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ABSTRACT

Background: sexual initiation at younger age increases young peoples' risk for infection with
HIV and other STIs, and reproductive health problems. It is crucial to understand the factors
associated with pre-marital sexual practices in a broader context for designing and

implementing effective interventions targeting adolescents.

Objective; was to assess pre-marital sexual practices and identify associated factors among high

school students, Keffa zone, SNNPR, ETHIOPIA.

Methods: A cross sectional study was conducted from March 5-25/2014 in Keffa zone among
high school students, using both quantitative and qualitative data collection methods. Total
sample size of 1,004 was calculated using single and two population proportion formula. The
quantitative data were collected using structured and self- administered questionnaires and the
data were coded, edited and entered into Epi data 3.13, data base, and exported to SPSS 16 for
windows for analysis. Odds ratios were calculated to determine the strength of associations of
selected variables. Logistic regression was applied to control the effects of some variables on the
outcome variables. Focus group discussions (FGD) as well as in-depth interviews were
conducted and finding was first transcribed, summarized, analyzed with quantitative finding.

Results: among the sampled students 138 (13.7%) of males and 73(14.6%) of females surveyed
adolescents had experienced sexual intercourse. The mean age of sexual initiation was 15.8
vears for male and 15.4 years for female students. Logistic regression analysis showed that age
of respondents (AOR [95% CI] =22.55[3.42, 148.85]), watching pornographic materials (sexual
content news papers and magazines) (AOR [95% CI] =2.69[1.01, 7.15] were associated with

adolescent sexual practice.

Conclusion: The lowest mean age of premarital sexual practice in the study area as compared to
several studies conducted in Ethiopia indicating that adolescents are at higher risk of STDs and
other adverse reproductive health outcomes. Delaying sexual debut is the pillar of HIV/STIs
prevention among young people. This can be achieved through education programs targeted to
sexual activities at earlier life, strengthen and implement the proclamation designed for the age

at marriage.
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CHAPTER ONE - INTRODUCTION
BACKGROUND

Adolescence is a transitional period from childhood to adulthood characterized by significant
physiological, psychological and social changes. World Health Organization defines the age
group of 10-19 years of age as adolescent that constitute 20% of the world’s population and over
85% of adolescents live in developing countries [1].

Ethiopia is experiencing the largest cohort of adolescents 40% of the population is less than 15
years old. With such a young population, the country is facing a critical moment with the
potential for massive population growth. If unchecked, the population is projected to increase to
173 million by 2050, which will make Ethiopia Africa’s second most populous country after
Nigeria [2].

Many behaviors developed during adolescence, such as sexual activity or tobacco use, are
continued into later life, impacting adult morbidity and mortality. WHO estimates that 70% of
premature deaths in adulthood are caused by behaviors started during adolescence [1,3].Sexual
intercourse is commonly initiated during adolescence. Almost everywhere, sexual activity begins
for most men and women in the later teenage years (ages 15-19 years). Even though sexuality is
a normative event and considered a normal aspect of healthy adolescent development; sexually
experienced adolescents are typically unaware of the consequences of unprotected sexual
intercourse and are poorly informed of their sexuality and means of protecting themselves, often

leading to poor health outcomes [1, 2, 3]



1.2. STATEMENT OF THE PROBLEM

Premarital sexual activity is whether the in-school adolescents in the study ever had premarital
sex. First sexual intercourse was started during adolescence worldwide. An increase in the
percentage of adolescents engaging in sexual intercourse accompanied with a decrease in the age
of sexual initiation time have occurred during the last 30 years and the number of sexual partners
before the age of 18 has also been steadily rising[3,5].

Each day half a million young people are infected with a sexually transmitted disease. The
majority of sexually active males age 15-19 are unmarried whereas two-thirds of sexually active
young women in the same age group are married. Only 17 percent of sexually active young
people use a contraceptive method. In generalized epidemics the main mode of HIV transmission
is through penetrative heterosexual sex in the general population. An ever-increasing adolescent
sexuality has become one of the majority risk factors in the current pandemic of AIDS which the
eight leading cause of death among adolescents aged 15-19, and the sixth leading cause among
10-14 years [15, 17]. The highest rate of new cases of HIV transmission occurs among young
people. An estimated 5 million young people between the ages of 15 and 24 are living with HIV
in 2013; early 80% (4 million) live in sub-Saharan Africa. The HIV epidemic has been harsh on
the lives of young women, who comprise 66% of infections among young people worldwide
[15].

Despite many cultural taboos, a large proportion of adolescents are sexually active. Sixty eight
percent of adolescents in the United States and 72% in France have had premarital sex; 43% of
women in sub-Saharan Africa and 20% of women in Latin America have had premarital sex [1, 3

, 5.



In Africa cross-national differentials were seen in terms of the propensity for first sexual
intercourse during adolescence. In some countries, half of young women had engaged in sexual
intercourse before their 18th birthday, and in others the proportion surpassed three-quarters. The
highest level of adolescent first sex was found in Mali (81%) whereas the lowest was in
Zimbabwe (40%). Several studies in Sub- Saharan Africa have also documented high and
increasing premarital sexual activities among adolescents with two-thirds reporting recent sexual
activity compared with three-quarters of those in industrialized countries for women, median age
at first intercourse is low in regions in which early marriage is the norm. Men start to have sex
later than do women [4, 6, 7].

Sexual experience begins early in Ethiopian society. Early and premarital sexual practice is
becoming common and is one of the risky sexual behaviors of adolescents. A study revealed that
71.9% of boys and 71.4% of girls had had first sexual intercourse between the ages of 15 to 17
years, while 13% reported having sex between the ages of 10-14 years [8, 9]. Urban-rural
differentials as well as various backgrounds show a variation in first intercourse and differences
in sexual initiation between males and females are expressed as a gender issue. In Amhara region
Adolescent sexual activity occurred within the context of marriage. 99% percent of sexually
active adolescent girls were married and 86 percent of boys had first sex within marriage[10].
Therefore, within this rural population, marriage largely drove the timing of first sex. Marriage
for girls occurred at an earlier age than for boys. Girls’ marriages occurred at extremely early
ages, with 14% of girls married by age 10, 39 % of girls married by age 15 and 56 % married by
age 18, making marriage a common feature of girls’ adolescence in the region[10,11].

Age at first sexual intercourse is lowest in Amhara and highest in Addis Ababa; among men, it is
lowest in Gambela and highest in Somali. Generally, it is observed that the median age at first

intercourse is lower for women than for men [11, 12].



The timing and context in which sexual intercourse is initiated has significant personal and
public health implications. For behavioral as well as physiological reasons, early sexual debut
increases young peoples' risk for infection with HIV and other STIs. The increased STI risk
among persons who initiate sexual intercourse at younger ages is more likely to have high-risk or
multiple partners, less likely to use condoms and young women are especially vulnerable
because of their biological susceptibility—i.e., the immaturity of their reproductive organs [12].
Ethiopia has one of the largest populations of HIV infected people in the world, with an
estimated 1.1 million people living with HIV. Adult HIV prevalence in 2009 is currently
estimated to be between 1.4% and 2.8 and HIV/AIDS epidemic pattern continues to be
generalized and heterogeneous with marked regional variation [16, 17,].

An individual who initiates sexual activity at age 15 will have more exposure to conception over
the reproductive span than one who initiates sex at age 21.Early childbearing has been linked to
higher rates of maternal and child morbidity and mortality, truncated educational opportunities,
and lower future family income. Adolescent fertility has also been associated with larger
completed family sizes, which in turn may lead to greater population growth [16].

Most young adults who enter into a sexual relationship for the first time do not use any form of
contraception, leaving them vulnerable to unintended pregnancies and unplanned parenthood.
One in every 10 births worldwide and 1 in 6 births in developing countries is to women age 15-
19. Pregnancy-related health risks are much higher among women under age 18; with girls age
10-14, five times more likely to die during pregnancy or childbirth than women age 20-24. One
in 10 abortions worldwide occur among women age 15-19; more than 4.4 million women in this
age group have an abortion every year, and 40 percent of these abortions take place in unsafe
conditions[17, 18].

Young adults in Ethiopia are vulnerable to unintended pregnancies, because they initiate sex at a
relatively early age, are not knowledgeable about their sexuality, are unlikely to use
contraception, have little access to family planning information and services, and often have little

control over their reproductive health [19].



As part of the country Keffa zone where the present study was undertaken is sharing the above
mentioned problem. Therefore, a proper understanding of premarital sexual practice and
associated factors in high school students has a paramount importance in bridging gaps of
knowledge on premarital sexual practice and related problems, which paves the way for the
intervention of the associated factors in the country as well as in the area. Particularly, it may

have a significant contribution in the improvement of the health status of adolescents.



CHAPTER:-TWO
2.1. LITRATURE REVIEW
2.1.1. Premarital sexual practice

Premarital sex is an important indicator of exposure to risk of pregnancy and sexually
transmitted infections during adolescence. In fertility studies age at first marriage is often used as
a proxy measure of the onset of a woman’s exposure to pregnancy, but in many societies
premarital sexual activity is common, and age at first sex would be a better proxy. In the context
of the AIDS pandemic, accurate monitoring of trends in age at first sex has become increasingly
important, as interventions target adolescents and discourage premarital sexual activity [17,18,
19]. A study conducted on age at first sex in six African countries found that there is a wide
diversity of patterns, trends, and sex differentials in age at first sex in these six countries. Median
age ranges from 16.2—18.6 years for females, 15.8—18.6 years for males. Sex differentials are not
uniform, with males having an older age at first sex and slower progression than females in
Ghana and Uganda, with the reverse for Kenya. Historically, Uganda recorded the lowest female
age at first sex, but in recent times Zambian women reported ages equally as low. Females in
Zimbabwe report the oldest starting age for sexual activity, and the slowest progression [19]. A
cross-sectional study conducted in Dessie Town, North East Ethiopia showed that the Mean &
median age of sexual initiation in this study were 16.8 years) and 17 years respectively [18, ].A
study conducted in Metu, south west Ethiopia showed that the mean and the median ages at first
sexual debut were 17.1(SD=+2.1) and 17 years respectively [20].A comparative study conducted
among preparatory students in West Gojjam showed that age at first sexual intercourse varied
and was inconsistent, with the highest percentage having sex at age 18 years. The mean age of
sexual initiation was 18 years with a SD = 2.27 , 17.7 years with a SD of 2.9 for urban and 18.1
years with a SD of 2.1 for rural; 17.9 years with a SD = 2.3 for males and 18.6 years with a SD =
2.2 years for female students[21].



A cross-sectional study conducted among school adolescents in Nekemt Town, North West
Wellega found mean age at first sexual intercourse was about 16.2 years for males and 15.2 years
for females [8, 21].

A cross-sectional study conducted among school adolescents in Gondar Town, North West
Ethiopia showed that the mean age of sexual commencement was 16.9 years both sexes. It was
17.0 years for boys and 16.4 years for girls. [22, 28].

