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ABSTRACT 

Background: According to the World Health Organization, adolescents were defined as 

persons between 10 -19 years of age and were characterized by significant physiological, 

psychological, and social changes; these were put them at high risk for Reproductive health 

problem.  

The objective of the study: It was assessed community perception and female adolescent‟s 

likelihood on utilization of reproductive health services in the Mareka district based on 

health belief model.  

Methods: A community based cross sectional design with both quantitative &qualitative 

was conducted in Mareka district, southern Ethiopia from February 20
th

 to April 30
th

 2014. 

Sample size was 844 and calculated using single population proportion formula. 

Interviewer administered structured questionnaire was used to collect data. Four FGDs 

were conducted for qualitative study. Frequency table and cross tabulation was done. AOR 

and OR with 95% CI were considered for statistical significance. Bivariate analysis was 

used to determine presence of crude association. Multivariate logistic regression model was 

employed to control confounding variable. 

Result: Majority of the respondents had high score of perceived susceptibility for RHP, 

perceived severity for RHP, and perceived barrier for utilization. The minimum and 

maximum scores of the model constructs were (9, 45), (6, 30), (9, 45), and (7, 35) respectively. 

The likelihood of utilizing reproductive health services by adolescent female was  

significantly associated with perceived susceptibly of RHP, perceived severity of RHP, and 

perceived barrier with PV<0.05 and CI of 95%. 

Conclusion: Almost one third of adolescent females were not utilized RH services which 

were more stressing despite there were health post in each kebele and four health centers in 

the woreda to introduce reproductive health problems preventive massage to increase 

perceived susceptibility and perceived severity on adolescent females. The role of 

community leaders, parents, religion leader, teachers, media, and IEC materials had 

significant positive influence on the use of RH services by the adolescent females. 
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Recommendation: Multi-sectoral integration was required to increase reproductive health 

services utilization by the adolescent female because she was the primer victim for many 

reproductive health problems due to various reasons but she was vital for gene 

preservation.  

Key words: Community perception, likelihood of adolescent female, RH services, & HBM 
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CHPTER ONE: INTRODUCTION 

1.1 Background 

Globally, most people become sexually active during adolescence. Premarital sexual 

activity was common and was on the rose worldwide. Millions of adolescent females were 

bearing children, 40 percent of all new human immunodeficiency virus (HIV) infections 

were occurred among 15-24 year olds; recently estimated that 7,000 were infected each 

day. These health risks were influenced by many interrelated factors (1-4). 

 According to World Health Organization (WHO), adolescent is defined as a person 

between 10 up to 19 years of age and youth is a person between15 up to 24years of age. 

Adolescents were characterized by significant physiological, psychological and social 

changes that placed their life at high risk and making up about 20% of the world‟s 

population, of whom 85% lived in developing countries. This had at least partially been 

because adolescents were considered to be a relatively healthy age group, without a heavy 

burden of disease.  

The concern about adolescent sexual and reproductive health (ASRH) had grown following 

reports that sexual activity, early pregnancies and sexually transmitted infections (STIs) 

including human immune deficiency virus (HIV) infection rates were increasing at 

unprecedented rates among adolescents. Since the 1994 international conference on 

population development (ICPD) in Cairo, Egypt, adolescent friendly reproductive health 

services (AFRHS) had been recognized as an appropriate and effective strategy to address 

sexual and reproductive health (SRH) needs of adolescents. Despite 35% of the world 

population being in the 15-24 age groups, the RH needs of adolescents had neither been 

researched nor addressed adequately (1- 4). 

 The rates were highest in sub Saharan Africa, where as more than half of girls aged 15-19 

were sexually experienced and more than half of women gave birth before age of 20 year. 

Pregnancy was poorly tolerated in many societies. If it happens, the blame was usually put 

on the   girl. Each year about 15 million adolescents aged of 15-19 year gave birth, as many 

as four million obtained an abortion and up to 100 million become infected with a curable 
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sexually transmitted disease. Nevertheless, the needs of the young people remain poorly 

understood (5, 6, 7).  

Early and unprotected sexual activity and misconceptions about HIV/AIDS were prevalent 

in rural adolescents (8-10). There were a few studies on knowledge, attitude and practice of 

adolescents in relation to their reproductive health in Ethiopia showing a significant 

discrepancy between knowledge about and the level of services utilization in particular and 

poor access to RH services in general as study in North West Ethiopia (10-12). 

Sexual activity put adolescents at risk of various reproductive health challenges. Ethiopia 

was one of the country in sub Saharan Africa regions with rapid population growth trend 

from these rapid growing population young people constitute one-third of the total 

population. Their number was expected to grow from 20.3 million in 2000 to 25 million in 

2010.  

The reproductive health problems of young people in Ethiopia were multifaceted and 

interrelated. Childbearing was begun at an early age; 45 percent of the total births in the 

country occurred among adolescent girls and young women. Sexual violence and 

commercial sex work had become common phenomena among young girls. As a result, 

they had become primary victims of the HIV/AIDS crisis that had spread throughout the 

country (13 - 15).  

 

 

 

 

 

 

 

 



3 
 

1.2 Statement of the problem 

In the world majority of adolescent female in the age group 15-19 years had been at risk of 

many RH problems. Therefore many adolescent females were exposed to HIV/ADIS 

infection and other RHP due to their engagement in unsafe sex & unsafe abortion, less 

achievement of academic performance and absenteeism of school. So that adolescent 

females were tried suicidal attempt due to many factor which affect RHS utilization (1).  

In Africa alone, an estimated 1.7 million young people were exposed to many RH 

problems. Most religious groups had stringent rules and norms that tend to view use of 

family planning among unmarried youth as sinful and believe that engaging in pre-marital 

sex was sin (2).  

The religious norms to some extent had played a role in controlling the youth from 

involving themselves in indiscriminate sex in Kenya but these efforts had been eroded by 

increased urbanization which had led most youths living on their own without religious 

guidance and control (17).  

Among both sex non-users of youth friendly services, 43% of them did not knew where to 

go for these services and 18.7% said that the location was inconvenient. A total of 7.1%  

were reported too shy, 4.9% were too busy, 11% of the youth participants did not visited 

RH services, and 11% were said clinic was too a great distance (12). There was no study on 

utilization of RHS by adolescent females to address them alone because she was the primer 

victim of RHP which was the gap to carry out this study. 

 Stigma, service costs, and provider bias were posed formidable barriers to Ethiopian young 

people‟s ability to access sexual and reproductive health services. To address these barriers, 

in 2005 Pathfinder International and the Ethiopian Federal Ministry of Health were 

partnered to introduce and scale up youth-friendly services in the Ethiopian public health 

system. YFS an evidence-based approach to reduce barriers to service uptake among young 

people & which support the foundation of Ethiopia‟s health system to meet the SRH needs 

and rights of the largely underserved adolescent and youth population. But up take was low 

as study conducted in Addis Ababa, Ethiopia (32). 
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CHAPTER TWO: LITERATURE REVIEW 

In Ethiopia, services for reproductive health problem were included as one of the strategy 

for STI prevention in HIV/AIDS policy (7). Female student especially those from rural 

areas, students living outside the campus, new comer student, academically poor /low 

achiever students were the most victims of reproductive and sexual health problems and 

gender/sexual harassment related problems  as study conducted in north west Ethiopia(12).  

The in-depth interviews with the service providers at the public health care facilities 

throughout Harar indicated that they did not provided specific sexual and reproductive 

health services for youths. Sexual and reproductive health services were provided to youths 

without giving them special attention; youths were treated as adult health services seekers 

in these public institutions as study show in the Hara. Female focused group discussants 

were reported that majority of students prefer remaining silent and in some cases they were 

seek help from their friends. An experience noted by a female participant as; “… female 

students did not want to seek care for their SRH problems. For example for the last case of 

abortion (happened in dormitory) the student simply complained abdominal pain and it 

took place in dormitory” (14).  

The main obstacles from the adolescents‟ perspective refraining them from getting RH 

services from health institutions were not thinking of the services, unnecessary of the 

services, lack of knowledge and being young were listed by 128 (50.6%), 87 (34.4%), 65 

(24.3%) and 44 (17.4%) of the adolescents respectively among others (15).  

Three quarters of the adolescents had never discussed RH topics with their parents due to 

worthlessness 63 (24.9%), fear 188 (74.3%), social and cultural restriction 52 (20.6%) and 

others 18 (7.1%). The 174 (46.4%) of the adolescents preferred to discuss RH issues to 

friends, followed by health professionals 105 (28%) and mothers 41 (10.8%). Accordingly, 

adolescent females were found to be less knowledgeable than their male counterparts for 

reproductive health. Factor affecting RH services utilization by adolescent was associated 

with IEC, adolescent-parent discussion of SHR topics and RH knowledge (14). 
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For unmarried adolescent females, services were offered as part of child health care and did 

not encompassed sexual and reproductive health as study carried out on university student in 

south east Ethiopia (15).  Very long waiting time for adolescents and youth at health facilities 

were exposing them to other adult members of the community and minimizing their privacy 

(18). 'Money was everything, if you hadn‟t money it means no services, just go home and die, 

didn't waste your time, FGD of Medium wealth category (19).  

Adolescent females of age 15-19 were up to twice as likely to died during pregnancy or 

delivery as women aged 20- 34year (20-24). Comprehensive knowledge about HIV/AIDS 

and knowledge of the three programmatically important HIV prevention methods were 

higher among males than females (26, and 29).  

The majority of health workers had positive attitudes. However, nearly one third (30%) of 

health workers had negative attitudes toward providing reproductive health services to 

unmarried adolescents. Close to half (46.5%) of the respondents had unfavorable responses 

toward providing family planning to unmarried adolescents. About 13% of health workers 

agreed to setting up penal rules and regulations against adolescents that practice pre-marital 

sexual intercourse study on HW attitude in Ethiopia as show study conducted in Addis 

Ababa  in 2012 (30).  

Health belief model was the best model to assess the acceptance of the service when the 

service was available and the consumption rates were low in some target group. There were 

six constructs in HBM such as perceived susceptibility, perceived severity, perceived 

barrier, perceived benefit, cue to action, and self efficacy. If individual perceives that 

perceived benefit was higher than perceived barrier then they were utilized the services and 

even if they were try to overcome the barriers.  

Strength of HBM; it provided a useful theoretical frame work for researchers of cognitive 

determinants of a wide range of behaviors for over 30 years. Its common sense constructs 

were easy to non psychologists to assimilate and apply. It had focused on easily modifiable 

behaviors.(31).  

Theory of reasoned action /theory of planed behavior model was based on individuals 

attitude towards any behavior and subjective norms the purpose of this theory. To predict 



6 
 

and understand motivational influences on behavior that was not under individual‟s 

volitional control, to identify how and where to target strategies for changing behavior, and 

to explain virtually any human behavior such as why a person buys a car was absent from a 

work or engages in premarital sexual intercourse. Weakness of it was in suggesting that 

behavior was under the control of intension this theory restricts itself to volitional behaviors 

and behaviors which required skills, resources or opportunities were not considered. 

Tran‟s theoretical model or stages of change model tries to explain why people didn‟t 

easily change their behavior, even when they were knowledgeable or even directly affected 

by the condition. There were 6 stages of change individuals used to change their troubled 

behavior these were pre-contemplation, contemplation, preparation, action, maintenance, 

and termination. 

Social cognitive theory model stipulates that human behavior was an interaction between 

cognitive, behavior and environmental determinants. 

