

6. Other specify

99 No response

Did your first sexual intercourse was protected (were used

condom)

1. Yes

2. No

Which of the following consequence you faced from your first

sexual exposure?

1. Pregnancy

2.STls

3. School dropout

4. Nothing was happened

5. Other specify

99 No response

Have you ever used any method of family planning? (Ask

sexually active)

1. Yes

2. No

Which method of family planning have you used? (More than one answer is possible

~

1. Female Sterilization/Tubal ligation 1. Yes 2. No
3. Pills 1. Yes 2. No
4. Injectable /Depo-Provera 1. Yes 2. No
5.1UCD 1. Yes 2. No
6. Implant 1. Yes 2. No
7. Condoms 1. Yes 2. No
8. Diaphragm/Foam/Jelly 1. Yes 2. No
9. Standard days method 1. Yes 2. No
10. Lactation amen. method 1. Yes 2. No
11. Rhythm method 1. Yes 2. No
12. Withdrawal method 1. Yes 2. No

Are you currently using any family planning method? ;— :ZS

Which family planning methods are you currently using? (More than one answer is possible
1. Female Sterilization/Tubal ligation 1. Yes 2. No
3. Pills 1. Yes 2. No
4. Injectable /Depo-Provera 1. Yes 2. No
5.1UCD 1. Yes 2. No
6. Implant 1. Yes 2. No
7. Condoms 1. Yes 2. No
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8. Diaphragm/Foam/Jelly 1. Yes 2. No
9. Standard days method 1. Yes 2. No
10. Lactation amen. method 1. Yes 2. No
11. Rhythm method 1. Yes 2. No
12. Withdrawal method 1. Yes 2. No

Where did you get /obtain the current family planning methods you are using?

Government health facilities
1. Government hospital 1. Yes 2. No
2. Government health centre 1. Yes 2. No
3. Government health post/HEW 1. Yes 2. No
4. Government health station/clinic 1. Yes 2. No
5. Government pharmacy 1. Yes 2. No
6. Government drug vendor 1. Yes 2. No

Non Governmental Organization (NGO) 1. Yes 2. No
1. NGO health facility 1. Yes 2. No
2. CBD/CBRHAVCHW 1. Yes 2. No
3. Others (specify) 1. Yes 2. No

Private Health Facilities 1. Yes 2. No
1. Private Hospital 1. Yes 2. No
2. Private clinic 1. Yes 2. No
3. Private pharmacy 1. Yes 2. No
4. Private drug vendor 1. Yes 2. No

Other sources 1. Yes 2. No
1. Shop 1. Yes 2. No
2. Friend/relative 1. Yes 2. No

1. partner
Who decides to use family planning in the relationship? 2. Myself
3. Both

Did you get the family planning method you are using free of 1. Yes

charge? 2. No

What are the reasons for not using family planning methods?

Did your partner ever became pregnant by you? ; '\\I(Oes

Did you ever became pregnant by your Partner? ;— '\TSS
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Appendix 2: NGOs Profile

i. Tesfa Social and development association (TSDA)

Tesfa Social and development association (TSDAg tederation of 68 iddirs established in
2000.many of its member iddirs have sustainedhierdast 50 years. The oldest and the first iddir
in the country, nearly 100 years of age named NEBAR_FE is also the member of TSDA,
assisting individual members during death calasmiaed funeral services was their standing
points. Having established itself on a solid soba$e with a high degree of credibility with in
the community, TSDA has undertaking basic econ@nit social activities in the community by
coordinating and mobilizing the efforts of membedirs in an organized manner. One of the
areas TSDA is focusing on is HIV and AIDS preventand support to orphans and vulnerable
children, senior citizens and PLHIV and other merabef the community. A system is
established where by each individual community menslbegularly participate in the efforts of
the federation through his/her iddir not only imsiag money, but also participating in decision
making process and taking part in the implementatibdifferent projects. Presently, TSDA is
providing home based care, educational psycholbgigagport and economical support to orphan
and vulnerable children and PLHIV and orphan wielarrdened with the responsibility caring
for their grand parents due to the death of them parents as a result of HIV and AIDS. TSDA
is also striving to create a positive attitudehia tommunity towards PLWHA and those affected
by the epidemic and bring behavioral change tasifg the fight against the prevalence through

organized communal and household actions.

TSDA has a management board elected by the geassaimbly to provide policy guidance,

approve annual budget, and oversee the implementafithe objectives of the federation and
56



from time to time review strategic directions. Téwmuncil of whom the management board is
accountable constitutes the chairpersons, the tagie® and auditors of all member iddirs and
meet every six month to discuss on the progresseofederation and make better decisions and
provide guidance for the future. The general as$ewdnstitutes all members of the executive
bodies of each member iddirs. TSDA has also Exeewtbmmittee that manages the day to day
activities of the federation according to the apprbplan and budgets. The Executive committee
has a chair person, assistant , finance and pgogection, plan and program sections, social and
development sections and administration office iseneach handed by the member of the
Executive committee. The federation has a moddteoprovided by the local administration.
There is a transparent communication structuredtayn through which each member iddirs is
informed of what the Executive committee does ardrins provide feedback to the Executive
committee every month. Standard financial managémgmocurement and property
management, records management systems and presedig in place and trainings are

provided for the relevant staffs of the federatiomake the system functional.

TSDA is re- registered by Charities and Societiggercy of the Ministry of Justice of the

Federal Democratic Republic of Ethiopia to opeest@& legal entity in its operational area.

VISION

Tesfa Social and Development Association aspireset economically and socially dignified

communities where each person has equal voicesating a better and just life for every one.
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Mission:
TSDA has the mission of serving individuals and ifea® in its operational area to overcome

poverty and become self-reliant through empowemneghanism.

Main objective of TSDA:

To provide community based care and support toeralie social groups such as elderly and
orphans and vulnerable children who lost their perdue to HIV and AIDS and other causes.
To develop knowledge, skills and other resourcesntpower the target communities and initiate
plan, implement and manage community led developmésrvention.

To assist vulnerable community groups such as waanenunemployed youth to be engaged in

small scale economic activities to improve theielihoods.

ii. Mary Joy Aid through Development (MJATD):

Mary Joy is a local non-governmental organizategally registered by the Country’s Ministry

of Justice. It is governed by General Assembly wiith member of over 30 people. There are
five elected board of directors and has secretarta Board of Directors, which is accountable
for the General Assembly, directs the organizatimough the development of policies and

strategies for the organization.

Mary Joy envisions seeinggalthy, poverty free and empowered society. Its core values and
principles include: transparency, accountabilitguiey and equality. As an urban based
organization, Mary Joy currently implements itsegrated Urban Development Programs in

Addis Ababa and Awassa Town. In Addis Ababa, itrafes in sub cities of Yeka, Kolfe —
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Keranio and Gullele. In Awasa Town, it operateslinkebeles including Sub urban areas like
Tulla, Gemeto and Datto. The primary direct targgtshe organization includes: orphan and
vulnerable children, HIV/AIDS victim citizens, un@hoyed youth, low income and destitute
older persons and destitute women and families taedcommunity at large. Currently the
organization is implementing its second strated@n mplocument which was started in January
2010/11 and will continue for five years all the ywéhrough the end of 2015/16. The
fundamental thematic program areas included ifnéoStrategic plan document are: Livelihood
Enhancement; HIV/AIDS prevention care and Supp@épacity building for CBOs and

institution and Private-Community-Public-Partnepshi
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