A crossectional study conducted among high school adolescents in Ambo town showed that the
overall mean age at first sexual intercourse was 15.91 years. The mean age at first sexual
intercourse for male and female respondents was 16.08 years and 15.66 years respectively [23].
Population council report on The Experience of Adolescence in Rural Amhara Region Ethiopia
showed that in Amhara region Adolescent sexual activity occurred within the context of
marriage. 99% percent of sexually active adolescent girls were married and 86 percent of boys
had first sex within marriage. Therefore, within this rural population, marriage largely drove the
timing of first sex. Marriage for girls occurred at an earlier age than for boys. Girls’ marriages
occurred at extremely early ages, with 14% of girls married by age 10, 39 % of girls married by
age 15 and 56 % married by age 18, making marriage a common feature of girls’ adolescence in
the region[10, 23]

A study conducted in Bahirdar town showed that 44.4% females and 47.55% sexually active
respondents the mean age of sexual initiation was 15.45 years for females and 16.7 years for
males [24].

2.1.2. Adolescents sexual behavior

Sexual health encompasses sexual development and reproductive health, as well as such
characteristics as the ability to develop and maintain meaningful interpersonal relationships;
appreciate one’s own body; interact with both genders in respectful and appropriate ways; and
express affection, love, and intimacy in ways consistent with one’s own values. Achieving sexual
health requires the integration of psychological, physical, societal, cultural, educational,

economic, and spiritual factors [25].



Many adolescents and young adults engage in sexual intercourse, often times with multiple sex
partners and without using condoms. In 2007, 47.8% of high school students in the U.S. reported
having had sexual intercourse with 7.1% reporting having had sexual intercourse for the first
time before age 13. Although most adolescents do not have concurrent sex partners at any given
point in time, the number of sex partners. In spite of the fact that many adolescents have used
condoms at some time during an episode of sexual intercourse, comparatively few report using
them every time they have sex Thus, adolescents engage in sexual behaviors that place them at
risk for acquiring STIs, including HIV[26].

A study conducted in Ethiopia showed that men tend to marry at considerably older ages than
women. Premarital sex in Ethiopia tends to be closely linked to entry into a marital union [27].

A study conducted in Gondar town, North east Ethiopia showed that 65% of male and 35% of
female already initiated sexual intercourse at mean age of 17.3 and17.1 years respectively. About
39 % reported having unprotected sex (sex without condom); 43.3% of sexually active students
had more than one sexual partner; 5% reported having sex with sex workers; 15% reported
having sex under the influence of alcohol; 31.7% undergo sexual intercourse in unusual route
5% shared sharps[28].

A study conducted in Nekemt town, South West Ethiopia showed that the mean age at first
sexual intercourse was 16.2 years with SD 1.5 for males and 15.2 years with SD 1.7 for females.
Among those adolescents who had premarital sex, the majority 57.2% had their first sexual
intercourse between the ages of 15 and 17 years. The main reasons for initiation of sexual
intercourse were: fell in love, which accounted for 49 (33.8%), desire to practice sexual
intercourse in 44 (30.3%), peer pressure in 25 (17.2%), and for money or gifts in 11 (7.6%) of
the cases [8, 28].



2.1.3. Risky sexual behaviors among adolescents

Sexual behaviors before and during adolescence emerge from a complex interplay of individual
biological, and emotional, cognitive, and behavioral factors combined with the many levels of

social forces that are important during particular phases of life[ 29,30].

The risky sexual practices in this age group may include early sexual debut, having multiple
sexual partners, engaging in unprotected sexual intercourse, and contact with sex workers,
engaging in sex with older partners and consumption of alcohol and illicit drugs, erratic use of
contraceptives and for a considerable minority of young people sexual debut and sexual activity

are not consensual [31].

A study conducted in USA showed a proportion of teenagers are initiating sexual activity by
early or middle adolescents, with 21% of adolescent males having engaged in sexual intercourse
by age 15 and 7.2% of students having had sexual intercourse before age of 14. Twenty four
point seven percent of sexually active students used alcohol or drugs at the time of their most
sexual experience. 10-20% use condom consistently. A study conducted in Gondar town, North
West Ethiopia showed that 65% of male and 35% of female already initiated sexual intercourse
at mean age of 17.3 and17.1 years respectively. About 39 % reported having unprotected sex
(sex without condom); 43.3% of sexually active students had more than one sexual partner; 5%
reported having sex with sex workers; 15% reported having sex under the influence of alcohol;
31.7% undergo sexual intercourse in unusual route and 5% shared sharps. Further analysis
indicated significantly more risk behaviors that can predispose students to HIV and other STIs

were practiced in male, alcohol users and drugs [29, 31].

2.1.4. Impact of premarital sexual practice on sexual and reproductive Health of
adolescents

A study conducted in USA showed that initiation of sexual intercourse at younger ages has been
linked to increased risk of sexually transmitted infections (STIs) and pregnancy during
adolescence, teenage, unintended pregnancy, and unsafe abortion and to the increased likelihood

of engaging in riskier sexual behaviors(unprotected sex, multiple sexual partners)[32].



A study conducted in Ethiopia showed that the earliest age reported at first birth was 12 years of
age. The mean (+ SD) and median age at first birth was 16.2 (SD=1.5) and 16 years respectively.
One out of six female adolescents aged between 15 and 19 years were either pregnant or had

already given birth [33].

A study conducted In Bahir Dar Town, North West Ethiopia among out of school adolescents
showed that about 39 % reported having unprotected sex (sex without condom); 43.3% of
sexually active students had more than one sexual partner; 5%males reported having sex with sex

workers; 15% reported having sex under the influence of alcohol [28, 33].

2.1.5. Factors affecting premarital sexual practice of adolescents

2.1.5.1. Premarital sexual practice and Socio demographic factors

A study done in North East Ethiopia found that younger age group was tended to initiate sexual

intercourse earlier [18].

A study conducted in six African countries showed that there is a wide diversity of patterns,
trends and sex differentials in age at first sex. Median age ranged from 16.2-18.6 years for
females, 15.8—18.6 years for males. Sex differentials are not uniform, with males having an older
age at first sex and slower progression than females in Ghana and Uganda, with the reverse for
Kenya. Females in Zimbabwe report the oldest starting age for sexual activity, and the slowest

progression [19, 20, and 21].

A study done in South Nigeria found 24.3%o0f males and 28.7% of females had initiated sex
compared to 12.1% of males and 13.1% of females in the North. Only religion was significantly
associated with adolescent sexual initiation among both males and females; however, educational

attainment and age were also significant among males [36].

A study done in the USA found that boys reported younger ages of first sexual intercourse than
girls and boys had higher rates of sexual intercourse, nearly ten percent higher, than girls' [37]. A
study done in North West Ethiopia showed that being female by gender were significantly

associated with early sexual initiation[18].

A Study done in Southern Brazil showed that mean age of sexual debut has decreased among

both sexes, though a little less in the case of women [38].



A cross-sectional study conducted in Gondar high school adolescents found that the mean age of
sexual commencement was 16.9(SD=+£1.4) years, 17.0(SD=x1.3) for boys and 16.4(SD==*1.6)
years for girls [22]. A cross-sectional study conducted among school adolescents in Nekemt
town showed that early and premarital sexual practice was becoming common and was one of
the risky sexual behaviors of adolescents and young people. In this study, the mean age at first

sexual intercourse was about 16.2 + 1.5 years for males and 15.2 + 1.7 years for females [8].

Religion has significant effect on early sexual initiation. A study done on Santiago Island, Cape
Verde, West Africa, among boys the highest rates of sexual initiation was associated with

Catholic religion [34].

Another study done in Zambia found that there were statistically significant differences by
religious affiliation in the proportion of respondents who had not initiated sex. 54% of Seventh
Day Adventists and 59% of Jehovah’s Witnesses had not initiated sex. Baptists were the least
likely to have not initiated sex: four of ten (42%) Baptist women had not initiated sex.
Pentecostals were somewhat below average in the proportion who had not initiated sex: 46% of

Pentecostal women had not initiated sex [39].

Religiosity has significant effect on sexual experience. In Kenya Participants were grouped into
one of three groups based on their responses to the aforementioned items: low/medium low
religiosity (attended 0-2 services in prior month, some importance placed on religiosity or no
attendance and low importance placed on religiosity), medium high religiosity (attended 2-4
services in prior month, some importance placed on religiosity or high importance placed on
religiosity but low attendance), and high religiosity (attended 4 or more services in prior month,
high importance placed on religiosity.Finally this study found that Religiosity was not associated
with sexual activity among females. Among males, over 90% of those who stated that they did
not belong to any religious organization were sexually experienced. Males professing low or
medium low religiosity had greater odds of reporting sexual activity than males professing high

religiosity [7,40].

Ethnicity/race is important factor on the early sexual initiation among adolescents. A cross-
sectional study conducted grade 9-12 US adolescents showed that African-American males

experienced sexual debut earlier than all other groups and Asian males and females experienced



sexual debut later than all groups. The probability for sexual debut by their 17th birthday was
greatest for African Americans (74% females, 82% males) and Hispanic males (69%).so this
study showed that gender and racial/ethnic differences has significant association on time to
sexual initiation. A study in USA found racial differences in rates of early sexual intercourse
were found in that African Americans had rates of intercourse 12 percentage points higher than

Whites [41].

Place of residence has significant effect early sexual initiation. A study done in North West
Ethiopia, found that rural youths were found to engage in sexual intercourse earlier than their
urban counterparts [18].

Educational status of adolescents has significantly associated early sexual initiation. A study
conducted on Santiago Island, Cape Verde, West Africa explores that the highest rates of sexual
initiation were associated with more than nine years of schooling for both boys and girls [34]. A
study done in North east Ethiopia found that having less educational status were more likely to
be early sexual initiators[18].

2.1.5.2. Premarital sexual practice and individual behaviors

A Crossectional study conducted among school adolescents in Nekemt town showed that
adolescents with higher grade level found to be more engaged in sexual activity than low grade

level adolescents [8].

A study conducted among in-school adolescents in Mongolia, found that the causal link between
alcohol-use and adolescent sexual activity; Alcohol-use increased the probability of sexual
intercourse. However, there is less evidence that heavy drinking has a significant effect on sexual
intercourse [42]. A study among African-American urban adolescents found that early drinking
was associated with sexual initiation and sexual risks through mid-adolescence. Early drinkers
were more likely to report, unprotected sexual intercourse, multiple partners, being drunk during
sexual intercourse, and pregnancy. Among females, early drinking was also related to sexual

initiation and recent sexual intercourse [43].

A study conducted among never-married adolescents (10-19) in Uganda from 746 virgins (310
males) aged 12 to 16 years were analyzed to assess the relationship between baseline substance

use and sexual initiation at 3, 6, and 9 months. Compared to virgins with no substance use,



virgins who had used three or more substances were three times more likely to initiate sex over
the ensuing 9 months. The use of alcohol, tobacco, and marijuana and the use of more than three
substances are highly specific for predicting sexual initiation [44, 45].

A study done in Canada explores the relationship between teen sexual activity and substance use,
some interesting findings include. Teen marijuana users were much more likely to be sexually
active than nonusers. An increase of episodes of drunkenness correlated with greater likelihood
of being sexually active, Increased time with a boyfriend or girlfriend related to a greater
likelihood of sexual activity, Correlations were found between a empting suicide and being
sexual active among girls [45]. The use of Khat and alcohol and other substances is significantly
and independently associated with risky sexual behavior among Ethiopian youths. A study done
in Ethiopia showed that Daily Khat intake was also associated with unprotected sex. There was a
significant and linear association between alcohol intake and unprotected sex, with those using
alcohol daily having a threefold increased odds compared to those not using it [35, 46].

watching pornographic materials (sexual content videos, films and news papers and magazines)
has significant effect on sexual initiation time. A study conducted in Asian countries showed that
in multivariate analysis, the strongest factor associated with sexual intercourse among male
adolescents was viewing of pornography. Those who viewed pornography were 6 times more
likely than those who did not do so to engage in sexual intercourse [13, 47].