Why HBM was selected? As it was known that since reproductive health services was 

available, the acceptance had increased and the service was gradually wide spread but 

different studies were showed that for various reasons the acceptance of RHS varied among 

selected population group in a wide range. In general it was now believed that people were 

take action if they regarded themselves as susceptible and potentially damaging and also 

the anticipated barrier of taking action were outweighed by its benefit so to assess this the 

HBM were more appropriate than others.  

Reproductive health problem was very wide however, the researcher operationalized the 

most prevalent case by reviewing many literatures therefore the following reproductive 

health problem was prioritized such as abortion and its complication, unwanted pregnancy,  

and STI and its complication.  

The following gaps were identified from the literature review; such as their study subjects 

were both male and female adolescent but the study subjects in current study was 

adolescent female only to address female issue alone, they did not considered community 

perception but the current study was consider it by triangulating respondent, they did not 

use HBM in availability of services to assess acceptance of the services but the current 
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study was used it, all of their studies were institution based but the current study was 

community based. In general there was no study done on perception of the community and 

adolescent female likelihood on RHS utilization in the country and in SNNPRs which was 

the gap identified to carry out the study but it was tried in school youth in both male 

&female adolescent. So I used prevalence of adolescent female utilizing RHS was 50% to 

estimate sample size because there was no study on utilization of RHS by adolescent 

female alone.  

Assessing community perception on RHS utilization by adolescent female was vital to 

improve the way of approaches while delivering the services to those girls live with their 

parents and not married.  

SNNPR was one of the regions which were implemented youth-friendly service strategy by 

establishing youth-friendly service center in each wereda in the selected health institution to 

increase utilization of reproductive health services by youths as data from Dawuro Zone 

main health department.  

The Mareka district was one of the wereda in SNNPR which open youth-friendly service in 

waka health center in June 
1st

 2009. However; reproductive health services utilization by 

adolescent female in all health institution of the wereda was 9% and youth-friendly service 

utilization by adolescent female in the waka youth-friendly service center was very low, 

which was 2% in prevalence, as Mareka wereda health office data.  

Hence this study was assessed adolescent female‟s likelihood towards susceptibility of 

reproductive health problem, severity of reproductive health problem, self-efficacy to 

utilize reproductive health services, perceived benefits of reproductive health services 

utilization, perceived barriers of reproductive health services utilization and reviled specific 

community perception on reproductive health services utilization by adolescent females 

before marriage using health belief model. 
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2.1 Significance of the study 

Especial in rural community adolescent female‟s rate of attending health institution before 

marriage was very low compared to male adolescent as study taken in both sex in Kenya, 

Nigeria, and South West Ethiopia.  

Utilization of reproductive health services in adolescent female was very low in many study 

carried out on reproductive health problems in both sex. But adolescent females were prone 

for many reproductive health problems due to their work load in the house hold, their 

physiological structure, their anatomical structure, lacks of open discussion with in the 

family, and negative behavior from peer pressure.  

The rural environment was a unique and potentially challenging socio-cultural context for 

adolescent health and more restrictive regarding issue related to reproductive health and 

sexuality for adolescent female (33).  

Therefore the findings of the study would helpful to expand and improve the reproductive 

health services utilization by adolescent female and to decrease the RH problems and to 

identify factors which affecting the utilization of reproductive health services by adolescent 

female. Finally the finding of the study would help programmers, community members 

and researcher to meet the need of adolescent female in the country by yielding relevant 

information for them.  
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2.2 Conceptual framework 

                Modifying factors       Individual perception      Likelihood of action 

Socio demographic  
factor
1. age
2. Sex
3. education
4. Ethnicity
5 .Religion
6. Income

7.occupation

Perceived 
susceptibility of RHP 
(Abortion, Unwanted 

pregnancy, STI)

Perceived severity of 
RHP (Abortion, 

Unwanted 
pregnancy, STI)

Perceived barrier of 
RHS

Perceived benefit 
of RHS

Self efficacy to use 
RHS (Abortion care, 

FP, and STI Mx)

Cues to action

Utilization of 

RHS(Abortion care 

and its management,

Short acting family 

planning to prevent 

unwanted 

pregnancy,.

STI information and 

its mx,) 

Perceived threat to RHP 
(Abortion, Unwanted 

pregnancy, STI)

 

Figure 1 Schematic presentation of conceptual framework (Turner L, Hunt S, 

Diberzzo R, Johon C. Health Belief Model. Am. J. Heal. study. 2004;19(2):115–

21).      
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CHAPTER THREE: OBJECTIVE 

3.1 General objective of the study 

To assess community perception and adolescent females likelihood on utilization of 

reproductive health services by using the Health belief Model in the Mareka district. 

3.2 Specific objective of the study 

1. To assess the community knowledge, belief, attitude, and practice about utilization 

of reproductive health service by adolescent females among community leaders in 

Mareka district. 

2. To assess the perceived susceptibility to reproductive health problems and the 

perceived severity of the reproductive health problems by adolescent females 

among adolescent females in Mareka district. 

3. To assess perceived benefits of adolescent females to utilize the reproductive health 

services and perceived barriers of adolescent females to utilize the RH services 

among adolescent females in Mareka district. 

4. To assess factors affecting adolescent females to utilize RHS; like modifying 

factors, and cue to actions among adolescent females in Mareka district. 

5. To assess self efficacy of adolescent females on RHS utilization among adolescent 

females in Mareka district. 
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CHAPTER FOUR: METHODS AND MATERIALS 

      4.1 Study area 

The study was conducted in selected Kebele of Mareka District. Mareka District was 

one of the six Districts in Dawuro zone. Dawuro Zone  was one of the thirteen Zones in 

Southern Ethiopia, which was located South West of Ethiopia 500 km apart from Addis 

Ababa which was capital City of Ethiopia, 275 km apart from Hawassa  which was 

regional City of SNNPR.  

The Dawuro Zone had five Wereda and one City administration. Based on central 

statistics agency report of 2007, the projected total population in 2013/14 was 600121. 

From these females were 49% (294,352) and males were 51% (305,769). 

Approximately 92% of the populations‟ are rural dwellers and 8% of the populations 

are urban dwellers 85% of their income source was agriculture and the remains 15% 

was trade and others.  

The potential health coverage of the Dawuro Zone was 91%. In the Zone there were one 

General hospital, 21 health center and 175 health posts, and one YFS center. YFS 

center was located in mareka wereda. This YFS center was established in June 1
st
 2008 

with collaboration of IFH which was local NGO of the region to serve youths found in 

the Dawuro Zone.  

Mareka Wereda was one of the Wereda in Dawuro Zone in which zonal city was 

established namely Terecha and the Mareka Wereda city was 17 km apart from Zonal 

City namely Waka. The Wereda was administratively divided into 37 kebeles. The 

potential health coverage of the Wereda was 85%. There are 4 health center, 33 health 

post, one YFS center, 44 primary schools and 4 secondary schools and 1 preparatory 

school.  

Based on central statistics agency report of 2007, the projected total population in 

2013/14 was 143616. From these populations females were 48% (69,575) and males 
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were 52% (74,041). Youth accounts one third of Woreda total populations which was 

approximately 33% (47,872) in both sexes. From these 33% of youths; adolescent 

female were 50% (23,936).YFS utilization rate by adolescent female was 21% (5,026) 

from total adolescent female in the Mareka Wereda.  

Ninety one percent of the Wereda populations were rural dwellers, and the remaining 

nine percent of the Wereda populations were urban dwellers and Waka is one among 

these nine percents of urban dwellers. Approximately 89% of their income source was 

agriculture and the remain11% of their income source was from trade and others.  

The district covered an area of 46620 hectares from these 41.77% was high land, 50% 

was mid land, and the remaining 8.23% was low land.  The district was rich in rivers and 

mountains of different shapes and size.  

4.2 Study period 

Data was collected from February 20
th

 to March 30
th

 in 2014. 

4.3 Study design 

Community based cross sectional design was conducted by using both quantitative and 

qualitative methods for triangulation. 

4.4 Population 

4.4.1 Source population for quantitative study 

All adolescent females of age 10 – 19 year old found in the Dawuro Zone populations. 

4.4.2 Source population for quantitative study 

4.4.2 Study population for quantitative study 

All adolescent females of age 10 - 19 year old found in Mareka District. 

4.4.3 Study population for qualitative study: 

All communities leaders found in Mareka District. 

4.4.4 Sampling unit for quantitative study 

 House hold 
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4.4.5 Study subjects for quantitative study: 

Adolescent females of age 10 - 19 year old found in Mareka District in selected Kebele 

of Mareka District. 

4.4.6 Study subjects (respondents) for qualitative study  

Community leaders found in selected Kebele of Mareka District. 

4.5 Inclusion and exclusion criteria 

4.5.1 Inclusion criteria for quantitative study 

All adolescent females who were 10-19 years old, not married, found in the selected 

Kebele and found in the selected house hold during interview of the Mareka District. 

4.5.2 Exclusion criteria for quantitative study: 

All adolescent female who was not 10-19 years old, severely ill, married, and not found 

in the selected Kebele and not found in selected house holed during interview of the 

Mareka District. 

4.6 Sample size and sampling techniques 

4.6.1 Sample size determination for quantitative study 

The Sample size was calculated using single population proportion formula and EPI-

INFO soft ware using the following the assumptions. Since there was no previous study 

conducted in Ethiopia and particular in study area in this specific study group which 

comprises single sex up to the knowledge of the investigator. Therefore the following 

assumption to estimate maximum sample size such as; a prevalence level was 50%, 

margin of error was 5%, non-respondents rate was 10%, confidence interval level was  

95%, and the design effect of two was considered to obtain sufficiently large sample 

size because there was steps during recruitments. Based on these assumptions the total 

samples size was calculated using the formula indicated below gave 844 respondents. 

     =   3.8416*0.25/0.0025*2 =768.52 

Where:  n was minimum possible sample size, N was actual sample size. 

Z α/2 was standard score value for 95% confidence interval level of two sides normal 

distribution which was 1.96, and d
2 

was margin of error which was 5%. 

P was proportion of adolescent females who were utilized RHS which was 50%. 



14 
 

Then minimum possible sample size was n = 768. Considering 10% non-response rate 

total sample size was equal to n+n*10%. Then N was equal to 768+76 =844. Hence 844 

adolescent females were involved in the study. 

4.6.2 Sampling technique for quantitative study 

There were 37 Keble in the wereda and we were sampled 11 Keble for the study 

because many literature suggest that 25% up to 50% was sampled to get 

representativeness. In the first step these eleven kebele was selected on simple random 

sampling by using lottery method. The sample unity in selected kebele was house hold 

and sample unity was proportionally allocated to all selected Kebele by. Therefore 

sample unity was approximately 76 in each kebele by dividing 844 to eleven. 

Secondly the study unit was proportional allocated to sample unity which was one for 

each sample unity and interval from each study unity was approximately 10. 

Thirdly by giving clear orientation for data collector‟s to make land mark on first house 

hold then adolescent female was selected through systematic sampling technique (every 

10
th

 study unit by using code which was given during 2002 elections of Ethiopia) from 

the sample unit and it was checked by supervisors.  

Finally the study unity was identified by using key informants on the day of the survey 

and those who was eligible for the study was identified and interviewed by the data 

collectors, if absent the next nearest study unity was used. 
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4.6.3 Sampling procedure for quantitative study: 

In Mareka wereda total there were 37 
kebele

Eleven randomly selected kebele  by lottery 
method

K1…………………………………………………………………………K11

Study subject in each k was = 76

Interval for every study subject was 10 unity

Total  sample size N= 844 

adolescent female was 
used

 

Figure 1 Schematic presentation of sampling of female adolescents 

4.7 Data collection technique for quantitative study 

The data for the quantitative section of the study was collected by face to face interview 

with 5 trained data collectors for 7 days who were diploma nurse/HO /BSC nurse with 

some experience in data collection. Interviewer administered structured questionnaire was 

used to collect data. The instrument was adapted from web site, IFH guide line for youth 

and modified (18, 26, and 45).  

4.8 Instrument & measurements 

There were 10 parts in instrument with different response formats and different items to 

assess the dependent variables. Such as, socio-demography assessing instrument with 16 

item, perceived susceptibility assessing instrument with 10 item, perceived severity 

assessing instrument with 6 item, perceived barrier assessing instrument with 10 item, 

perceived benefit assessing instrument with 10 item, cue to action assessing instrument 

with 4 item, self efficacy assessing instrument with 11 item, RHS utilization assessing 

instrument with 5 item, knowledge assessing instrument with 4 item, attitude assessing 
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instrument with 2 item and total there were 78 items. Coding of tools was carried out. The 

Cronbach`s alpha for attitude assessing 36 items were equal to 0.74.  

4.9 Sample size determination and sampling technique for qualitative study 

For qualitative study participants were recruited by homogenous sampling technique. 

Homogeneity for participants was on the basis of sex categories. Total 4 FGDs of 

community leaders were used.  

4.10 Data collection technique for qualitative study 

Four FGDs (two FGDs with men, two FGDs with women were conducted in four kebele. 

Each FGD comprised of ten to twelve participants. For the FGDs with community leaders, 

religious leaders, community based insurance scheme (“Idir”) chairpersons; other key 

community resource people like shaman, witchcraft, traditional service providers; 

participants were purposely selected from four kebeles those kebeles that was not included 

in quantitative parts. A total of 50 community leaders found in Mareka district (26 males 

and 24 females) were included. The age of the participants ranged from 25 to 41 years. The 

average time taken for each FGD was 45 minute. All participants engaged well with the 

topic and responded excitedly to the questions. 

4.10.1 Procedure for FGD 

FGD was conducted in four kebeles that was not included in quantitative parts such as; 

Waka 01 kebele, Waka 02 kebele, Eyessuse kebele, and Gozo Bamush kebele. For the 

focus group discussion, appropriate rapport was established before starting the focus group 

discussion. The respondents were assured that their responses were kept confidential. The 

principal investigator moderated all focus group discussion session, and the two trained 

supervisors were assisted in note taking of all the discussions. After the focus group 

discussion is over, the facilitator thanks the participants for taking the    time   to participate. After 

each group discussion the principal investigator gave appropriate feedback. The principal 

investigator and supervisors transcribed the minutes. Preliminary coding of transcript was 

done and a consistent theme that was directly related to the objectives of the study was 

identified.    



17 
 

4.11 Variables 

4.11.1 Dependent variable 

Utilization of reproductive health services (FP, abortion care and its management, and SIT 

management).  

4.11.2 Independent variables 

1. Modifying factors/back ground factor that affects utilization of 

reproductive health services like:  

o Educational status 

o Age  

o Religion 

o  Ethnicity  

o Knowledge and attitude toward reproductive health services. 

2. Self-Efficacy of girls to utilize reproductive health services.  

3. Perceived Benefit of RHS utilization. 

4. Perceived Barriers to utilize reproductive health services. 

5. Perceived Susceptibility to reproductive health problems. 

6. Perceived Severity of reproductive health problems. 

7. Cues to utilize or reminders to utilize reproductive health services like: 

o Media information   

o Appointment card from health facility 

o Teachers  

o Neighbor  

o Family 

4.11.3 Operational definitions 

Utilization of reproductive health services: Adolescent females who received at least one 

component of reproductive health services (FP, abortion care, and STI managements) in the 

past 12 month which was appropriate for her ages.  

Reproductive health services: A reproductive health service was a service which was gave 

by health workers to adolescent female at health center, health post and hospital of 

Government or private institution such as; abortion care and its management, short acting 
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family planning to prevent unwanted pregnancy, and sexual transmitted infection 

information and its management to prevent reproductive health problems. 

High perceived susceptibility: Adolescent females who had score of susceptibility greater 

than or equal to twenty-five had high perceptions toward reproductive health problems 

while adolescent females who had score of susceptibility less than or equal to twenty-four 

had low perception toward reproductive health problems. 

High perceived severity of reproductive health problems: Adolescent females who had 

score of perceived severity greater than or equal to twenty-five had high perceptions toward 

severity of reproductive health problems while adolescent females who had score of 

perceived severity less than or equal to twenty-four had low perception toward severity of 

reproductive health problems. 

High perceived benefits of reproductive health services use: Adolescent females who 

had score of perceived benefit greater than or equal to twenty-five had high perceptions 

toward benefit of reproductive health services utilization while adolescent females who had 

score of perceived benefit less than or equal to twenty-four had low perception toward 

benefit of reproductive health services use. 

High perceived barriers to take reproductive health services: Adolescent females who 

had score of perceived barriers greater than or equal to forty had high perceptions toward 

barriers to use reproductive health services while adolescent females who had perceived 

barriers score less than or equal to forty had low perception toward barriers to use 

reproductive health services. 

Self-efficacy: Adolescent females who had score of self-efficacy greater than or equal to 

eight had high self-efficacy to use reproductive health services while adolescent females 

who had self-efficacy score less than seven had low self-efficacy to use reproductive health 

services. 

Cue to use reproductive health services: The respondents who had factors that would 

start to utilize reproductive health services by remembering. Like follow up cared, media, 

and persons.  

Attitude towards reproductive health services: Adolescent females who were said yes 

for the attitude items and prefers credible professions had positive attitude and those who 

were said no for the attitude items had negative attitude toward reproductive health services 
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Knowledge of reproductive health services: Adolescent females with knowledge score 

greater than or equal to ten were considered as knowledgeable and knowledge score less 

than or equal to nine were considered as less knowledgeable.  

4.11.4 Key terms definition 

Adolescent Female: Girl whose age was between 10-19 years. 

Youth female: Girl whose age was between 15-24 years.  

Reproductive health services: Services which includes educating about safe sex, 

educating about unwanted pregnancy prevention, provision of family planning, antenatal 

care, delivery care, postnatal care, abortion management, sexual transmitted infection 

management, and counseling about sexual transmitted infection.  

Community perception about reproductive health services utilization: Feeling and 

belief of the community on reproductive health services utilization (learned predisposition 

to respond consistently to certain objectives). 

Adolescent female likelihood on utilization of reproductive health services: Probability 

of utilization of reproductive health services by adolescent females.  

Utilization: The ability to consume a service. 

Perceived susceptibility: An individual‟s assessment of his or her chances of getting the 

disease. 

Perceived severity or seriousness: An individual‟s judgment that the disease was sever. 

Perceived benefits: An individual‟s conclusion as to whether the new behavior was better 

than what he or she is already doing. 

Perceived barrier:  An individual‟s opinion that would stop him or her from adopting the 

new behavior. 

Self-efficacy: Beliefs about one‟s ability to perform the recommended response. 

Cue to action: Those factors that would start a person on the way to change behavior or 

strategies to activate one's readiness to utilize any services 

4.12 Data analysis 

For quantitative study, data was entered to computer using Epi data version 3.1, and 

exported to SPSS 16.0 soft ware. The following descriptive variable analysis methods were 

considered such as; Frequency table, cross tabulation, OR and AOR with 95% CI and P 
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value less than 0.05 were considered for statistical significance in pear-sons‟ chi square 

test. Bivariate analysis was done to determine presence of crude statistical association 

between independent variables and the dependent. Variable with p-value less than 0.2 or 

0.25 in bivariate analysis was considered as a candidate to be entered in multivariate 

logistic regression. Multivariate logistic regression model was employed to control 

confounding variable.  

Multivariate regression was usefully to examine three or more variable at a time. The goal 

of multivariate regression was to arrive at the set of „B‟ value called regression coefficient 

for the explanatory variables or independent variable.  

For qualitative study, the data was analyzed by thematic approach and merged in to 

quantitative findings.  

4.13 Data quality assurance 

Data collectors & supervisors had diploma /bachelor degree and who were trained for five 

day on the objective of the study, and method of data collection, interview technique & 

content of questionnaire. Two supervisors were assigned to maintain data quality by 

coordinating the Kebele and facilitating the logistics.  

Data was checked for completeness, accuracy, and consistency by supervisors & principal 

investigator after the data collection on daily base. Double entry was performed to assure 

quality of data. The questionnaire was prepared first in English and translated into Amharic 

retranslated in English. Pretesting of the questionnaires in the same wereda on those who 

was not included as the study subject was done. The Cronbach‟s alpha for attitude assessing 

36 items were equal to 0.74.    

4.14 Ethical consideration 

Ethical approval and clearance was obtained from the Jimma University Ethical Clearance 

Committee of Public Health & Medical Science College.  

Letter of cooperation to Mareka woreda was obtained from Dawuro Zone chief 

administrative office and Zone health department office to respective woreda health office, 

Waka YFS center, Waka health centers, and selected Keble administration. Informed 
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consent was obtained from study participant and parents when adolescent female was 

below 18 year of age by informing the purpose of the study.   

4.15 Dissemination plan 

The findings of this study was  presented to JU, regional health bureau, Dawuro zone health 

department, Dawuro zone administration, Mareka Woreda administration and other 

organizations who were working on RHS services.  

The findings would  be  presented  in  different  seminars,  meetings  and  workshops  and  

published  in  a  scientific journal. 
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CHAPTER FIVE- RESULT 

5.1 Socio-demographic characteristics 

Eight hundred forty-four adolescent females were responded the interviewer administered 

structured questionnaires of which eight hundred forty-four were returned completely 

making a response and the response rate was 100%. 

The mean age of the adolescent female was 17.35 with SD of 1.63 and from total users 360 

(61.20%) respondents had age equal to the mean and above the mean.  

Seven hundred seventy-four (92.7%) were attended the school, of which 335(43.33%) 

respondents were attended grade 7-8, and 320(41.33%) respondents were attended grade 9-

12. Four hundred fifty five (53.9%) of respondent had pocket money from their family to 

do some of their need. Majority of the female adolescent 727(86.1%) were live with both 

father and mother. 

Seven hundred thirty-nine (87.6%) respondents were orthodox Christians, 101 (11.9%) 

respondents were protestant Christians, and, 4 (0.5%) respondents were catholic by 

religion.  

The adolescent females were dominantly Dawuro in their ethnicity that consisted of 

826(97.9%). Current occupation of the respondent was student, merchant, private employed 

and, Government employed.  

Ninety seven percents of the family marital statuses of the respondents were lived together. 

Six hundred fifty two (77.3%) of the respondent‟s fathers were farmer. 703(83.3%) of 

respondent‟s fathers could read and write.  