School performance has significant effect on early sexual initiation. There is evidence indicating
that the greater likelihood that a child who does better in school is likely to have higher self-
esteem, better planning skills, and a more stable home environment (i.e. behaviors protective
against early sexual onset) [48].

The results of the studies indicated that childhood sexual abuse was significantly associated with
an increased risk of early sexual onset and that this abuse was likely to be causal in the early
onset of sexual activity [48].

2.1.5.3. Premarital sexual practice and Familial Level Factors

Parent educational status has significant effect early sexual initiation among adolescents .A study
done in Washington indicated that compared with those whose parents had a college level
education, children whose parents had less than a 12th-grade education were 5.7 times more

likely, and children whose parents had a high school education or equivalent were 7.0 times



more likely to have initiated sexual intercourse. Also, children whose parents were unemployed

were 3.7 times more likely to have had sexual intercourse [49].

Young family women with higher level of education tended to delay their sexual initiation.
Imposition of traditional values was found to influence early sexual initiation among men and

women with lower level of education [38].

Family structure or living with single parent/both has significant effect early sexual initiation. A
cross-sectional study done in Brazil shows that, those not living with either parent reported
higher levels of various characteristics related to crime, violence, drugs, and sexual risk. Those
living with only one parent also differed from those living with two parents on a number of
variables. Females were least likely to be sexually experienced if they lived with both parents,
somewhat more likely if they lived with one parent, and much more likely if they lived with
neither parent (26%, 37%, and 71%) respectively. The same was not true for males [50]. Family
connectedness has significant effect early sexual initiation study conducted in North east
Ethiopia showed that]). Less family connectedness significantly associated with early sexual
initiation [18].

Family communication has significant effect on early sexual initiation. Specific parent-child
communication about sexual issues has been examined as a potential protective factor against
early sexual onset. Through establishing an effective dialogue with their child, a parent can
convey information on the risks of early sexual onset, the dangers of substance use and loss of
control, and convey a negative attitude toward early onset of sexual activity. This
communication, in turn, can shape the adolescent’s attitudes and intent toward early sexual
intercourse, and can provide the child with behaviors and skills that protect them from situations
likely to increase the risk of early sexual onset.[46]

However, there are a number of contradictory findings with regard to the relationship between
parent/child communication about sex and early sexual onset. Some international cross-sectional
research indicates a significant protective effect of communication. Whereas, other studies
conducted on family communication failed to find an effect. One study conducted in Africa
identified that parent/child communication about sex prior to the onset of puberty acted as a risk

factor for early initiation of sexual intercourse The longitudinal research looking specifically at



parent/child ‘communication about sex’ also provides contradictory results. Some research
indicates a protective effect of communication about sex [47].

A study done in North east Ethiopia found that participants who didn’t found it easy to discuss
about important matters with their mother were more likely to initiate sex-earlier [18].

Family support has significant effect on early sexual initiation. Parental support has the ability to
impact on early sexual initiation through a number of different mechanisms: First, through long-
term effects of parenting on a child developing protective social, emotional and behavioral
characteristics; second, by fostering a trusting and open relationship between parent and child,
allowing free flow of information on sexual matters and, third, making parental monitoring of an
adolescent’s whereabouts, activities and friends easier The evidence examining the relationship
between parental support and sexual onset is mixed. Some longitudinal studies have found a
significant protective effect of good quality parental support [47].

Parental supervision/monitoring have significant effect early sexual initiation. Parental
monitoring refers to the awareness of a parent over their child’s whereabouts, activities and
friends. Parental awareness over a child’s actions allows a parent to take steps in preventing their
child from partaking in risky behavior and preventing them from associating with peers that may
influence the child’s behavior. Additionally, the lack of supervision allows delinquent behaviors
to go unpunished, increasing the likelihood that these behaviors will occur, and escalate, in the
future. A number of longitudinal studies aimed at examining the influence of parental monitoring
on the likelihood of early sexual initiation have been conducted in many countries with a number
of different cultural and ethnic backgrounds.

The consistent finding across most of these studies is that higher levels of parental monitoring
provide a strong protective effect against early onset of sexual intercourse for both boys and girls
[47].

Family income has significant effect early sexual initiation. A study done in South Africa
showed that adolescents from poorer homes are likely to feel they have fewer opportunities in
life, and they might lack the educational, career and recreational aspirations characterizing
adolescents from wealthier homes. This finding concurs with a study of older adolescents (15-19
years old), where those from homes with insufficient money for food and clothes were almost
twice as likely to have had their sexual debut as those from homes in which some luxury goods

were affordable [51].



A study done in Brazil showed that women from higher-income families tended to delay
marriage or cohabitation, seeking new forms of individualization by valuing their academic
professional education, and pursuing better financial stability [38].

Another study on southern Brazil found that Prevalence of early sexual initiation was higher
among black and mixed men and those with low level of family income in 1982 and 2004-5 [50].
A crossectional study done among school adolescents in Nekemt town found that Young girls
enter into sexual relationship with older and wealthy men (referred as sugar daddies) who can

assist them with school related expenses, or purchase of material goods [8].

2.1.5.4. Premarital sexual practice and Peer pressure

Peers pressure has significant effect early sexual initiation of adolescents. Direct pressure from
peers (from either the same sex or opposite sex) may result in an elevated risk for early sexual
onset. A number of studies have indicated that increased pressure from peers to engage in sexual
behaviors increase the risk of early sexual. Conversely, research examining the factor ‘peer
support to not have sex’ has indicated that this may be a strong protective factor in the early
onset of sexual intercourse [47].

It was found that that a 10% increase in the proportion of close friends who initiates sex
increases the probability that an individual chooses to initiate sex by 5% and a 10% increase in
number of sexual partners among close friends increases an individual’s sexual partner by 5%
[3].

Many girls associated their first experience of intercourse with the sexual behavior of their peers.
“Everybody else was doing it” emerged as a strong theme. An internal desire for peer approval,
which acted alongside “peer pressure”, was an important factor underlying sexual initiation. One
participant remarked, “It’s a lot of pressure, peer pressure, people talk about it at school and stuff
and you just don’t feel like you fit in unless you’ve done it.” Being able to meaningfully
contribute to conversations about sex through their own experiences was important in
maintaining their status within the peer group: “I just felt like everyone else was doing it and
they were all talking about it and I didn’t have anything to talk about so I was like, yeah I might
as well” [52].



2.1.5.5. Premarital sexual practice and Society-Level Factors

Early marriage has significant effect on early sexual initiation. One study done in Amhara
region North east Ethiopia found that younger age group were tend to initiate sexual intercourse
earlier. Moreover, being in marital union was more likely to be early sexual initiators [18].

Sexy Media Matter: (Exposure to Sexual Content in Music, Movies, Television, and Magazines)
has significant effect on sexual onset. Number of studies has examined sexual contents viewing
on television as a risk factor for early sexual onset. Evidence from both cross-sectional and
longitudinal studies has indicated an association between increased viewing of sexual content
and early onset of sexual behavior [13, 47, 52].

A study conducted in southern United States showed that adolescents who are exposed to more
sexual content media were 2.2 times as likely, to have initiated sexual intercourse than
adolescents who were in the lowest exposure [12, 29].

A study done in America found that Sexual initiation was associated with high television use and

lack of parental regulation of television programming [13, 52].

A crossectional study conducted among school adolescents in Nekemt town showed that
increased number of unfiltered pornographic films in the town, females dressing styles,

mentioned as a major contributing factor to premarital sexual practices in the study area [8].



2.2. Conceptual frame work of study

The reproductive health issue is very crucial factor for adolescents. Socio demographic factors,
family level factors, Peer influence and societal level factors are directly or indirectly affect
Personal/individual behavior. Personal/individual behavior directly affects sexual initiation of
adolescents. We can easily see the link between the dependent and independent variables to the
reproductive health problems among adolescents of the study area. In this study, efforts are,
however, made to investigate the direct influence of the aforementioned variables on premarital
sexual practice; among female and male high school students in Keffa zone Conceptual frame

work is adapted from literatures.
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Figure 1: Conceptual Frame Work for the Study of Premarital sexual Practice and Factors



2.3. SIGNFICANCE OF THE STUDY

For behavioral as well as physiological reasons, premarital sexual practice at younger age
increases young peoples' risk for infection with HIV and other STIs. Adolescents who begin
sexual activity early are more likely to have high-risk sex or multiple sexual partners and are less
likely to use condoms [17]. It is crucial to understand the factors associated with premarital
sexual practice in a broader context for designing and implementing effective interventions
targeting adolescents. As far as our knowledge goes no similar studies conducted in the study

area on similar issue, and therefore the result will serve researchers as baseline data.



CHAPTER -THREE
OBJECTIVES

3.1. General objectives:

» To assess premarital sexual practice and associated factors among high school

3.2. Specific Objectives:

1. To determine the prevalence of premarital sexual practices among high school students
2. To determine factors associated to premarital sexual practices among high school

students.



CHAPTER FOUR

4. Methods and Participants
4.1. Study area

The study area is Keffa zone, administratively the zone was divided into 11 Woredas namely:
Chena, Bita, Gimbo, Gesha, Saylem, Gewata, Dech, Cheta, Telo, Adiyo, and Bonga zuriya
woreda found in SNNPR. Bonga is the main town of the zone located 449 kms and 724kms
south west of Addis Ababa and Awassa town respectively. The boundaries of keffa zone are
Jimma zone in north and Dawuro zone in the south, Sheka and Bench maji in east and west
directions. It has Dega, Woina dega and Kolla agro climatic zones accounting 30%, 67% and
3%respectively. The total population projected from the2004 census was 1,764,600 of which
50.6% were females. Male to female ratio was 1:1.Total of 1735640(98.4%) people lived in the
rural area and the remaining 28960 (1.6%) people were urban dwellers. The population density
was 11433.3 per square kilometer of land [ 56 ].

The majority (95%) were Keffa by ethnic group. There were 291rural and 03 urban kebeles. The
major economic activities of the people were farming and small businesses accounting 87% and
13% respectively [ 56] .Coffee was the major crop produced and main source of income. Enset
and Maize is the major food item accounting 96%.The two woreda towns have all weather roads
and they are accessible throughout the year. All woreda towns have postal service, digital
telephone, and six woredas have 24 hours electric services. In the zone there are 42 government
health centers, 257 health posts, 1 government general hospital, 7 midlevel private clinics, 1
private pharmacy, 19 drug store and 7 rural drug venders which are providing curative and
preventive health care services to the people. The health service coverage in 2012-13 was
83%.There were 19 high schools in keffa zone; in the first semester of 2013-14 academic year
21416 students (42.8% females) were enrolled in these high schools. Among these,
9117(46.7%), 10409(53.3%), 1078(57.03%) and 812(42.9%) were in ninth, tenth, eleventh and
twelfth grade respectively. There were 190 sections in which these students were assigned. There

were functioning anti AIDS and reproductive health clubs in high schools [56].

4.2. Study Design and period
The study employed cross-sectional study design from March 5-25/2014.

4.3. Population



4.3.1 Source population

For the quantitative data- all students who were attended high schools education in the keffa
zone.

For qualitative data- teachers, representatives of minimedia, gender office and Anti AIDS club.
4.3.2 Study population; for the quantitative data- Sampled students included in the study. For
qualitative data- purposively selected teachers, representatives of minimedia, gender office and

Anti AIDS club.
4.4. Inclusion and Exclusion criteria

Inclusion criteria: All high school students who are attending school at the time of data

collection.

Exclusion criteria: those who have disability or illness that prevents them from filling the self-

administered questionnaire.
4.5. Sample size and sampling procedure

4.5.1 Sample size determination



4.5.1 Sample size determination

The sample size was initially computed for the first objective which was to determine the
prevalence of premarital sex among in school adolescent using a single population proportion
formula with the following assumptions: 95.0% level of confidence, where the proportion of
expected prevalence of premarital sexual practice (PMSP) is 50.4%,[57] margin of error of 2%,
and a contingency of 10.0% for possibilities of non-response. Accordingly, a total of 384
samples were obtained. Secondly, sample size was estimated to assess factors associated with
premarital sex among in school adolescent, using two population proportions formula

N1 =(Z /2N (1+1/r) p (1-p) + ZB N pl (1-p1) + p2 (1-p2)/r)*

(P2-pl)

To achieve an adequate power with the following assumptions: 95.0% level of confidence, 90%
power, proportion of premarital sex among female in school adolescent 53,8% , proportion of
premarital sex among male in school adolescent 50%, and non-response rate yielding a total of
620 of 310 males and 310 females [7]. The sample size was calculated using the statically
program of Epi7 and finally, the largest sample size was considered in this study [57].

Qualitative: A total of eight Focus Group Discussions (FGDs) as well as a total of 4 in-depth

interviews were conducted

4.5.2 Sampling procedure

A multistage sampling technique was carried out to get the required sample size. Ten schools out
of 19 were selected using simple random method. The total sample was distributed to the
selected schools proportionate to their student population size. The number of respondents
calculated from each school was divided equally in to two grades; 9th and 10th. From each
grade, 95 sections were selected randomly and finally all students in the selected sections were
then invited to participate in the survey.

Qualitative: For FGD participants were purposively selected, similarly purposive sampling
method were applied to select participants for in-depth interview.

4.5.3 Sampling frame:

Sampling frame were list of students name according to their respective school selected section.
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Figure 2: Schematic presentation of sampling frame



4.6. Data collection techniques

4.6.1. Quantitative Data.
Quantitative data were collected using structured self administered Amharic version

questionnaire. The questionnaire was originally in English and then translated into Ambharic. It
was then back translated to English after review of relevant literatures. Most of the items were
adapted from existing surveys [18, 20, 30]. Pre-testing was carried out in Gimbo high school
which is located 10 Km from Bonga on 5% of the sample size of respondents having the same
characteristics with the study subjects that were not included in the study. Pretest of the
questionnaire was carried out on selected students of the same grade. The result of the pre test
was discussed & some corrections and changes were made on the questionnaires. Supervisors
and principal investigator checked collected data in order to maintain its accuracy and
completeness on daily basis.

Five data collectors who have completed 12th grade and four supervisors (a health officer, 2
teachers and one environmental health worker) were selected. Training was given for all of them
by the investigator for one day before the pre-test and for one day after the pretest. On the day of
data collection, the randomly selected students were informed earlier by their teachers to remain
in their class. Survey completion required duration of one class period for each shift. When
finished, students were told to put their completed questionnaire in a box, which is located at the

exit of each room.
4.6.2. Qualitative Data

All interviews were conducted and transcribed in Ambharic. The questions were prepared in
English and translate into Amharic and translate back into English prior to data collection to
check their correctness and consistency. A qualitative method was designed to triangulate
responses on some issues of premarital sex.

Focus group discussion (FGD)

A total of eight Focus Group Discussions (FGDs) were conducted to supplement the quantitative
survey in the study area. The first four FGDs segregated by sex and school were conducted for

adolescent students using semi-structured open-ended questions which enabled the discussants to



reflect on sexual experience and determining factors for premarital sexual experience. The
participants were in the age range of 15-19 years.

The other four FGDs for teachers were organized in the same way. The FGDs were moderated
using a pre prepared discussion guide to backup any information lacking during quantitative
survey. A Male health officer moderated the FGD for males and a female teacher moderated the
FGD for females. The moderator tape-recorded the discussants’ ideas, which were later on
transcribed and translated. The participants for the discussion were selected purposively. as well
as a total of 4 in-depth interviews were conducted with 1 purposively selected teacher, 1
individual from mini-media representative, 1 individual from anti AIDs club representative and 1
individual from gender office head one week after the quantitative data collection. Topics for
interview were prepared to collect qualitative information. Principal investigator conducted in-
depth interviews. Tape recording was used in addition to note taking during the interview.

4.7.1 Study variables

Dependent variable
» Premarital sexual practice
Independent variables

Individual/ personal behaviours

Educational level, Academic school performance, Religiosity
Non sexual risky behaviors: - (Alcohol use, khat chewing)
Familial Level Factors

Single parent/both, Parental Supervision /Monitoring, Family communication, Family support,
Family connectedness, family income, Family educational status and Family occupation

Society-Level Factors
Sexy media, early marriage
Peer factors

Peer pressure/behavior



4.8.

1. Data collection tool

The survey instrument for this study was adapted from previous studies [18, 20]. The self

administered questionnaire included questions on socio-demographic, individual, peer, family

and societal context variables

4.9.

>
>

To

Operational definitions

Premarital sexual practice: is sexual intercourse before marriage.

School performance- child's grade 8" result, last year average result and rank in the class.
Parent-teen discussion is defined as communication of issues related to: pregnancy,
sexuality, alcohol, sexual abuse/coercion abstinence or HIV/AIDS and other STDs.

Parental monitoring or supervision- parental interest of teen’s academic manners interest on
teen’s friends and teens seeking approval to do things.

Parental support is-having parental encouragement or discouragement of teen’s to do things,
affirming teen’s ideas and helping their teens to do things and to decide on with whom and
when to have sex.

Parent-child connectedness is- having parent child bonding, parent child relationship,
happiness on parent child relationship and parental care for their child, open communication
between child and parent and the teens having time to leave the home when they would like
to leave.

High-risk sexual behavior: is defined as any behavior that increases the probability of
negative consequences associated with sexual contact such as sexually transmitted diseases
(STDs) including AIDS. It involves having multiple partners and/ or having unprotected sex
with non-regular partner.

4.10. Data quality control

ensure the quality of the data the following measures were undertaken. A brief orientation

session about the whole purpose of the research project was arranged for all students. The

questionnaires were translated to Amharic and back translate to English. Pre-testing of the

questionnaire was undertaken in 5 percent of the sample size in another high school before the

actual data collection were taken place and corrections on the instruments were, made

accordingly.



A total of three days’ intensive training were given for all supervisors and data collectors. Data
was daily checked for completeness, clarity and consistency by the supervisors and the principal
investigator. Overall activity was controlled by the principal investigator, who supervised

carefully during data collection.
4.11. Data processing and analysis

The data were coded, edited and entered into Epi data 3.13, and exported to SPSS for windows
version 16 for analysis. Odds ratios were calculated to determine the strength of associations of
selected variables. Logistic regression was applied to control the effects of some variables on the
outcome variables using SPSS software. The qualitative finding was first transcribed,
summarized and compared with quantitative finding. Themes that emerged regarding the topic
area were identified; different positions or dimensions that emerged were Summarized and
analyzed in the final write up.
4.12. Ethical clearance

The study was carried out after getting approval from the ethical clearance committee of Jimma
University, College of Public Health and Medical Science. Then, written consent was
obtained from zonal administration and also high school directors were communicated through
formal letter from zonal administration in addition to personal communication by the
investigator. All selected students were communicated about the study in order to obtain their
verbal consent before administering questionnaires. To ensure convenience of teaching process
some academic and administrative staff were also communicated about the study
Participants were also informed that they have full right to decline or refuse to participate in the
study. Answers to any questions were completely confidential. Health education was given on
premarital sex and reproductive health related problems for those study participants who wanted

to know about it.

4.13. Plan for data dissemination and utilization of findings



The study was conducted for the partial fulfillment for the requirement of degree of Masters in
public health and Medical Science in Jimma University department of Epidemiology and the
result of the study will be submitted to the department and an advisor. Study result will also be
given to relevant bodies such as Federal Ministry of Health, Federal Ministry of Education,
Regional Health Bureau, Regional Education Bureau, Zonal and District Health Offices, Zonal
and District Education Offices and to the high schools.



CHAPTER FIVE: RESULT

5.1. Respondents and parental socio-demographic characteristics

A total of 99.6% respondents participated in the study .Three hundred seventy eight (76%) of
male and 346(69%) of female respondents were rural residents. Four hundred sixty four (92.8%)
of male and 496(99.2%) female respondents were between 15-19 years with the mean age 17.5
years and 16.8 years for male and female respondents respectively. The majority of the
respondents, 644 (64%), were Keffa, followed by 349 (34%), Amhara. The distribution of
respondents by religion showed that majority were Orthodox Christian (92.9%) females and
(95.8%) male. Regarding respondents school performance grade g average result, last year class
average result and rank in the class was 57.6, 73.7,8 and 51.5, 66.6, and15 in male and female
respondents respectively. Regarding their education level, 528 (53%) and 475 (47%) of the
respondents were attending 9thand 10th grade, respectively. Among all the respondents, 393
(39%), 13(1.3%), and 31 (3%) were never married, ever married and divorced, respectively.
(table-1).

Concerning family structure, nearly 68(16.7%) male and 340(83.3%) female respondents were
living with both biological parents. The majority 282(62%) of male and 256(59%) of female
participants had illiterate mothers. Farmer was dominant occupation for both parents of male &
female respondents. For those participants who were able to report their family income majority
40(75.5%) of female participant parents and 45(47.4%) of male participant parents had income
greater than 100 Ethiopian Birr per month with mean income of 168 and 128 (Table 2).