Seven hundred eighty three (92.8%) of the respondent‟s mother was house wife. 586 

(69.4%) of respondent‟s mother could read and write. (Table 2) 
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Table1: Socio demographic characteristics adolescent females in Mareka 

Wereda south west Ethiopia, March, 2014 (N=844)   

Variable  Frequency Percent 

Attendance rate of the school 

Yes 774 91.70 

No 70 8.30 

Level  of education 

Only read and write 6 0.80 

Grade 1-6 81 10.50 

Grade 7-8 335 43.30 

Grade 9-12 320 41.30 

Diploma 29 3.70 

Degree 3 0.40 

Current occupation   

Student 485 57.50 

Unemployed 169 20.00 

Merchant 74 8.80 

Private employed 67 7.90 

Government employed 43 5.10 

Other 6 0.70 

 Religion  

Orthodox 739 87.60 

Protestant 101 12.00 

Catholic 4 0.50 

Ethnicity 

Dawuro 826 97.90 

Wolayita 18 2.10 

Mother’s educational status. 

Illiterate 175 20.70 

Read and write 586 69.40 

Primary school 70 8.30 

Secondary school 2 0.20 

Diploma 3 0.40 

Degree 8 0.90 

Occupation of the mother 

House wife 783 92.80 

Mother not alive 27 3.20 

Merchant 16 1.90 

Government employed 12 1.40 

Farmer 5 0.60 

Private employed 1 0.10 

Father’s educational status 

Illiterate  72 8.50 

Write and read 703 83.30 
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Primary  43 5.10 

Secondary  17  2.00 

Diploma   1  0.10 

Degree   8 0.90 

Father’s occupation 

Farmer   652 77.30 

Merchant  149 17.70 

Government employed  24 2.80 

Father not alive 19 2.30 

Live with 

Both  father and mother 727 86.10 

Father  52 6.20 

Alone  26 3.10 

Mother  13 1.50 

Relative  13 1.50 

Friends  13 1.50 

Marital status of the family 

 Live together 722 85.50 

Widowed  94 11.10 

Separated  14 1.70 

Divorced  14 1.70 

5.2 Knowledge and attitude towards RHS utilization 

5.2.1 Knowledge of RHS and information sources 

Mean score of knowledge was taken after coding from total score of 17 and the mean score 

for knowledge was 9. Six hundred seventy-nine (86.7%) of respondents were less 

knowledge for RHS. However majority of the respondents 359 (42.5%) were heard from 

radio and radio was the main source of information.  

This was supported by the first focus group result with adult Men. In this focus group the 

discussants were agreed that they know RHS, which was given nearby in our kebele from 

health post and health centers such as, FP, RH information, and STI managements RHS is 

known in the local languages and Amharic as “yelota patsatthsa goaatatta” and 

“senetewalido-tsena ageliglot”, respectively. Discussants were also agreed that they heard 

RHS from health extension workers, neighbor, radio and TV. “It is a service which is given 

by health professionals such as PF, STI treatment and RH information”. (34 year, religious 

leader, male)  
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Table2:  Source of information to remember utilization of  reproductive health 

services and type of the services in Mareka wereda south west Ethiopia, March, 

2014 (N=844) 

 Source  Utilization of RHS  

Variable    Yes (Percent)   No (Percent) Total (Percent) 

Source of information  Radio  237 (28.10) 105 (12.40) 342 (40.50) 

TV  14 (1.70) 5 (0.60) 19 (2.30) 

Family  29 (3.40) 12 (1.50) 41 (4.90) 

Teacher  141 (16.70) 63 (7.50) 204 (24.20) 

Health worker  83 (9.80) 38 (4.50) 121 (14.30) 

Teacher and HW 56 (6.60) 23 (2.80) 79 (9.40) 

Type of services heard Type of services 

STI management 30 (3.50) 7  (0.80) 37 (4.30) 

FP 448 (53.08) 215(25.40) 663 (78.50) 

RHS information 44 (5.20) 17 (2.00) 61 (7.20) 

All  38 (4.50) 7 (0.80) 45 (5.30) 

5.2.2 Attitude towards RHS utilization 

The result indicated that 676 (80.1%) respondent were willing to fee for the services and 

preferred medical doctor/health officer, Nurse, and health extension workers. Majority of 

adolescent females had positive attitude toward RHS utilization, which comprised 603 

(72.5%). 

5.3 Perception about RHS utilization 

The adolescent females with high score for perceived susceptibility, perceived severity, 

perceived barrier, perceived benefit, and their correlation coefficient with outcome variable 

by chi-square test was shown in next table (Table 3). 

Table3: The scores of theoretical construct and their correlation b/n utilizations of 

reproductive health services in Mareka wereda south west Ethiopia, March, 2014 

(N=844) 

Theoretical variable Utilization of RHS in percent Beta  

Non user n (%)   User n (%) 

Perceived susceptibility RHP 

Low  
22[20.80] 84[79.20] 1.00 

High 
234[31.70]  504[68.30]** 0.57 

Perceived severity for RHP 
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Low  
41[19.50] 169[80.5] 1.00 

High 
215[33.90] 419[66.10]** 0.75 

Perceived barrier for RHS  

Low  78[35.5] 142[64.50] 1.00 

High 177[28.50] 444[71.50] -0.32 

Perceived benefit 

Low  47[29.90] 110[70.10] 1.00 

High  209[30.40] 478[69.60] 1.02 

P** means PV< 0.05. 

5.3.1 Perceived susceptibility 

The mean score of perceived susceptibility was 36.19 with SD of 5.60. Adolescent female 

perceived susceptibility toward RHP was assessed and the result indicated that 106 (12.6%) 

of adolescent females had low score of perceived susceptibility for RHP.  

This was supported by FGD result with adult men. In this FGD the discussants were 

agreed that when adolescent female utilized RHS before marriage they believed that she 

was very high in sex. “When adolescent female is utilize RHS before marriage the 

community claim that she was very high in sex and this show that her mother’s was 

hyperactive on sexuality”.(30 year, male community leaders) “UH!!! (Strong felling) see 

girl’s mothers to marry girl because she reflects her mother’s behavior as proverb of 

Dawuro”. (37year, male) 

5.3.2 Perceived Severity 

The mean score for perceived severity was 23.72 with SD of 1.01 for adolescent female. 

Six hundred thirty-four (75.1%) of the respondents had high score of perception towards 

severity of RHP.  

This was supported by the FGD result with adult women. In this focus group the 

discussants were agreed that when female adolescent was pregnant before marriage she 

was go to traditional healer and drinks traditional medicine to abort the fetus because it 

was not acceptable in the community. When the girl was pregnant before marriage she 

would go to traditional healer and drank traditional medicine to abort the fetus then she 

was became very sick and hidden the problem for the family by saying I had abdominal 
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cramping and finally she was end up with death and the family lost her.  “One female 

adolescent in our village was drank detergent (berekina in local language) to make 

abortion then she was admitted to hospital and the hospital said that she had throat 

damage due to what was she taken to made abortion then, her mother in our village soled 

her one ox to cover medical cost of her girl and she was out of Ethiopian school leaving 

certificate examination took in that year so her families were suffered”. (32 year, female)  

5.3.3 Perceived Benefit 

The mean score for the perceived benefit of RHS was 44.10 with SD of 3.09 for adolescent 

female. Six hundred eighty-seven (81.4%) of the respondents had high score of perception 

toward benefits of RHS. Seven hundred eighteen (92.4%) of respondents were strongly 

agreed that utilization of RHS is an effective way for preventing STI, and abortion. 

Majority of the respondents 812 (96.2%) were believed that utilization of RHS could 

improve productivity of the community. Seven hundred eighty-nine (93.5%) of the 

respondents were believed that RHS utilization could improve school performance by 

decreasing absenteeism due to RH related problems such as abortion, unwanted pregnancy 

by female adolescent.  

This was supported by FGD result with adult men. In this FGD the discussants were 

agreed that it was very good for community but it was not good for adolescent females.  “It 

is very good for married women and bar lady but it is not good for adolescent female when 

she is not married, b/c if she practice it before marriage it decrease social value of the girls 

and her family”. (36 year, male) 

5.3.4 Perceived Barrier 

The mean scores of perceived barriers were 26.95 with SD of 2.73 for females adolescent. 

The result indicated that six hundred twenty-one (73.5%) of the respondent had high score 

of perceived barrier for utilization of RHS.  

This was supported by FGD result with adult women. In this group the discussants were 

agreed that there is stigma when adolescent female utilizes FP before marriage and there 

was high cost to get abortion services utilization. “FP is free but there is stigma when the 
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girl use FP before marriage therefore I do not allow for her until marriage”. (34 year, 

female) 

5.3.5 Self-efficacy 

The mean scores of self-efficacy were 14.97 with SD of 2.20 for adolescent female. The 

result indicated that eight hundred thirty-seven (99.2%) the respondents had high score of 

self efficacy to uptake reproductive health services.  

5.3.6 Cues to action 

The study was indicated that from total study subjects 806 (95.5%) of the respondents were 

used different cues to utilize reproductive health services in different way.  Three hundred 

forty-two (40.5%) of respondents were used radio as cues to utilize reproductive health 

services followed by 24% of respondent was used teachers as cues. Three hundred thirty 

(56.1%) adolescent females were not get appointment cards from health institutions after 

starting utilization of the services from total users of reproductive health.   

5.4 RHS utilization  

The result showed that there were 588 (69.70%) reproductive health services user 

adolescent female and 256 (30.30%) reproductive health services non user adolescent 

female by asking past twelve month‟s use of reproductive health services from the date of 

interview. Among users of reproductive health services 455(77.3%) were used FP while 53 

(9%) were used reproductive health services information, 45(7.6%) were used STI 

management, 19(3.2%) were used abortion care, and 16(2.7%) were used VCT. It revealed 

that from total 588 (69.7%) users of reproductive health services 330(56.1%) adolescent 

females were not get appointment cards from health institutions after starting utilization of 

the services so that 223 (37.9%) respondents were not utilized reproductive health services 

more than one time for their age.  

This was supported by FGD conducted with adult women in Waka 02 kebele. In this focus 

group the discussants were agreed that utilization of RHS by female adolescent before 

marriage was not good b/c when her uptake was knew in the community then the 

community under minded her family and her family feel shame; therefore she was 
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discontinued when her  utilization was knew by others. “I do not want to hear and see when 

she utilizes the RHS before marriage b/c that shows she was started sexual contact before 

marriage, and if it happened I will not allow to live with me in my home because the claim 

from the community is to me and it is not acceptable in the community”. (39year, male 

community leader) 

5.5 Bivariate logistic regression of Socio-demographic and theoretical variable of the 

study subject with dependent variables 

Socio-demographic variables and theoretical variables had association with utilization of 

reproductive health services in bivariate logistic regression and two variables had 

significant association with utilization of reproductive health services (Table 5). 

Table 5: Bivariate logistic regression of socio-demographic and theoretical variable of 

the study subject with dependent variables in Mareka wereda south west Ethiopia, 

March, 2014 (N=844) 

Variable  
Utilization of RHS in percent  

OR of 95% CI                                                                 

Non user n [%] User n [%] 
Perceived susceptibility  

Low 22[20.80] 84[79.20] 1.00 

High 234[31.70]  504[68.30] 1.77(1.08,2.91)** 

Perceived severity for RHP  

Low 41[19.50] 169[80.5] 1.00 

High 215[33.90] 419[66.10] 2.12(01.45, 3.09)* 

Perceived benefit of RHS  

Low 47[29.90] 110[70.10] 1.00 

High 209[30.40] 478[69.60] 1.02(0.70, 1.45) 

Perceived barrier to RHS  

Low 78[35.5] 142[64.50] 1.00 

High 177[28.50] 444[71.50] 0.73 [0.52, 1.01]*** 

Self efficacy for use of RHS  

Low  3[42.9] 4[57.1] 1.00 

High  253[30.20] 584[69.80] 0.58 [0.13,2.60] 

Cues to utilization of RHS  

Low 131[29.6] 311[70.4] 1.00 

High 224[30.90] 277[69.10] 1.06 [0.89,1.0] 

Knowledge of RHS  



30 
 

Less knowledgeable 219[31.4] 478[68.6] 1.00 

knowledgeable 26[24.30] 81[75.70] 1.43 [0.89,2.28]*** 

Attitude toward RHS  

Low 73[31.90 156[68.10] 1.00 

High 252[29.86] 424[70.3] 1.12 [0.80,1.54] 

Age  

11-15 39[33.30%] 78[66.7%] 1.00 

15-19 217[29.80%] 510[70.20%] 0.85[0.56,1.29] 

Family members in the house  

Less than five 174[29.1] 424[70.9%] 1.00 

Greater than five 82[333] 164[66.70] 1.22[0.89,1.68] 

Occupation  

Government employed 15[5.90] 28[4.80] 1.00 

Private employed 19[7.40] 48[8.20] 0.88[0.40,1.92] 

Merchant  28[10.90] 46[7.80] 1.62[0.79,3.32] 

Unemployed  42[16.40] 127[21.60] 1.19[0.62,2.28] 

Student  151[59.00] 334[56.80] 2.68(0.29,25.07 

Level of education   

Only Read and write 1[0.40] 5[0.90] 1.00 

Grade 1-6 21[9.20] 60[11.00] 10.00[0.40,250.4] 

Grade 7-8 91[39.70] 244[44.80] 5.71 [0.49,66.31] 

Grade 9-12 105[45.90] 215[39.40] 5.36 [0.48, 59.86] 

Diploma 9[3.90] 20[3.70] 4.10 [0.37, 45.68] 

Degree 2[0.90] 1[0.20] 4.44 [0.36, 55.58] 

Religion     

Orthodox  223[87.10] 516[87.80] 1.00 

Protestant  31[12.10] 70[11.90] 0.43[0.32, 16.53] 

Catholic  2[0.80] 2[0.30] 0.44 [0.30, 16.77] 

Ethnicity  

Dawuro  252[98.40] 574[97.60] 1.00 

Wolayita  4[1.60] 14[2.40] 0.65 [0.21, 2.00] 

Mother’s education   

Illiterate  45[17.60] 130[22.10] 1.00 

Read and write 117[13.86] 409[69.60] 0.96[0.19,4.94] 

Primary  school 28[10.90] 42[7.10] 0.77 [0.15,3.85] 

Secondary  school 1[0.40] 1[0.20] 0.50 [0.09,2.66] 

Diploma  3[1.20] 0[0] 0.33 [0.01,8.18] 

Degree 2[0.80] 6[1.00] 0.0 

Mother’s occupation   

House wife 232[90.60] 551[93.70] 1.00 

Government employed 5[2.00] 7[1.20] 1.40[0.63,3.10] 

Private employed 0[0] 1[0.20] 0.82[0.21,3.30] 

Merchant 7[2.70] 9[1.50] 9.50[0.00,0.00] 

Farmer 2[0.80] 3[0.50] 0.76[0.22,2.66] 

Mother‟s not alive 10[3.90] 17[2.90] 0.88[0.13,6.22] 
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P*means PV <0.01, P** means PV <0.05, and P*** means PV<0.2 P means PV > O.2 

5.5. Independent predictors of RHS utilization by adolescent females.  

The variables with PV<0.2 in bivariate logistic regression were entered in to multivariate 

logistic regression to get independent predictors of RHS utilizations and the following  

independent predictors had significant association with utilization of RHS such as 

perceived susceptibility to RHP, perceived  severity for RHP, perceived barrier to utilize 

RHS.  The association in multivariate logistic regression revealed that an adolescent 

females with high score of perceived susceptibility for RHP were more likely utilize RH 

services than those with low score of perceived susceptibility [AOR 2.01, 95% CI 

(1.20,3.37)] with PV<0.05, an adolescent females with high score of perceived severity for 

RHP were more likely utilized RH services than those with low score of perceived severity 

[AOR 2, 95% CI (1.35,2.95)] with PV<0.01, and an adolescent females with high score of 

perceived barrier to use RHS were less likely utilized RH services than those with low 

score of perceived barrier to use RHS [AOR 0.69, 95% CI (0.49,0.97)] with PV <0.05.   

Table6: Multivariate logistic regression of socio-demographic and theoretical variable 

of the study subject with dependent variables in Mareka wereda, March, 2014 

(N=844) 

 

 

 

 

 

 

 

 

P** means    PV<0.05 and P* means PV<0.01. 

Variable   Utilization of RHS AOR of 95% C 

Nonusers n[%] User n[%] 

Perceived susceptibility for RHP  

Low  22[20.80] 84[79.20] 1.00 

High  234[31.70] 504[68.30] 2.01[1.20,3.37]** 

Perceived   severity for RHP  

Low  41[19.50] 169[80.5] 1.00 

High  215[33.90] 419[66.10] 2[1.35,2.95]* 

Perceived barrier to RHS  

Low  78[35.5] 142[64.50] 1.00 

High  177[28.50] 444[71.50] 0.69[0.49,0.97]** 

Knowledge of RHS    

Less knowledgeable 219[31.4] 478[68.6] 1.00 

knowledgeable 26[24.30] 81[75.70] 0.92[0.85,0.98] 



32 
 

CHAPTER SIX-DISCUSSION 

This study was assessed a range of possible predictors including demographic, 

socioeconomic, knowledge, attitude, perceived susceptibly, perceived severity, perceived 

benefit, perceived barrier, self efficacy, and cues toward reproductive health services 

utilization by adolescent females. 

The mean age of the adolescent female was 17.35 with SD of 1.63 and from total non-users 

of reproductive health services (75%) of non-users of reproductive health services had age 

mean and above the mean but youth with age range between 15-24 was very vulnerable for 

many reproductive health problems as national reproductive health strategies (9). 

Six hundred seventy-nine (86.7%) of respondents were less knowledge for RHS. Main 

source of information was the radio (42.8%) and followed teachers (25.3%). But a study 

conducted in Jimma, the main source of information about sexual and reproductive health 

services for both sex adolescent was also the school (22).  

It showed that from 774 (91.7%) respondents who were attended the school, 672 (86.8%) 

of the respondents had high susceptibility score for reproductive health problems, and 

582(75.2%) of the respondents had high perceived severity score for reproductive health 

problems hence increasing educational status of adolescent female was mandatory for 

increment of reproductive health services utilization by adolescent female. It revealed that 

an adolescent female with high score of perceived susceptibility for RHP were more likely 

utilize RH services than those with low score of perceived susceptibility [AOR 2.01, 95% 

CI (1.20, 3.37)] with PV<0.05 and an adolescent female with high score of perceived 

severity for RHP were more likely utilized RH services than those with low score of 

perceived severity [AOR 2, 95% CI (1.35, 2.95)] with PV<0.01. 

This was supported by FGD result with adult men. In this FGD discussants were agreed 

that when the adolescent female was pregnant before marriage and she was not attended 

the school, she was went to traditional healer and drank traditional medicine to abort the 

fetus then she was became very sick and hidden the problems for the family by saying I had 

abdominal cramping and finally she will end up with death and the family lost her.  
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The study showed that majority of the respondents had high score of perceived 

susceptibility for reproductive health problems, perceived severity for reproductive health 

problems, self efficacy to use RHS, perceived benefit of RHS, and perceived barrier for 

reproductive health services utilization.  

In this study majority of respondents (80%) were verified that reproductive health services 

were relevant services for them. It showed that 96.2% of respondents were believed that 

utilization of reproductive health services were improved productivity of the community, 

and 93.5% of the respondents were believed that RHS utilization could improve school 

performance of adolescent female by decreasing absenteeism due to reproductive health 

related problems by adolescent females which was similar with study conducted in 

University of Limpopo South Africa in both sex youth (16).  

The study showed that 73.8% of the respondent had high score of perceived barrier on 

reproductive health services utilization and the cited reasons were 64% were strongly 

agreed on “providers fail to keep confidentiality of the client” and “usual working time was 

inconvenient to up take the services because their privacy was not kept and they were seen 

by others” this was similar with study conducted in Addis Ababa (18). Adolescent females 

with high score of perceived barrier to use RHS were less likely utilized RH services than 

those with low score of perceived barrier to use RHS [AOR 0.69, 95% CI (0.49,0.97)] with 

PV <0.05. 

The finding from the study was pointed out that, usual working time was inconvenient time 

for adolescent female to utilized RH services in Government health institution and the most 

frequently cited reason for inconveniences were health workers gave more time for 

symptomatic individual rather than health adolescent females in health institution, there 

was lack of confidentiality, there was fear or stigma, and there was too much waiting time 

in health institution to get reproductive health services.  

This was supported by focus group discussion results with adult women. In this FGD the 

discussants were not agreed on utilization of reproductive health services by adolescent 

females before marriage because when their uptake were knew in the community then the 

community under minded their family and their family felt shame. “…..I do not want to 

hear and see when she utilizes the reproductive health services before marriage because 
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that shows she was started sexual contact before marriage, and if it happened I will not 

allow to live with me in my home because the claim from the community is to me and it is 

not acceptable in the community”. (39 years, old man)  Which was similar a study 

conducted in Jimma and Butajera on both sex youth (22). 

It indicated that two hundred twenty seven (26.9%) the respondents had low self efficacy to 

uptake reproductive health services. Mostly cited reasons for low self efficacy for uptake of 

the services were nearly half of adolescent females (48.30%) were not discussed 

reproductive health problems with their parents, and among two hundred fifty-six non- 

users of reproductive health services 87.90% of adolescent females were not discussed 

reproductive health problems or reproductive health services with their parents, which was 

a bit high as compared with similar study conducted in Harar and Addis Ababa on both sex 

adolescent (14 and 18). 

In this study reproductive health services utilization was 69.70% by asking past twelve 

month‟s use of reproductive health services from the date of interview. Among users of 

reproductive health services 77.30% were used FP while 9% were used reproductive health 

services information, 7.60% were used STI management, 3.20% were used abortion care, 

and 2.70% were used VCT.  

Utilization of reproductive health services were low as compared to a report from Tanzania 

where as 75% of adolescent were utilized health services for reproductive health in 

Tanzania, to a study conducted on both sex in Jimma city where as 75.80% of adolescent 

were utilized health services for reproductive health in Jimma city, and northern Ethiopia 

74% of adolescents were utilized RHS. In addition to this continuation of utilizations were 

low because the study showed that from total utilizers 37.9% were not utilized reproductive 

health services more than one time for their age.  

On the other hand, two hundred fifty-six (30.3%) adolescent females were non utilizers of 

reproductive health services by asking past twelve month‟s use of reproductive health 

services from the date of interview which was high compared to a study conducted on both 

sex in Jimma city where 24.2%, and northern Ethiopia were 26% (22, and 24).  In other 

words, this much proportions of adolescent females not utilized reproductive health 
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services was more stressing than the high proportion of adolescent female‟s utilizations 

because several studies had reported that non utilization of reproductive health services at 

adolescent age was strongly associated with late age reproductive health problems (25). 