Table 1: Respondents socio-demographic characteristics by gender in Keffa zone high school

students, June 2014

Variables

Age
<15 Years
15-19 Years
20-24 Years

Residence
Rural
Urban

Religion
Orthodox
Protestant
Muslim
Catholic

Ethnicity
Keffa
Amhara
Tigre
Oromo

Grade
Nine
Ten

Marital status
Never married
Ever married
Divorced

Male Female TOTAL
N (%) N (%) %
7(1%) 2(0.4%) 9(0.9%)
464(92.8%) 496(99.2%) 960(96%)
29(5.8%) 2(0.4%) 31(3%)
378(76%) 346(69%) 724(72%)
122(24%) 154(31%) 276(28%)
480(96%) 464(92.8%) 944(94.5%)
6(1%) 9(1.8%) 15(1.5%)
12(2%) 22(4%) 34(3.4%)
2(1%) 5(1.4%) 7(0.7%)
280(56%) 364(73%) 644(64%)
215(43%) 134(26.6%) 349(35%)
0(0%) 2(0.4%) 2(0.2%)
3(1%) 0(0%) 3(0.3%)
254(51%) 274(55%) 528(52.9%)
246(49%) 226(45%) 475(47.5%)
138(21%) 252(79%) 393(39%)
6(46.2%) 7(53.8%) 13(1.3%)
4(0.3%) 27(5%) 31(3%)




Table 2: Parental socio-demographic characteristics of Keffa zone high school students, June

2014
Variables Male Female Total
N (%) N (%) %
With whom do you live
Both parents 68(16.7%) 340(83.3%) 408(41%)
Single parents 21(21.9%) 75(78.1%) 96(10%)
Grand parents 34(30.9%) 76(36.1%) 110(11%)
Others" 30(6.6%) 31(6.2%) 61(6%)
Mothers educational level
Illiterate 282(62%) 256(59%) 538(5.4%)
Grades 1-4 112(25%) 108(25%) 220(22%)
Grades 5-12 23(5%) 32(7%) 55(6%)
12 and above 24(5%) 22(5%) 46(5%)
Don’t know 13(3%) 18(4%) 31(3%)
Fathers educational level
Illiterate 193(46%) 154(39%) 347(35%)
Grades 1-4 137(33%) 133(34%) 270(2.7%)
Grades 5-12 36(9%) 47(12%) 83(8%)
12 and above 40(10%) 42(11%) 82(8%)
Don’t know 11(2%) 18(4%) 29(2.9)
Mothers occupation
Farmer 335(74%) 318(73%) 653(65%)
Civil servant 23(5%) 20(5%) 43(4%)
House wife 81(18%) 73(17%) 154(15%)
Others’ 13(3%) 26(5%) 39(3.9%)
Fathers occupation
Farmer 328(78%) 313(76%) 642(64%)
Civil servant 39(9%) 36(9%) 75(7.5%)
Merchant 40(9%) 52(13%) 92(9%)
Others‘ 16(4%) 11(2%) 27(2.7%)
Family income
<500 17(17.9%) 3(5.7%) 20(2%)
500-999 33(34.7%) 10(18.9%) 43(4%)
>1000 45(47.4%) 40(75.4%) 95(10%)
The economic status of family
as compared to the neighbors
High 88(18%) 100(20%) 189(19%)
Medium 337(68%) 347(69%) 685(69%)
Low 72(14%) 53(11%) 126(13%)

Others” include fiance, uncle,aunt. Others® include Merchant, daily laborer, driver

Others® include House wife, Merchant, House maid, Daily laborer, driver



5.2. Premarital Sexual history

From 627 respondents, 402 (64.2%) reported to have ever had sexual intercourse at least once in
their lifetime. Among the 138 unmarried males 65(13%) of male and among the 272 unmarried
female study participants, 97 (47.5%) reported that they have ever had sexual intercourse, 241
(49.6%) had sexual intercourse at least once in the past 12 months before the study period.
Among 320 males who responded to this question 110(34.5%) reported that they had had sexual
intercourse at least once with a non-regular sexual partner in the last 12 months while only 63
(21%) of the females reported that they had had sexual intercourse with non-regular sexual
partner in the past 12 months. In addition, among 298 female respondents, 41 (13.4%) reported
to have had sex in exchange for money or gift at least once in the past 12 months and among a
total of 323 males 71 (22.2%) reported that they had had sexual intercourse with female
commercial sex worker at least once in the past 12 months by paying money or giving gift.

(Table 3) Sixty two (88%) of girls had their first sex with a partner age at least 10 years greater
than girls. From all sexually active adolescents, the large proportion, 51 (78.8%) of males and 57
(80.6%) of females had their first sexual intercourse after the age of 14 years. Thirty eight (60%)
of boys and 47(65.6%) of the girls) had their first sexual intercourse with plan while 25(40%)
males and 26(36%) females unexpectedly. This finding was also supported by a result of in-
depth interview. For instance a director of one of the schools stated,

“...Drivers look for young girls in our high school and it has become common to see young girls
in bars, hotels, cafeterias etc with drivers.”

Among those who were sexually active the main reason for engaging in sex at first time was just
for love 22(32.3%) in case of males and marriage in case of females 38(53.4%) followed by self

initiative/interest for (29.2%) of males and just for love in 12(15.1%) of females.



This finding was supported by a result of FGDs, a 29 years old female teacher discussant stated
“If no pocket money,” daughters will be forced to engage in unplanned and risky sexual practice

to satisfy their needs. Moreover, girls engage in multiple sexual partners, to get money, support

or to get marriage while boys do it for satisfaction or fame.”

Among the total respondents who were sexually active the mean age at which they started sex

was 17.4 + 2.6 and the minimum age was 12 years. The mean age of their first male sexual

partner was 23.9 + 5.5 and the maximum age was 38year. Reason to have the first sexual

intercourse was, 58(33.0%) because of marriage, 62(35.8%), not because of marriage but wanted

to have sex, 26(14.8%) being forced, and 11(6.3%)

Table 3: Premarital Sexual history of high school students, in Keffa zone, June 2014

Variables Male Female Total
N (%) N (%) %
Ever had sex
Yes 165(23%) 237(34.6%) 402(40.2.8%)
No 435(87%) 427(85.4%) 862(86%)
Age at first sex
10-14 years 7(10.6%) 8(11.1%) 15(1.5%)
15-19 years 52(78.8%) 58(80.6%) 110(11%)
Relation of the first partner
Husband/wife 4(6%) 32(44%) 36(3.6%)
girl friend/boyfriend 42(65%) 26(36%) 68(6.8%)
Friend 10(15%) 6(8%) 16(1.6%)
Relative 4(6%) 4(5%) 8(0.8%)
Teacher 5(8%) 5(7%) 10(1%)

Partner age at 1% sex
compared with girls age

Less than 29(45%) 2(3%) 31(3%)

Equal 19(29%) 7(10%) 26(2.6%)

Greater than 17(26%) 64(87%) 81(8%)
First sex was planned

Planned 38(60%) 47(64%) 85(8.5%)

Unexpected 25(40%) 26(36%) 51(5%)




Among participants who were not sexually active the main reason for their abstinence included:
“I haven’t the opportunity” for males (99%) and my parents values are against it (99%) for
females. Followed by I do not want the risk of pregnancy, I am not emotionally ready for it, and

my religious values are against it

5.3.Peer Pressure and involvement in RH/religious clubs

One hundred twenty one (25%) male and 88(18%) of female respondents were encouraged by
their friends to have boy/girl friend. Furthermore, 21(4.5%) of male and 21(4.1%) of female
participants have encountered pressure from their peers to have sexual intercourse. A 19 years
old HIV/AIDS representative discussant said: “information is not knowledge to be protected and
even it was not behavioral change so that peers are encouraged by peers”. Majority of
respondents reported that they did not know whether their peers had a boy/girl friend. Three
hundred ninety three (82.6%) of male and 409(85.2%) of female adolescents attended church/
mosque in the last 12 months prior to the survey. Two hundred sixty eight (57%) male and
291(58%) of female respondents were involved in at least one of youth or religious clubs (Table

4).



Table 4: Peer pressure and involvement in RH/religious clubs of students, in Keffa zone high
school, June 2014

Variables Male Female Total
N (%) N (%) %
Ever been encouraged by peers to have a
boy or girl friend
Yes 121(25%) 88(18%) 209(21%)
No 373(75%) 407(82%) 780(78%)

Encounter a pressure by peers to have
sexual intercourse

Not at all 470(96%) 474(96%) 944(94.4%)
Yes occasionally 4(1%) 8(1%) 11(1%)
Yes frequently 17(3%) 14(3%) 31(3%)
Friends have sex premarital
No 141(54%) 137(60%) 278(28%)
Yes 120(46%) 90(40%) 210(21%)
Church/mosque attendance in the past 12
months
Yes 393(82.6%)  409(85.2%) 802(80%)
Never 82(17.4%) 72(14.8%)  151(15%)
Frequency of pray
Daily 221(44.9%)  253(51.2%) 474(47.4%)
At least once a week 78(16%) 91(18.3%)  169(17%)
Never 192(39.1%)  151(30.5%) 343(34.3%)
Involved in RH or religious clubs
Yes 268(57%) 291(58%) 559(56%)
No 203(43%) 209(42%) 412(41%)

5.4 Non-sexual risk behavior of adolescents

Participants were asked for their experience of non sexual risky behaviors. 23(38.4%) males and
122(19.7%) of female have drunk alcohol. Seventy two (94.8%) males and 71(97.2%) females
had started alcohol drinking at age less than 18 years. Out of alcohol drinkers 8(4%) males and
10(3%) females have sex on that occasion. 263 (42%) reported that they never drink any kind of
alcoholic drinks, 112 (18%) drink alcohol about once in a week, 84 (13.6%) drink twice in a
week and the rest 74 (12%) reported that they drink alcohol daily.

Thirteen (42.4%) males and 132(20.4%) of females were Khat chewers. On the other hand

10(9%) male and 9(13%) female were viewed pornographic materials.



Risky sexual behaviors among sexually active adolescents

From the total 112 students who reported sexual intercourse in exchange of money or gift, 41
(37%) reported to use condom every time, 26 (24%) never use condom and the rest 45 (32%)
used condom sometimes. On the other hand among 110 study participants who reported to have
sex with non-regular sexual partner in the past 12 months, 53 (36.8%) reported to use condom
every time, 47 (28.1%) never used condom and 12 (30.4%) used condom sometimes. The
commonest reasons for non-use of condoms reported were partner trust (50%) and both partner
trust and don't enjoy sex when using condoms (20%). The major reasons mentioned for some
sexually active adolescents for not using condom were religious affairs, 24 (21%), condom was
not available, 16(13.3%), ashamed to ask partner, 18 (14%), condom decreases satisfaction, 14
(13%), ashamed to buy condom, 15 (13%) and was drunk, 9 (7%).

Table 5; risky sexual behaviors among sexually active high school students, in Keffa zone, June
2014

Variables Male Female Total
(N %) N %) %
Sex in the past 12 months
Yes 12(36.9%)  28(38.9%) 40(4%)
No 41(63.1%) 44(61.1%) 85(8.5%)
Number of life time sexual partner
One sexual partner 43(74.1%) 47(83.9%) 90(9%)
Multiple sexual partner 15(25.8%) 9(16.1%) 24(2.4%)
Number of sexual partner in the last 12
months
One sexual partner 17(70.8%)  25(86.2) 42(4.2%)
Multiple sexual partner 7(29.2%) 11(20.8%) 18(1.8%)
Condom use with causal partner
Yes 17(47.2%)  10(28.6%) 27(2.7%)
No 19(52.8%)  25(71.4%)  44(4.4%)
Sex with commercial sex partner(CSW) for
males
Yes 5(62.5%) 5(63%)

No 3(37.5%) 3(38%)




Multiple logistic regression was used to identify the factors contributing to premarital sexual
practice. Coefficients were expressed as crude and adjusted OR relative to the referent category
and variables that showed significance at P< 0.25 in bivariate logistic regression analysis were
taken as a candidate for multivariable analysis, and the model was built with backward stepwise
elimination. Finally, the p-values less than 0.05 were considered statistically significant. The
regression analysis showed that age and ethnicity of respondents, mother’s education level and
viewing pornographic materials(sexual content news papers and magazines) were significantly
associated with the premarital sex of study subjects at p<0.05. (Table 6, 9, 11&12).

Among the socio-demographic variables, sex of the respondents, living arrangements of the
respondents, and family income as well as from the behavioral variables, drinking alcoholic
beverages and chewing chat were evaluated using logistic regression against premarital sexual

practices.



Table 6: predictor variables evaluated for possible association with sexual practice among high

School students, Keffa zone, 2014

Variables premarital sex

Male Female OR (95%CI)

(N %) N (%) Crude Adjusted
Relative, fiancé 43(30.9) 77(69.1) 0.22(1.72,4.15) ** 2.59(1.9, 4.09) **
Friends 82(36.1) 5(9.5%) 0.24(0.74, 3.65) 1.38 (0.61, 3.14)
Alone 59(32%) 19(11%) 1.00 1.00
Sex/discussion
Male 101(28.0) 261(72.) 0.23(1.65, 3.6)** 2.43(1.65, 3.6)**
Female 43 (13.8) 269(86.2) 1.00 1.00

Family income

Yes(good) 52(29.6) 123(70.4) 0.024(1.2,2.63)* 1.75 (1.68, 2.65)*
No(poor) 90(19.1) 51(11.8) 1.00 1.00
Drink alcohol
Yes 24(38.4%) 38(61.3%) 0.43 (0.25, 0.75) 0.64(0.34,1.22)
No 121(19.4%) 493(80.3%) 1.00 1.00
Khat chewing
Yes 14(42.4%) 19(57.6%) 0.36 (0.18, 0.73) 0.50(0.22, 1.16)
No 131(20.4%) 512(79.6%) 1.00 1.00

Similarly, male adolescents who have good family income were more likely to report premarital
sexual practice both in crude (COR=0.24, 95%CI, 1.2, 2.63) (AOR= 1.75, 95%CI, 1.68, 2.65).
Those who discuss sex and related issues with their fathers less practicing premarital sexual
intercourse than those who were not [OR=0.23(1.65, 3.6) ;2.43(1.65, 3.6). On the other hand,
adolescents who were living with friends, relatives, and fiancé were, 2.6, 1.72 and 1.9 times
more likely to have odds of premarital sexual practices than those currently living with both
parents, single parents and living alone, respectively. Alcohol and chewing khat were found
to have no association with premarital sexual practice (AOR=0.64, 95 % CI, 0.34, 1.22 and 0.50,
95% CI1, 0.22, 1.16), respectively



5.5. Media exposure, early marriage and sexual practices

This study tried to assess sources of information of respondents regarding sexual issues. One
hundred seventy three (34.7%) male and 153(30.6%) female participants heard messages on
sexual issues on radio at least once a week and 12(5%) male and 13(7%) female respondents
have sex. One hundred twenty three (25%) of male and 98(20%) of female respondents watched
messages about sexual issues on television. The participants were also asked about the ideal age
for females and males for marriage.

Accordingly, 313 (46.6%) of the respondents believe that the ideal age for female to marry is
between the age of 15 and 17 years while 196 (29.1%) of the respondents mentioned that the
ideal age for males is 14 to 19 years. Three hundred fifteen (64%) of male and 265(55%) of

female respondents listed magnitude of early marriage in their society was medium.

5.6 Parent-teen communication on sexuality and reproductive health issues

This study identified that major sexual and reproductive issues haven’t been touched by parents.
HIV/AIDS and alcohol were the most common SRH topic discussed by parents with male
respondents and HIV/AIDS and menstrual cycle by parents with female respondents. Least
common topics discussed were condom, abortion and rape in male respondents. Respondents
with communication score above mean had good communication while communication scores
less than mean taken as poor communication. Almost 31% of male and female respondents had

good parent teen communication on sexual and reproductive health related issues (Table 7).



5.7 Parent teen connectedness, parental supervision/monitoring and parental
support

A total of 22 questions were asked to assess respondent’s connectedness with their parents,
parental supervision, and parental support. Then 22 questions were grouped in to three variables
Parent teen connectedness, parental supervision and parental support. Those who score above the
mean had highly connected score, more supervision and more support while those who score less
than the mean grouped as less connected score, less supervision and less support. Two hundred
twenty five (57.5%) male and 246(61.2%) female respondents had highly connected score, and
majority of female respondents had more parental supervision and support score but males had
less parental support and supervision

More than half, 81 (51.2%) of the sexually active respondents never discuss sex related issues
with their fathers and 69 (43.67%) of sexually active students never discuss sex related issues
with their mothers. Pre-marital sexual intercourse was associated with discussion of sex related

issues with their fathers were less practicing premarital sex

5.9 Impact of premarital sexual practice on sexual and reproductive health

Almost half of 7 (43.75%) of the respondents were those who made sexual intercourse with

commercial sex workers.

Fifteen (58.3%) male and 22 (79.3%) female participants had used contraceptives. This finding
was supported by FGD result, a 49 years old female discussant stated as,

“..there was 16 years old grade 10" female student in my neighbors she was very silent and
religious but once a time she became pregnant out of marriage after that her mother was very
angry and yelled at her and told her to leave the house. The girl has been out of her parents’
home and still has not delivered the pregnancy.”

Nearly 5(35.7%) unwanted pregnancies end up in abortion and almost all abortions 5(35.5%)
were induced. (Table10).



Table 7: Impact of premarital sexual practice on sexual and reproductive health of respondents in

Keffa zone high school students, June 2014.

Variables Male Female Total
(N %) (N %) %
Contraceptive use
Yes 15(58.3%) 22(79.3%) 37(3.7%)
No 11(41.7%) 7(20.7%) 11(1%)
Pregnancy
Yes 14(19.4%) 14(1.4%)
No 58(80.6%) 58(5.8%)
Unplanned pregnancy
Yes 10(76.9%) 10(1%)
No 3(23.1%) 3(0.3%)
Have abortion
Yes 5(35.7%) 5(0.5%)
No 9(64.3%) 9(0.9%)
Abortion induced
Yes 5(35.5%) 5(0.5%)
No 9(64.3%) 9(0.9%)
Sexually transmitted infection
Yes 8(11.5%) 9(11.4) 17(1.7%)
Never 55(88.5%) 63(88.6%) 118(11.8%)




Table 8: logistic regression analyses for independent predictors of premarital sexual practice of
high school students, in Keffa zone, June 2014.

Variables Premarital
sex
COR (95%CI) AOR (95%CI)
Age
<15>9 Years 0.24(1.70,30.82)** 22.55(3.42, 148.85)**
15-19 Years 1.00 1.00

Viewing Pornographic materials(Sexual
content news papers and magazines)

Yes 0.14(1.07,5.76)* 2.69(1.01,7.15)*
No 1.00 1.00
Residenc
e
Rural 378(76%) 346(69%) 0.21(0.879,1.781 0.603(0.373,0.975)*
Urban 651(88%) 312(60%) 1.00 1.00

This model is adjusted for Age, residence, Mothers education level and viewing sexual content
news papers and magazines.

,¥=P<0.05

Age and viewing pornographic materials of respondents were independent predictor for

premarital sex of respondents (p<0.05).

Adolescents who were found in the age group <15 years are 22 times more likely to be engaged
in sexual intercourse (Adjusted OR [95% CI] =22.55[3.42, 148.85]). This result was supported
by the findings of FGDs, almost all of discussants agreed to the fact that

“...female adolescents in the study area initiate sexual intercourse at 12-14 years of age.”

It also supported by the findings of in-depth interview of school mini media representative who
stated as,

“...Adolescents in the community start sexual intercourse at 14-15 years of age.”

Adolescents who were viewing pornographic materials (sexual content news papers and
magazines) nearly 3 times more likely engaged in sexual intercourse (Adjusted OR [95% CI]

=2.69[1.01, 7.15]) A 30 years old teacher Said: “If you ask what they learnt yesterday, they will
reply few or none. But if you ask about the film they saw, they will miss no point”.



CHAPTER SIX: DISCUSSION

In Ethiopia, information on adolescent sexuality is not available as needed everywhere and some
of the information does not address the target group. This study has described premarital sex and
factors associated to it in randomly selected Keffa Zone high school students. The study showed
that 165(17%) of male and 237(24%) of female respondents had experienced sexual intercourse.
These finding is lower than a study done in West Gojjam with 25 % male and 19.4% female. The
difference might be due to large sample size of the study (999) participants compared with a
previous study with sample size of 314 participants [21].

The mean age of premarital sex in this study was 15.8 years for male and 15.4 years for female
students. This finding is lower compared to the results of several previous studies in Ethiopia (8,
21, 22, 23, 24, and 55). The fact that age at first sex found in this study is lower than the reports
of studies done in Gondar (17 years), Nekemte (16.2 years), Gojjam (18.6 years), and Ambo
(15.91years). The difference may be due to the traditional practice of early marriage in the study
area (Keffa Zone in SNNPR) as compared with Oromiya. The reason for lower mean age found
in this study compared to the one in West Gojjam Zone (18.6 years), could be attributed to the
fact that this study is done in high school students, whereas study done in West Gojjam was
conducted among preparatory students [21].

The reason for lower mean age found in this study compared to the study done in HIV/AIDS
Behavioral Surveillance Survey (BSS) Ethiopia (16 years). The difference may be this study was
conducted in both single and married high school students whereas study done in HIV/AIDS
Behavioral Surveillance Survey (BSS) Ethiopia was conducted among single school youths (55).
In the study area there is no significant gender difference on sexual practice of adolescents. This
finding is consistent with a study done on risky sexual practices among youth attending a
sexually transmitted infection clinic in Tanzania [31].; the amount of pocket money per month
was a strong predictor, in that the higher the amount of pocket money per month, the greater was
the pre-marital sexual debut. This is may be due to lack of skills to wisely use the pocket money
which may be above what was required for subsistence. Particularly as the association was
significant for male gender may be because more pocket money may predispose to commercial

sex for males corresponding to the pocket money per month.



The main reason for first sex in this study is marriage (53.4%) in females, just for love (32%) in
males. The finding is higher than a study done in North East Ethiopia with marriage (41%) and
for love (19%). The difference may be traditional practice of early marriage and adolescents in
the study area have no enough information on sexuality, sexual and reproductive health (18).

The existence of risky sexual practices, unprotected sex with non-marital partners, sex with
commercial sex workers were reported by participants. The study found that 29.2% male and
20.8% female students had more than one sexual partner in their life time. This finding is lower
than a study done in Gondar (43.3%), West Gojjam Zone (33%) and (34.5%) in Nekemt. The
difference may be the socio-cultural setups of populations [28, 21, 8].

Another characteristic feature which makes adolescents sexual activity high risk is their either
none or minimal use any protective measures, specifically the use of condom. Nearly 72%
females and 52.8% males didn’t use condom with causal partner in the last 12 months prior to
the survey. The finding is slightly higher than a study done in Gondar (39%). Sixty three percent
of male respondents had sex with commercial sex partner in the last 12 months and 83.3% didn’t
use condom regularly. The finding is higher than a study done in Gondar only 5% of males
having sex with sex workers [28]. This may be lack of behavior change in regular use of
condom.