In this study the likelihood of utilizing reproductive health services by adolescent female 

was significantly associated with perceived susceptibly of reproductive health problems, 

perceived severity of reproductive health problems, and perceived barrier to use  

reproductive health services with PV<0.05. In addition to this perceived susceptibly of 

reproductive health problems, perceived severity of reproductive health problems were 

positively associated with reproductive health services utilization while perceived barrier 

was negatively associated with reproductive health services utilizations with PV<0.05.  

The study showed that an adolescent female with high score of perception on susceptibility 

of reproductive health problem were more likely utilized reproductive health services than 

those with low score of perception on susceptibility of reproductive health problems [AOR 

2.01, 95% CI (1.20,3.37)], an adolescent female with high score of perceived severity were 

more likely utilized RHS than those had low score of perceived severity score [AOR 2, 

95% CI (1.35,2.95)], and an adolescent female with high score of perceived barrier were 

less likely utilized reproductive health services than those with low score of perceived 

barrier [AOR 0.69,95% CI (0.49,0.97)] with PV <0.05. These were in line with study 

conducted in BSS on HIV in Addis Ababa Ethiopia, Deber Markos University and Zambia 

in adults (26, 28). 

Strengths and limitations of the study 

 Strengths 

 The questionnaire was adopted from validated instruments and pretested in 

the local context. 

 The response rate was 100%. 

 It used both qualitative and quantitative methods 

Limitation of the study 

 Since some questions included sensitive issues, responses were sorted and could 

create desirability bias or response bias.  
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 There were others social cognitive variables which were highly predictive of  

behaviors in other models were not incorporated 

 The results were interpreted for the catchment population. 

CHAPTER SEVEN: CONCLUSION AND RECOMMENDATION 

7.1 Conclusion 

This study had found out that almost one third (30.30%) of adolescent females were not 

utilizing reproductive health services: A reproductive health service was a service which 

was gave by health workers to adolescent female at health center, health post and hospital 

of Government or private institution such as; abortion care and its management, short 

acting family planning to prevent unwanted pregnancy, and sexual transmitted infection 

information and its management to prevent reproductive health problems despite there were 

health post in each kebele and four health centers in the woreda to introduces reproductive 

health problems preventive message to increase perceived susceptibility and severity on 

adolescent females. Community’s leaders were not agreed on utilization of reproductive 

health services by adolescent female before marriage…… contrary to there were health 

extension workers and health development armies in each kebele to create awareness about 

reproductive health services utilizations in the community at large. 

It showed that respondent‟s who were attended the schools had high susceptibility score for 

reproductive health problems and had high perceived severity score for reproductive health 

problems. Hence increasing educational level of adolescent female was mandatory for 

increments reproductive health services utilization by making adolescent females to 

understand the reproductive health problems nature. Because when the girl was pregnant 

before marriage, and she was not attended the school she would go to traditional healer 

and drank traditional medicine to abort the fetus then she was became very sick and hidden 

the problem for the family by saying I had abdominal cramping and finally she would end 

up with death and the family lost her. But when she was attended the school, she was 

searched money from the different angle and migrate to town to make abortion by getting 

modern methods, this was better than drinking traditional medicine. 
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It clearly showed that discussion about reproductive health problems or reproductive health 

services between adolescent female and parents, maintains of confidentiality by services 

providers for increasing self efficacy of adolescent females, increasing perceived 

susceptibility message on adolescent females about reproductive health problems, 

increasing perceived severity message on adolescent females about reproductive health 

problems, and decreasing perceived barriers to utilize reproductive health services like fear 

of adolescent female for parents and communities were very crucial to increase 

reproductive health services utilization by adolescent females. 

This study showed that there was statistically significant association between perceived 

susceptibility of reproductive health problems, perceived severity of reproductive health 

problems, and  perceived barrier of adolescent females with utilization of reproductive 

health services with PV<0.05.  

The role of community leaders, and religion leaders, parents, teachers, media, and 

Information, education and communication materials had significant positive influence on 

utilization of reproductive health services by the adolescent females in addition to health 

worker because the study revealed that majority of adolescent females fear community 

leaders and religion leaders to utilize RHS before marriage, adolescent females who heard 

RHP had high perceived susceptibility to utilize the RHS. Therefore multi-sartorial 

integration was required to increase reproductive health services utilization by the 

adolescent female because she was the vital components in intergeneration life cycle 

however, she was the primer victims for many reproductive health problems due to various 

reasons. 

7. 2 Recommendation  

 Information, education and communication programs should be strengthened and 

emphasis should be given to encourage the parents openly discuss with their 

adolescent females about reproductive health services utilization and reproductive 

health problems preventions at all level of health structure in the district. 

 Teacher, religious leader, community leader and parents should be involved to 

decrease fear of adolescent females to utilize a reproductive health services in 

addition to health worker. 
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 Ethnographic study should be done to assess the influence of native culture on 

reproductive health services utilizations by adolescent females by other researchers. 
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LIST OF ANNEX 

Annex I. Questionnaires - English version for quantitative study 

Research Subject Information and Consent Form 

Title: Community perception and female adolescent‟s likelihood on utilization of RHS. 

Sponsor: Jimma University 

Investigator: Teshome Negash 

Site: Mareka woreda 

Introduction: Hello. My name is __________________.I am working as data collector in 

this study that assess Community perception and female adolescent‟s likelihood on 

utilization of youth reproductive health services uptake among female youth that to run by 

JU of public health and medical science. Thank you for allowing us to share your precious 

time for a brief discussion about a study to be conducted in Mareka woreda. This study is 

being conducted among youth aged 15-24 years old and you are selected to participate in 

the study. The purpose of this study to assess community perception and female 

adolescent‟s likelihood on utilization of reproductive health services using Health Belief 

Model in the mareka district. The information you give us could help to design appropriate 

RHS programs for youth. The study will be conducted through interviews. I‟m going to ask 

you some general and in depth personal questions. Your answers are completely 

confidential; your name will not be written on this form, and will never be used in 

connection with any of the information you tell me. If you don‟t want to answer any 

questions, you may end this interview at any time you want to. However, your honest 

answers to these questions will help us better understand for our study objective and for 

future action. We would greatly appreciate your helping. Are you willing to participate in 

the study? If yes, ____ (1) continue. No ___ (2) stop. 

Signature of interviewer_______________ (Signature of interviewer certifying that 

informed consent has been given verbally by respondent) 

 Kebele _______________ 

 House Number ________________ 

 Interviewer name ________________ 

 Interviewee code /____/___/ 

Self-administered questionnaire for female adolescent general information 
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1. Participant‟s code number: ______________________ 

2. Date of interview: __dd/__mm/2014 E.C. 

PART I. socio-demographic 

No Questions and Filters Response Coding categories  

101 Age in years (completed year) ______________year  

102 Have you ever attended a school? 1. Yes      2.no  

103 Level of education, if yes for Q3 1. Not read and write 

2. Only Read and write 

3. Grade 1-6 

4. Grade 7-8 

5. Grade 9-12 

6. Diploma 

7. Degree  

 

104 To which religious group do you belong? 1. Orthodox Christian  

2. Muslim  

3. Protestant Christian  

4. Catholic Christian  

5. Other(specify)_______ 

 

 

105 To which ethnic group do you belong? 1. Dawuro   

2. Wolayita  

3. Amhara    

4. Oromo 

5. Other (specify )________   

 

106 What is your family marital status 1. They live together    
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2. Not living together 

3. Separated  

4. Divorced     

5. Widowed     

107 Whom do you currently live with? 1. Both 

2. Father  

3. Mother 

4. With relatives    

5. With friends    

6. Alone     

 

108 What is your current occupation? 1. Government employ 

2. Private employ     

3. Merchant  

4. Unemployed  

5. Student  

6. Others (specify)  

 

 

109 What is your average income per month? _________birr   

110 How many family members do you have? ----------------- 

 

 

111 What is your parents income per month ___________birr  

112 What is your mother‟s educational status? 1.illetrate 

2.Read and write only 

3.Primary school 

4. Secondary school 
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5. Diploma 

6. Degree 

7. mother not alive 

113 What is your Father‟s educational status?  

 

1.illetrate 

2.read and write only 

3.Primary school 

4. Secondary school 

5. Diploma 

6. Degree 

7. father not alive 

 

114 What is your mother‟s occupation? 

 

1.House wife 

2.employed (private) 

3.employed (gov‟t) 

4.Small scale merchants 

5. farmers 

6. mother not alive 

7. others 

 

115 What is your father‟s occupation?  1.empolyed (private 

2.empoplyed ( gov‟t) 

3.small scale merchants 

4.farmers 

5. father not alive 

6.others------ 

 

116 Do you have pocket money?  

 

1. yes 

2. No  
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Part II -perceived susceptibility to RHP 

117  You are likely to develop RHP.  

 

1Stronglydisagree    

2. Disagree     

3. Neutral     

4. Agree     

5.Strongly agree     

 

118  It is possible that you will get RHP. 1Stronglydisagree    

2. Disagree     

3. Neutral     

4. Agree     

5.Strongly agree     

 

119  Your sexual experiences will not put you at risk for RHP 1.Stronglydisagree    

2. Disagree     

3. Neutral     

4. Agree     

5.Strongly agree     

 

120 You may have had sex with someone who was at risk for 

RHP. 

1. Yes 

2.No  

 

 

 

 

121 

It is likely that you will get 

Abortion, unwanted pregnancies STI. 

1.Stronglydisagree    

2. Disagree     

3. Neutral     

4. Agree     

5.Strongly agree     

 

 

 

122 You may face abortion and its complication in this age. 1.Stronglydisagree    

2. Disagree     

3. Neutral     
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4. Agree     

5.Strongly agree     

123 You may face unwanted pregnancy its complication in this 

age. 

1Stronglydisagree    

2. Disagree     

3. Neutral     

4. Agree     

5.Strongly agree     

 

124  Your age put you at risk for STI. 1.Stronglydisagree    

2. Disagree     

3. Neutral     

4. Agree     

5.Strongly agree     

 

125 Your sexual experiences will put you at risk for STI. 1.Stronglydisagree    

2. Disagree     

3. Neutral     

4. Agree     

5.Strongly agree     

 

126  RHP is only the problem of high risk female adolescent.  1.Stronglydisagree    

2. Disagree     

3. Neutral     

4. Agree     

5.Strongly agree     

 

Part III -perceived severity to RHP 

127  RHP is severe with possibly serious  complications 1.Stronglydisagree    

2. Disagree     

3. Neutral     
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4. Agree     

5.Strongly agree     

128  RHP can be easily complicated 1.Stronglydisagree    

2. Disagree     

3. Neutral     

4. Agree     

5.Strongly agree     

 

129  Some RHPs are fatal  1.Stronglydisagree    

2. Disagree     

3. Neutral     

4. Agree     

5.Strongly agree     

 

130  Abortion can cause life threatening condition in adolescent 

female. 

1.Stronglydisagree    

2. Disagree     

3. Neutral     

4. Agree     

5.Strongly agree     

 

131  Unwanted pregnancy may end up with loss of life. 1.Stronglydisagree    

2. Disagree     

3. Neutral     

4. Agree     

5.Strongly agree     

 

132 If STI not treated early it may cause permanent damage to 

reproductive organ. 

1.Stronglydisagree    

2. Disagree     

3. Neutral     

4. Agree     

5.Strongly agree     
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Part IV- perceived barrier to use RHS 

133 Have you visited health institution 

for RHS? 