The study found out that age is significantly associated with sexual practice of adolescents
showing that respondents in the age group <15 years are nearly 22 times more likely to initiate
sexual intercourse than respondents 15-19 years. This result was supported by the findings of
FGDs, 90% of discussants stated as,

“...Female adolescents in the study area initiate sexual intercourse at 13-15 years of age.

A 15 years old female student discussant said:

‘As males’ sweet words mislead girls, girls’ clothing styles perfumes, hair groom mislead boys.
So we girls should wear a normal cloth that doesn’t expose our body, and doesn’t attract the
opposite sex and focus on...” It also supported by the findings of in-depth interview of school
mini media representative who stated as,

“...Adolescents start sexual intercourse at 14-15 years of age.” This finding is not consistent
with findings of a study conducted on factors associated with sexual activity among high-school
students in Kenya (48) and age differences at sexual debut and subsequent reproductive health in

Haiti [50, 54].The difference may be the socio-cultural setups of the two populations.



Adolescents viewing pornographic materials were nearly 3 times more likely to start sexual
intercourse. This is in line with a study done on Premarital Sexual Intercourse among adolescents
in an Asian Country: [5]. Residential area was associated with pre-marital sex. The adolescents
from urban families were more likely to engage in pre-marital sex than those from rural area.
This finding is consistent with the study conducted in South Africa, which identified peri-urban
residence association with earlier age at first sex [50, 54]. This may be due to the more liberal
life styles in urban areas compared to cultural conservatism in rural areas.

Pre-marital sexual intercourse was associated with discussion of sex related issues with their
fathers. This is consistent finding with the study in Kenya that both male and female adolescents

would be most comfortable discussing sexual matters with their father and siblings (7).



7. Strengths and limitations of the study

7.1. Strengths

This study has tried to assess the magnitude of premarital sexual practice, factor
contributing to premarital sex among high school students. Appropriate sampling technique
was employed and high response rate was achieved. The data collection tools were anonymously
structured, male and females were made to give their responses in separate classes to maintain
privacy and confidentiality of the respondents and to minimize bias. A Combined data collection

tools (quantitative and qualitative) were used to collect more information.

7.2. Limitations of the study

Since this study touches a very sensitive and very personal issues and the behavioral outcomes
are based on self-reported information the possibility of reporting errors and biases may be

not ruled out.



CHAPTER EIGHT:
CONCLUSION AND RECOMMENDATION

8.1. Conclusion

Understanding of the premarital sexual experience and identification of risks associated with
sexual activities must be the fundamental element of interventions that are working in
the area of STIs, HIV/AIDS, and sexual and reproductive health

This study has revealed that significant number of school adolescents of the study area started
sexual intercourse early and are involved with high-risk sexual practices, including multiple
sexual partner and sex with commercial sex workers. Moreover, remarkable number of sexually
active adolescents had the history of sexually transmitted diseases and best part are practicing
unprotected sexual intercourse.

While it is true that sex is not talked about openly in the community and within the families still
significant proportion of the respondents don't talk sex related issues with their families and
access to accurate information on adolescent reproductive health is denied to remarkable
amounts of the respondents.

From these one can also conclude that the major problems that influence sexual behavior of the
study subjects are still linked to lack of accurate information on adolescent reproductive health,

social factors, peer influence, and lack of support from family members.



8.2. Recommendation

To Regional Health Bureau / Regional Education Bureau and NGOs

» Delaying sexual debut is the pillar of HIV/STIs/pregnancy prevention among young people. This

can be achieved through sexual education programs at earlier life. Sexuality and adolescent

reproductive health education should be included in the school curriculum at all levels.

» Strengthening the norm of virginity, which delays sexual intercourse, should be advocated both at

national, Regional and Zonal level.

» Moreover, establishing rural reproductive health and anti AIDS clubs is important to sustain the

intervention of reproductive health at rural level.

» Facilitate situations for further research to conduct.

To high schools/institution

Improving access to condom and other contraception methods particularly for sexually
active adolescents and those who are close to initiate sexual intercourse at each high school.
High schools should strengthen school based sexual health education, anti AIDS clubs and
give a basic and sounding knowledge through continuous behavioral change
communication for students.

Parents and teachers should be trained in a way that enables them to acquire their teens with

the necessary skill for sexual negotiation.

To Government Bodies and Regional Government

» Strengthen and implement the proclamation designed for the age at marriage.

» Involve religious leaders in sexual and reproductive health education especially they are

important in convincing parents and enforcing the norm of virginity.

» Finally, policy makers should think of restricting video houses renting and selling unfiltered

pornography films.
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10. ANNEX

Annexe-1: Survey Instruments

Informed Consent agreement
Dear respondent,

How are you, I am . I am studying post graduate studies in Jimma

University, college of public health and medical sciences, the department of Epidemiology and
Biostatics.

This survey is to know premarital sexual practice and associated factors among high school
students.

The research will be helpful to tackle the sexual, reproductive and other problems of adolescents
and also will help us to develop services and educational programs. Thus, your ideas are very
essential for us to better understand your problems in relation to sexuality and reproductive
health problems.

You are selected and included in the study as part of the sample population to complete the
questionnaire designed by the researcher. The information obtained in this study will be used
only for research purposes. We hope you will help us by completing this questionnaire. None of
your answers will be available to anyone at anytime. All the information you give us will be kept
private. Do not put your name anywhere on this questionnaire. Involvement in this study is
optional; but we really need your honest response to better understand the impact of premarital
sex, contributing factors and sexual risk behaviors of school adolescents in Keffa.

If you have any questions, please don’t ever hesitate to ask the supervisors.

It is very important to explain that participants should answer every question truthfully,

Would you be willing to participate in the study? Agree Disagree

Yes, continue No, thank you!



PART I. RESPONDENT’S BACKGROUND INFORMATION

S.NO. | QUESTIONS ALTERNATIVES CODE
101 Sex of respondent 1. Male
2. Female
102 How old are you? Age:  years
103 Residence 1. Rural
2. Urban
104 What is your grade?
Grade
105 What is your Religion? 1. Orthodox
2. Protestant
3. Muslim
4. Others, specify
106 What is your ethnicity? 1.keffa
2. Amhara
3.Tigrie
4.0romo
5. Others, specify
107 Have you ever married? 1. Never married
2 .Ever married
3.Divorced
4. Widowed
108 | What was your grade 8" result?
Grade 8" result
109 What was your last year average result?
Average result
110 What was your last year’s rank in the class? | Last year’s rank
in the class
111 Are your mother and father currently | 1. Yes —to Q113
living together? 2.No—-toQ 112
112 With whom are you living until now? | 1. With both of my parents

2. With my mother only

3. With my father only

4. With brothers/sisters

5. With grandparents

6. With my mother and stepfather




7. With my father and stepmother
8. Others, specify

113

What is the educational level of your
Mother?

. Illiterate

. Grades 1-4
. Grades 5-8
9-10

11-12

A2+

. Don’t know

NNV RN~

114

What is the educational level of your
Father?

. Illiterate

. Grades 1-4
. Grades 5-8
9-10

11-12

A2+

. Don’t know

NNV R WL~

115

What is your mother’s occupation?

. Farmer

. Civil servant

. Housewife

. Merchant

. Housemaid

. Daily laborer

. Driver

8. Others, specify

N NN AW

116

What is your father’s occupation?

1. Farmer

2. Civil servant
3. Merchant

4. Daily laborer
5. Driver

6. Others, specify

117

What is the monthly income of your
Household?

Per month Birr
Don’t know

118

What is the Economic Status of your
family compared to your neighbors?

1. High
2. Medium
3. Low




PART. II. QUESTIONS RELATED TO ADOLESCENT SEXUAL BEHAVIOUR

201 Have you ever had sexual intercourse? | 1. Yes —Go to Q 203 and continue up
to Q 230.

2. No —Go to Q 202 then go to Q
301.

202 Are there reasons why you have not | 1. I am not emotionally ready for it
chosen to have sexual intercourse? | 2. I don’t want the risk of pregnancy
(MARK ALL THAT APPLY) 3. I haven’t met anyone [ want to do it
with

4. I haven’t had the opportunity

5. Fear of disease

6. My religious values are against it

7. My parent’s values are against it

8. I want to wait until I am older

Below are some questions about the first time you had sex and the sexual activity in general, so
the following questions up to number 230 is only if the answer to question number 201 is yes.

203 | How old were you the first Age: years
time you had sexual
intercourse?
204 | How old was the person with | 1. Older than I was, age: years
whom you had intercourse | 2. Younger than [ was, age: years
for the first time? 3. The same age as | was age: years




205 | At the time you had first | 1. Husband/wife
sexual intercourse, what was | 2. Girl friend/Boy friend
your relationship with your | 3. Friend
partner? 4. Commercial sex workers
5. Relative
6.Teacher
7. Others, specify
206 | What were the factors that | 1. forced sex/rape
encouraged you for the first | 2. marriage
sex? (MARK ALL THAT | 3. for money/ to support myself and my family
APPLY) 4. just for love
5. my partner/boy or girl friend insisted me to do so
6. I wanted to/ because of my age
7. cheated/ False premises
8. Films
9. After/during taking of drugs, Alcohol, During Chat
chewing
10. Getting gifts
11. because my friends have boy/girl friend
12. please specify your own experience different
from the above listed
reasons
207 | Would you say it was 1. Planned
planned or unexpected? 2. Unexpected
208 | If unexpected Please specify

the condition




209 The first time you had intercourse, were | 1. Yes
you forced into it against your will? 2. No
3. Don’t remember
210 When you played sex the first time, had | 1. Yes
you/your partner consumed any alcohol | 2. No
or use ‘Chat” or any other drug| 3. Don’t Know
beforehand?
211 How many people have you had sex | 1. people
with during your life 2. Do not remember
212 Have you had sex in the past 12| 1. Yes »Goto Q 213 to 230
months? 2. No —»to Q217 to 230
213 How many sexual partners do you have People
during the last 12 months?
214 When You had sex with your partner; 1. yes
during the last 12 months did you or . No
your partner use any contraceptives
215 If your response for Qno.214 is yes, | 1. Condoms only
what method did you use? 2. Natural family planning (specify)
3. Pills
4. Birth control pills
5. Injectables
6. Other (Specify)
216 How often did you and/or your partner | 1. Always
use a contraceptive method in the past | 2. Quite often
12 months? 3. Sometimes
4. Rarely
5. Never
217 When you had sex with your partner; | 1. Yes
did you or your partner use any methods | 2. No
to prevent AIDS or STDs?
218 If your answer for Qno.217 is “No”, | Why?

Why?




219 If your response for Qno.217 is yes, 1. condom
what HIV/AIDS prevention methods did | 2.abstinance
you use? 3. Being faithful
4.Do not know
5. If other, specify
220 Only for males: Have you ever had sex | 1. Once
with a commercial sex partner? 2. More than once
3. Never— Go to Q 230
221 Only for males: Have you ever had sex | 1. yes
with a commercial sex partner in the 2. No— Go to Q 230
past 12 months?
222 Only for males: How often did you and/ | 1. Always
or your commercial sex partner use 2. Quite often
condom in the past 12 months? 3. Sometimes
4. Rarely
5. Never
223 FEMALES: Have you ever been | 1.Yes
pregnant? 2. No— to Q230
224 FEMALES: How many times have you times.
been pregnant?
225 FEMALES: What was your age at your | 1. Age: years
first pregnancy? 2. Don’t know
226 Did you have any unintended/unplanned | 1. Yes
pregnancy? 2. No
227 Have you ever had an abortion 1.Yes
2.No— to Q230
228 Was the abortion an induced one or | 1. Induced
spontaneous? 2. Spontaneous




229 If the abortion was an induced one, how | 1. self induced
did it take place? 2. by a health professional in a health
facility
3. It was induced by a lay provider
4. Other, specify
230 Have you ever had a sexually 1. Once
transmitted infection 2. More than once
3. Never

PART.III. PARENT CHILD COMMUNICATION ON SEXUALITY AND REPRODUCTIVE
HEALTH
Have you ever discussed about the following with one or both of your parents?

S.No | Questions Alternatives Alternatives CODE
301 | If you ask your father or | Mother Father
Mother sex-related questions | 1. Would answer helpfully 1. Would answer
(e.g., nocturnal  emission, | 2. Would turn me away | helpfully
menstruation,  contraception, | without giving an answer 2. Would turn me
sexual intercourse), what 3. Would scold me away without giving
Would be his or her response? | 4. Response would vary | an answer
(Check one.) with type of question 3. Would scold me
5. Not competent enough to | 4. Response would
give an answer vary with type of
Question
5. Not competent
enough to
give an answer
302 Body changes during puberty/Menstrual cycle 1.Yes 0. No
303 How to avoid getting pregnant 1 0
304 Relationships with the opposite sex 1 0
305 Whether or not to have sex 1 0
306 Unwanted pregnancy 1 0
307 Abortion 1 0
308 STIs or HIV/AIDS 1 0
309 About condoms 1 0
310 Alcohol 1 0
311 Sexual abuse/coercion 1 0




312

How did you feel about your talks with a Parent
on the topics described above?

1. Very good

2. Good

3. Neutral

4. Bad

5. Very bad

6. Have not talked

PART.IV. PARENT CHILD CONNECTDNESS, PARENTAL SUPERVISION/MONITORING

AND PARENTAL SUPPORT
S.No | Parent teen Connectedness Strong | Agree | Not | Disagree | Strongly | Code
ly sure disagree
Agree
401 She (He) cares about me Mother | 5 4 3 2 1
Father |5 4 3 2 1
402 I am happy with my relationship Mother | 5 4 3 2 1
with my mother (father)
Father |5 4 3 2 1
403 I feel my parents trust me Mother 5 4 3 2 1
Father
404 I have open communication Mother 5 4 3 2 1
with my parents Father
405 There are times when I would like Mother 5 4 3 2 1
to leave home Fattrer
Statements asking adolescents about parental supervision
S.NO. | Parental supervision Strongly | Agree Not Disagree | Stro

Agree

surc

ngly
disag




ree
406 My parents show interest in my 5 4 2 1
Academics
407 My parents show interest in my manners 5 1
408 My parents show interest in my friends 5 4 2
409 I should seek approval of my parents to 5 4 2
drink beer and other alcoholic beverages
Statements asking adolescents about Stron | Agree | Not | Disagree | Strongly
parental support gly sure Disagree
agree
410 My parents affirm my ideas Mother 5 4 3 2 1
Father 5 4 3 2 1
411 My parents encourage me to do Mother | 5 4 3 2 1
good things. Father | 5 4 3 2 1
412 My parents discourage me Mother | 5 4 3 2 1
to do bad things
Father 5 4 3 2 1
413 My parents helps me Mother 5 4 3 2 1
to decide on with whom
and when to have sex Father |5 4 3 2 T
PART.V. RELIGIOSITY AND PARTICIPATION IN CLUBS
S.No | Questions Alternatives Code
501 In the past 12 months, on religious days in | 1. All of the time
which you should attend Church/ mosque, | 2. Most of the time
how often did you go? 3. Sometimes
4. Rarely
5. Never
502 How often do you pray? 1. Daily
2. At least once a week
3. Rarely
4. Never




503

How many clubs or groups or societies are

you currently a member of? Please specify

PART.VI. PEER INFLUENCE

S.No | Questions Alternatives Code
601 | Have you ever been encouraged by other boys or girls | 1. Yes
or your friends to play sex with girls or ladies or | 2. No
boys?
602 | Have you ever encountered pressure from your | 1. Not at all
friends to have sexual intercourse? 2. Yes frequently
3. Yes occasionally
603 | How many of your friends who are not married have | 1. None of them
had sexual intercourse? 2. A few of them
3. About half of them
4. Most of them
5. All of them
6. Don’t know




604 | Having sex while 'm a teenager would just be doing | 1. Strongly disagree
what everybody else is doing. 2. Disagree

3. Not sure

4. Agree

5. Strongly agree

PART.VIL. NON SEXUAL RISKY BEHAVIORS
Questions related to alcohol consumption, khat chewing and viewing pornographic materials
(sexual content videos, films and news papers and magazines).

701 | Have you ever drunk alcohol (Beer, | 1. Yes

local Areke) 2.No —Go to Q 705
702 | How old were you when you first drank | 1.Age: years
beer or spirits? 2.Don’t know/don’t remember
703 | Did you have sex on that occasion? 1. Yes
2. No
704 | How frequently do you drink beer or 1. Always (daily)
Local areke? 2. Often (3-4 times per week)
3. Occasionally (1-4 times per month)
4. Rarely (on holydays
705 | Have you ever chewed khat? 1. Yes
2. No—to Q 709
706 | How old were you when you first | 1.Age: years
chewed khat? 2.Don’t know/don’t remember
707 | Did you have sex on that occasion? 1. Yes
2. No
708 | How frequently do you chew khat? 1. Always (daily)

2. Often (3-4 times per week)
3. Occasionally (1-4 times per month)
4. Rarely (on holydays

709 | Have you ever viewed pornographic | 1.Yes
materials or films? 2.No— to 801

710 | How old were you when you first | Age: years
viewed pornographic material films?

711 | Did you have sex due to viewing of | 1.Yes
pornographic materials? 2.No




712 | Have you viewed pornographic 1. No

materials in the last 12 months? 2. Often (3-4 times per week)

3. Occasionally (1-4 times per month)
4. Rarely (once in months

713 | What type of pornographic materials 1.sexual content Films
Did you view?( Multiple answer is | 2. sexual content Photograph
possible) 3. sexual content news papers and
magazines

4. Other, specify

PART.VIII. SOCITIAL LEVEL FACTORS: - EXPOSURE TO SEXUAL CONTENT IN
PUBLIC-ACCESS (MASS MEDIA) IN THE FORM OF MUSIC, MOVIES (FILMS),
PICTURES THROUGH TELEVISION, RADIO, AND MAGAZINES

S.NO. | QUESTIONS ALTERNATIVES
801 Do you listen to sexual content music’s | 1. Almost every day
and messages from radio? 2. At least once a week

3. Not at all — to 803

802 Did you have sex due to listening sexual | 1.Yes
content music’s and messages from radio? 2.No
803 Do you watch television? 1.Yes
2. No— to 901
804 Did you have sex due to watching sexual | 1.Yes
content messages on television? 2.No




IX. QUESTIONS RELATED WITH EARLY MARRIAGE)

S.NO. | Early marriage Strongly | agree | Not | disagree | Strongly
agree Sure disagree
901 The society in my area is practicing 5 4 3 2 1
early marriage by now.
902 In my area one reason for early sex is | 5 4 3 2 1
early marriage.
903 At what age the children going to marry age in years.
in your area?
904 What is the prevalence of early marriage | 1.High
in your area? 2. Medium
3. Low
905 Had you ever married? 1. Yes
2. No— to 907
906 At what age you had married? years old.

| 907 | What did you think are the factors for to start




sex early?

908 | What did you think are consequence of early
sex?
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Annex 2. Focus group discussion guideline

My name is . My colleague near to me is called . We came

from
Read the following as it is:

“After a brief introduction we will be talking about different issues related to premarital sex and
contributing factors to it among high school students as well. We will be asking you questions
about your experience pertaining to it. We will eventually conclude the session by asking for
your recommendations on ways to bring about changes in adolescents to postpone premarital
sexual until later age/typically until marriage following the development of certain appropriate
interventions basically attributed to your comments and suggestions. Would you be willing to

participate in the discussion?
If yes, proceed.

If no, thank and stop the discussion.



Signature
(Signature of the moderator certifies that consent has been obtained verbally).

Date Time

Topic guideline for focus group discussion:

1. What is the age at which first sexual intercourse happens among high school students in your

area?

2. What are contributing factors for sexual debut among high school students?

3. What are the consequences of sexual practice at younger ages?

4. Is there difference on sexual practice time among boys and girls?

5. Are contributing factors for sexual debut among adolescent boys and girls different?
6. Have adolescent girls’ sexual debut at younger age than adolescent boys?

7. What are risky sexual behaviors of sexual practice at younger age?

8. How do you relate younger age sexual debut with HIV/AIDS and other STDs and also with

unwanted pregnancies?
9. Who will be involved in the adverse effect of early sexual debut? (Probe)
10. How to prevent sexual practice at younger ages in adolescents?

11. How do you see role of communication, connectedness between parents and adolescents,

parental education and strict supervision in relation to sexual debut at younger age?
12. What are the advantages of preventing early sex in adolescents, family and society?

This is the end of our discussion. Thank you very much for your participation in the discussion.
Annex 3. In-depth interview guideline

Good morning/afternoon, we thank you all for your coming on time.

My name is my colleague near to me is called . We came from




Read the following as it is:

“After a brief introduction we will be asking you different points about premarital sex initiation
among high school students and contributing factors to it.” We will be asking you questions
related to it. We will finally conclude the interview by asking you for your recommendations on
means to bring about changes in adolescents to postpone sex until later age, typically until
marriage following the development of certain appropriate interventions basically attributed to

your comments and suggestions.

Would you be willing to participate in the in-depth interview?

If yes, proceed. If no, thank and stop the interview.

Signature (Signature of the moderator certifies that consent has been obtained
verbally).
Date Time

Questions for in-depth interview

1. Can you tell me what you know about age at sexual practice among adolescents? What have
you heard from others? In your opinion, are these things true? Tell me anything else about sexual

practice in adolescents? What are the impacts of sexual practice on adolescents?

2. Would you tell me what you know contributing factors sexual practice in adolescents at

younger age? What have you heard from friends? Other points related to delay of sex?

3. Would you tell me what you know on sexual practice between boys and girls there is

difference?



4. Would you tell me what you know who has sexual practice at earlier age when you compare

adolescent girls and/ boys?

5. What do you think are the disadvantages of sexual practice at younger age? How could early

sexual debut harm adolescents?

6. What do you think are the advantages of delay/ postponement of sex? How can delay of sex
help adolescents? Can you mention some ways delay of sex could help adolescents, parents and

community at large?

7. How do you see the prevalence of sexual practice at younger ages? What are suggestions,
comments and recommendations being given/ discussed among people? Can you give me more

information on how adolescents engage sexual practice at younger age?

This is end of our in-depth interview. Thank you for your participating in the interview
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