1. Yes  

2. No  

 

 

134 Providers fail to keep privacy and 

confidentiality of RHS utilization. 

1. Strongly disagree    

2. Disagree     

3. Neutral     

4. Agree     

5.Strongly agree     

 

135 If yes; there is too much waiting 

time to get the RHS in health 

institute. 

1. Strongly disagree    

2. Disagree     

3. Neutral     

4. Agree     

5.Strongly agree     

 

136 RHS is too expensive for 

adolescent. 

1. Strongly disagree    

2. Disagree     

3. Neutral     

4. Agree     

5.Strongly agree     

 

137 There is stigmatization for female 

adolescent when she uses RHS 

before marriage. 

1. Strongly disagree    

2. Disagree     

3. Neutral     

4. Agree     

5.Strongly agree     
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138  There are problems to access 

RHS for utilization. 

 

1. Strongly disagree    

2. Disagree     

3. Neutral     

4. Agree     

5.Strongly agree     

 

139 If you agree, what is that? 1. Fear of parents or others 

2. Lack of confidentiality 

3. Inconveniency of service delivery time 

4. Health service fee is expensive 

5. Stigma  

6. Long waiting time for service 

7. Distance to the facility 

 

140 Weekends are convenient time for 

female adolescents to utilize RH 

service. 

1. Strongly disagree    

2. Disagree     

3. Neutral     

4. Agree     

5.Strongly agree     

 

141 The usual working hours are 

convenient time for female 

adolescents to utilize RH service. 

 

1. Strongly disagree    

2. Disagree     

3. Neutral     

4. Agree     

5.Strongly agree     

 

142 If disagree what was your reason? 1. Lack of confidentiality. 

2. Health workers give more time for 

symptomatic person rather than health 
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female adolescents. 

3. Stigmatization by adult  

Part V- self efficacy to use RHS 

143  Utilization of RHS is very easy. 1. Strongly disagree    

2. Disagree     

3. Neutral     

4. Agree     

5.Strongly agree     

 

144 Do you ever used to discuss with 

Your parents on RHP matters? 

1. yes 

2. No  

 

145 Have you recommended RHS service to 

anyone else? 

1. yes 

2. No  

 

146 Do you have the desire to have RHS 

Whether you have it before or not? 

1. yes 

2. No  

 

147 Utilization of RHS is very difficult. 1. Strongly disagree    

2. Disagree     

3. Neutral     

4. Agree     

5.Strongly agree     

 

148  Family and religious leaders are accountable 

for un-utilization of RHS by female 

adolescent.  

1. Strongly disagree    

2. Disagree     

3. Neutral     

4. Agree     

5.Strongly agree     
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149 If disagree who was accountable? 1. Teachers 

2. Health workers 

3. Community workers 

4. Only family 

5. All  

6. Teachers &Health workers  

7. Teachers &Community 

workers 

8. Community workers & 

Health workers 

 

150 Are you confident enough that you are going 

to utilize RHS? 

1. Yes 

2. No 

 

151 Are you willing to pay a reasonable fee for RH 

service? 

1. Yes 

2. No 

 

152 If yes What do you think is a reasonable fee 

for RHS services? 

____Ethiopian Birr  

153 Do you discuss RHP matters with health 

worker? 

1.  Yes 

2. No  

 

Part VI- cues to utilize RHS 

154 Have you ever heard of reproductive health 

services? 

1. Yes  

2. No 

 

155 If yes, what was the source of information to 

remember you about RHS up take?   

1. .Radio 

2. TV 

3. Newspapers 

4. Family 

5. School teacher 
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6. Health worker 

7. All 

8. Radio &TV  

9. Family & teacher     

10. Teacher & Health 

worker 

11. Symptom of RHP 

156 Have you visit health institution for RHS? 1. Yes  

2. No  

 

157 Was the health institute give appointment 

card to you? 

1. Yes  

2. No  

 

 

 Part VII- perceived benefit of RHS 

158 RHS utilization by female adolescent before marriage is 

important. 

1.Stronglydisagree    

2. Disagree     

3. Neutral     

4. Agree     

5.Strongly agree     

 

159 RHS utilization by female adolescent is right 1.Stronglydisagree    

2. Disagree     

3. Neutral     

4. Agree     

5.Strongly agree     

 

160 RHS uptake by female adolescent is important to improve 

productivity of the community. 

1.Stronglydisagree     
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2. Disagree     

3. Neutral     

4. Agree     

5.Strongly agree     

161 Utilization of RHS by female adolescent is sin. 1.Stronglydisagree    

2. Disagree     

3. Neutral     

4. Agree     

5.Strongly agree     

 

162 Utilization of RHS by female adolescent prevents STI. 1.Stronglydisagree    

2. Disagree     

3. Neutral     

4. Agree     

5.Strongly agree     

 

163  Utilization of RHS by female adolescent prevents abortion. 1Stronglydisagree    

2. Disagree     

3. Neutral     

4. Agree     

5.Strongly agree     

 

164 Utilization RHS by female adolescent prevent unwanted 

pregnancy. 

1Stronglydisagree    

2. Disagree     

3. Neutral     

4. Agree     

5.Strongly agree     

 

165  Utilization of RHS improves school performance in 1Stronglydisagree     



55 
 

Part-VIII utilization of RHS 

168 Have you utilized the RHS in the past 

12 month? 

1. Yes  

2. No  

 

169 If yes what type of the services you got?  1. Abortion care 

2. STI  managements 

3. FP 

4. VCT  of HIV /ADIS 

 Reproductive health information& 

counseling. 

 

170 Have you utilized the RHS more than 1 

time for your age? 

1.Yes  

2.NO  

 

171 If yes how many time you had? ______________________times  

172 Do you ever used to discuss with health 

worker on RHP matters? 

1. Yes  

2. No  

 

decreasing absenteeism due to RH related problems by female 

adolescent. 

2. Disagree     

3. Neutral     

4. Agree     

5.Strongly agree     

166 Utilization of RHS by female adolescent decrease incidence 

of STI in the community. 

1Stronglydisagree    

2. Disagree     

3. Neutral     

4. Agree     

5.Strongly agree     

 

167 Utilization of RHS by female adolescent improves 

productivity of public.  

1Stronglydisagree    

2. Disagree     

3. Neutral     

4. Agree     

5.Strongly agree     
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Part IX Knowledge related to reproductive health services. 

173 Have you ever heard 

of reproductive 

health services? 

3. Yes  

4. No 

 

174 Which service do 

you know? 

1. Abortion care 

2. STI  managements 

3. FP 

4. VCT  of HIV /ADIS 

 5. Reproductive health information& counseling. 

 

175 What is the source 

of information if the 

answer is yes? 

1. Radio 2.Television 3. Magazine 4.Health institution and 

profession 5.Friend 6.Neighbour 7. All 8. Radio 

&Television 9.Radio, Television, magazine, Health 

institution, and profession 10.Friend and neighbors 11. 

Other specify_______ 

 

176 Is there RH service 

providing institution 

in your surrounding? 

1. Yes  

2. No 

 

 

Part X Attitude related to reproductive health services. 

177 Do you feel that 

RHS up take is 

necessary? 

1. Yes  

2. No 

 

178 By Whom do you 

prefer RHS be 

given? 

1. By physician 2. By Nurse 3. By health extension 

worker4. By health development army 5. By religious 

leader 6. All are needed.7. Only by health profession. 

 

Result of interview 

a. Completed   

b. Refused   

c. partially completed 

 Time interview begun_______________________ 

        Time interview ended_______________________  

Name of Interviewer_____________________ age ___years, sex male 01 female 02 
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Questionnaires-English version for qualitative study 

Semi-structured questionnaire of focus group discussion 

Title: Community perception and female adolescent likelihood on RHS utilization.         

             Sponsor: JU  

              Investigator: Teshome Negash 

               Site: Dawuro zone Mareka Woreda 

                Confidentiality and Consent form 

Good morning! Well come to our group discussion. My name is 

__________________, my colleague besides me is called_________________ and 

we came from JU and ………………..respectively. We are here today to discuss 

about RHS uptake increasing factors and challenges to uptake the RHS. The 

information we are going to gather will be utilized to improve the RHS utilization 

for female adolescent particularly in the mareka woreda in a better way and in the 

Zone in general. There is no right or wrong answers. All comments, both positive 

and negative, are well come. We would like to have many points of view and each 

and every option/idea/ is important and be wanted. We want this to be a group 

discussion, so you need not wait for me to call on you. In order not to miss any 

points of the discussion, we will be using a tape recorder.  Please, speak one at a 

time so that the tape recorder can pick up everything. We would like to confirm to 

you that all your comments are confidential and used for research purpose only. 

Your names will not be recorded to protect your confidentiality. Are you willing to 

participate in the discussion? If yes, thank you for your willingness. 

1) Opening question 

1. Tell us what reproductive health services are?  

2) Introductory Question 

2. Please tell us about how much of a threat do you think reproductive health 

problem is to your community?  
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Probe  

 What is the burden of RHP in your community, for family?  

3) Transition question 

3. What you heard about reproductive health services? 

Probe  

 From where you hear it? 

4. What do you know about reproductive health services?  

Probe  

 What are the services it includes? 

5. What do you think about reproductive health services? 

Probe 

 Is it important for adolescent girl? 

4) Key Questions. 

6. What are the usual reasons for female adolescent which force them to go for 

reproductive health services in this area? 

Probe 

 What is the common RH problem seen in female adolescent in your 

area? 

7. What are challenges to access reproductive health services? 

Probe 

 What is the cost for the RHS? What is the distance for you?  

8. What is the benefit of reproductive health services utilization? 

Probe 

 Does it prevent RHPs? Which RHPs? Would you give me example? 

9. What are harms of reproductive health services utilization? 

10. How your parent fell when you utilize reproductive health services before 

marriage? 

11. What will be the reaction of the parents if their female adolescent wants to 

RHS?  

Probe  

 How they express their reaction? 
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12. Do you have the intention to ask your girls for reproductive health services 

utilization? Why?  

13. How about the cost issue for reproductive health services utilization? 

Probe  

 Does your girl ask you money for RHS up take? What amount? 

14. What are the options to increase reproductive health services utilization by 

female adolescent? 

Probe  

 Would you give me an example? 

15. What are cultural and religious practices in the area that could promote 

reproductive health services utilization? 

Probe  

 How?   In what way? 

16. What are cultural and religious practices in the area that could prevent 

reproductive health services utilization?  

Probe 

 Does your religion promote RHS utilization? 

17. What could be done by family, community and government to encourage 

female adolescent go for reproductive health services utilization? 

18. What organization do you think appropriate to give reproductive health 

services for female adolescent rather than health center?  

Probe 

 How?                                                         

19. Who should be involved to make reproductive health services better utilized 

by female adolescent in your community?  

Probe  

 How? 

20. What type of people do you think be involved in reproductive health services 

provision? Why? 

21. What is misconception of RHP in your area?  

Probe: How they express? 
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5) Ending Questions 

22. Thinking about the issues we have discussed, what recommendation 

/suggestions would you give on reproductive health services utilization by 

female adolescent to increase? 

23. Is there anything else on reproductive health services utilization by female 

adolescent that you can tell us? If not thank you for your concern!  We would 

like to confirm to you that all your comments are confidential and used for research 

purpose only. Your names will not be recorded to protect your confidentiality. 

 Guidelines for content part of field notes  

1. Describe the setting.  

2. Describe the activities that took place in that setting. Reproduce the sequence of 

actions and behaviors.  

3. Describe the people who took part in the activities and their roles in the activities.  

4. Describe the meaning of what was observed from the perspective of the 

participants.  

5. Record exact quotes or close approximations of comments that relate directly to the 

observation activity.  

6. Describe any impact you might have had on the situation &you observed. 

   Guidelines for reflective part of field notes  

1. Include sentences and paragraphs that are subjective. These include a more personal 

description of what you observed.  

2. Emphasizes ideas, feeling, impressions, etc.  

3. Includes unanswered questions that have arisen from reflecting on the observation 

data as well as ideas for future action.  

4. Clarify points and correct mistakes and misunderstandings in other parts of field 

notes.  

5. Include insights or speculation about what you are observing.  
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       Tip of effective moderators 

1. Establish personal contact with each respondent early. 

2. Help respondents feel relaxed early on. 

3. Win respondents to your side. 

4. Deal with loud respondents; but don‟t under estimate other respondents. 

• Don‟t look at them when you ask questions. 

• Don‟t acknowledge their raised hands. 

5. Deal with inconsistent, unclear answers by mobilizing the group to help. 

6. Create an environment where anything a respondent wants to say is acceptable. 

7. Don‟t assume you know what a respondent means by an ambiguous answer. 
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ጥናት ዉጠት ማሳተም ቢያስፈልግ እንኩን ዉጠቱ የሚገሇፀዉ የጠቅሊሊዉን የተሳታፈ ዉጠት ፡፡ 

በቃሇመጠይቁ ወቅት ያሇመሳተፍ የሚፈሇጉትን ጥያቀ ያሇመመሇስ  እና በፈሇጉ ሰዓት መጠይቁን 

የማቐረጥ መብትዎ የተጠበቀ ስሆን በጥናቱ  ሲሳተፉ  ግን ጥናቱንሇሚሰሩትና ጥናት ተኩረት 

ሊደረገባችዉ  የማህበረሰብ ኣባሇት ጥቅሙ ሊቅ ያሇ ነዉ፡፡ በመሆኑማ  ከእርሶ  የሚናገኛዉ ቅንና 

እዉነተኛ መልሶች ጥናቱ ሇሚዳሰሳችዉ ፅንሰ ሃሳቦች ወጣት ሴቶች አመሊካከትና የማህበረሰብ 

ዝንባሇ በስነተዋልዶ ጤና አግልግሎት ሊይ ያሊቸዉን ዕዉቀት እንደሁም የአግልግሎት ተደራሽነት 

ሇማወቅ ከፍተኛ ግባአት  ከመሆኑም በሊይ  ከምርምሩ የሚገኘዉ  ዉጠት ያሇዉን ተጨባጭ 

ሁኔታና በቀጣይ መሰራትና መወሰድ የሚገባችዉን እርምጃዎች መጠቆሚያ ይሆናል፡፡ ጥናቱ በትክክል 

የታሇመሇትን ግብ እንዲመታ የሚያደርጉትን ከፍተኛ ትብብር እና ደንቃሇን፡፡ ስሇጥናቱ ግልፅ  ነገር 

ወይም ጥያቀ ካሎት የጥናቱን  ተመራማሪ  ማነጋገር  ይችሊለ፡፡ የተሰጠዉ መረጃና የጥናቱ አሊማ 

ግልፅ  ነዉ; 
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6. VታK‹            

7. K?L ŸK     

 

115 ¾›vƒg Y^ G<ኔታ U”É’¬; 1. }k×[(uS”ÓYƒ 

2. }k×[(uÓM)    

3. ’ÒÅ     

4. Ñu_ 

5. V}ªM    

6. K?L ŸK  

 

116 Ÿቤƒcx‹g ¾hÃ Ñ”²w ታÑ†Mi; 1. ›¬    

2. ¾KU   

 

¡õM G<Kƒ Ke’}ªMÊ Ö?“ }ÒLß’ƒ      

117 አንች ሇስነተዋልዶ ጤና  ችግሮች ተጋሊጭ ነሽ፡፡  1. በጣም አልስማማም  
2. በክፊል አልስማማም 
3. አሊዉቅም 
4. በክፊል እስማማሇሁ 
1. በጣም እስማማሇሁ 

 

118 በቀሊለ የስነተዋልዶ ጤና ችግሮች ሉያጠቁሽ ይችሊለ፡፡ 1. በጣም አልስማማም  
2. በክፊል አልስማማም 
3. አሊዉቅም 
4. በክፊል እስማማሇሁ 
5. በጣም እስማማሇሁ 

 

119 ያአንች ዉስባዊ ልምድሽ አንችን ሇስነተዋልዶ ጤና ችግሮች 
አያጋሇጡሽም:: 

1. በጣም አልስማማም 
2. በክፊል አልስማማም 
3. አሊዉቅም 
4. በክፊል እስማማሇሁ 
5. በጣም እስማማሇሁ 

 

120 ሇስነተዋልዶ ጤና ችግሮች ተጋሊጭ ከሆነዉ ስዉ ጋረ ዉስብ 
ታደረግልሽ; 

1. ›¬    

2. ›Ã   
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¡õM Zeƒ ¾e’}ªMÊ Ö?“ ‹Ó` eÒ„‹ SØÃp 

 

121 አንች ሇስነተዋልዶ ጤና ችግሮች በቀሊለ ተጋሊጭ ነሽ፡፡ 1. በጣም አልስማማም  
2. በክፊል አልስማማም 
3. አሊዉቅም 
4. በክፊል እስማማሇሁ 
5. በጣም እስማማሇሁ 

 

122 u´I °ÉT@i ¬[Í“ ¾¬[Í ‹Óa‹ 

ÁÒØS<hM:: 

1. በጣም አልስማማም  
2. በክፊል አልስማማም 
3. አሊዉቅም 
4. በክፊል እስማማሇሁ 
5. በጣም እስማማሇሁ 

 

123 u´I °ÉT@i ÁK}ðKÑ °`Ó´“ ¾°`Ó´ 

‹Óa‹ ÁÑØS<hM:: 

1. በጣም አልስማማም  
2. በክፊል አልስማማም 
3. አሊዉቅም 
4. በክፊል እስማማሇሁ 
5. በጣም እስማማሇሁ 

 

124 ¾›”‹ °ÉT@i ›”‹” K›vK²` ui}­‹ 

ÁÅ[ÓhM:: 

1. በጣም አልስማማም  
2. በክፊል አልስማማም 
3. አሊዉቅም 
4. በክፊል እስማማሇሁ 
5. በጣም እስማማሇሁ 

 

125 Á›”‹ ¨ev© MUÉi ›”‹” K›vK²` 

ui}­‹ ÁÒKÖ<hM:: 

1. በጣም አልስማማም  
2. በክፊል አልስማማም 
3. አሊዉቅም 
4. በክፊል እስማማሇሁ 
5. በጣም እስማማሇሁ 

 

126 ¾e’}ªMÊ Ö?“ ‹Óa‹ ¾}ÒLß ÔMTd 

c?„‹ ‹Ó` w‰ ’¬:: 

1. በጣም አልስማማም  
2. በክፊል አልስማማም 
3. አሊዉቅም 
4. በክፊል እስማማሇሁ 
5. በጣም እስማማሇሁ 

 

127 ስነተዋልዶ ጤና ችግሮች በጣም ከባድና ukLK< የሚወሳስብ ነዉ:: 1. በጣምአልስማማም 
2. በክፊል አልስማማም 
3. አሊዉቅም 
4. በክፊል እስማማሇሁ 
5. በጣም እስማማሇሁ 

 

128 የስነተዋልዶ ጤና ችግሮች በቀሊለ  የስነተዋልዶ ስዉነት ክፍሎችን 
ያዛባለ ስሇዝህ የስነተዋልዶ ጤና አግልግሎት መጠቀም አሇብሽ፡፡ 

1. በጣም አልስማማም 
2. በክፊል አልስማማም 
3. አሊዉቅም 
4. በክፊል እስማማሇሁ 
5. በጣም እስማማሇሁ 

 

129 የስነተዋልዶ ጤና ችግሮች የስነተዋልዶ ጤና Iክም“ ከልተወስድ 
ገዳይ ነዉ:: 

1. በጣም አልስማማምበ 
2. በክፊል አልስማማም 
3. አሊዉቅም 
4. በክፊል እስማማሇሁ 
5. በጣም እስማማሇሁ 
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¡õM ›^ƒ ¾e’}ªMÊ Ö?“ ›ÓMÓKAƒ KSÖkU Se“¡KA‹ SØÃp 

133  ¾e’}ªMÊ Ö?“ ›ÓMÓKAƒ eß­‹ 

UeÖ` ›ÃÖwlU::  

1. በጣም አልስማማም 
2. በክፊል አልስማማም 
3. አሊዉቅም 
4. በክፊል እስማማሇሁ 
5. በጣም እስማማሇሁ 

 

134 Ke’}ªMÊ Ö?“ ›ÓMÓKAƒ Ö?“ }qU 

ƒÔu†Ki; 

1. ›¬    

2. ›Ã 

 

135 ›¬ ŸMi e’}ªMÊ Ö?“ ›ÓMÓKAƒ 

KTÑ‡ƒ w²< c¯ƒ ÁeÖwnK<:: 

1. በጣም አልስማማም  
2. በክፊል አልስማማም 
3. አሊዉቅም 
4. በክፊል እስማማሇሁ 
5. በጣም እስማማሇሁ 

 

136 ¾e’}ªMÊ Ö?“ ›ÓMÓKAƒ KÔMTd 

c?„‹ u×U ¬É ’¬:: 

1. በጣም አልስማማም 
2. በክፊል አልስማማም 
3. አሊዉቅም 
4. በክፊል እስማማሇሁ 
5. በጣም እስማማሇሁ 

 

137 TIw[cw ŸTÓvƒ uõƒ ¾e’}ªMÊ 

Ö?“ ¾T>ƒÖpU ÔMTd c?ƒ ÁÑMLK<:: 

1. በጣም አልስማማም 
2. በክፊል አልስማማም 
3. አሊዉቅም 
4. በክፊል እስማማሇሁ 
5. በጣም እስማማሇሁ 

 

138 eKe’}ªMÊ Ö?“ ›ÓMÓKA„‹ Kማግኘት 
በዙ የሚያሳስቡ ችግሮች አ፡፡ 

1. በጣም አልስማማም  
2. በክፊል አልስማማም 
3. አሊዉቅም 
4. በክፊል እስማማሇሁ 
5. በጣም እስማማሇሁ 

 

139 

 

እስማማሇሁ:ካልሽ እነሱ ምንድናቸዉ; 1. uƒew õ^‰ 

2. UeØ^¬’ƒ °Ø[ƒ  

3. ¾›ÓMÓKAƒ ›e×Ø Ñ>² 

›S‹ ›KSJ”  

4. ¾›ÓMÓKAƒ ¡õÁ¬ ¬É 

eKJ’   

5. Tw[ew TÓKM    

6. w²< Ñ>² eKT>eÖwl  

K›ÓMÓKAƒ  

 

130  uጎልማሳ c?„‹ KÃ ዉረጃ Iይዋት K=ያሳÖ< ¾T>‹K<ƒ” 

¡e}„‹” ¾ðØ^M:: 

1. በጣም አልስማማምበ 
2. በክፊል አልስማማም 
3. አሊዉቅም 
4. በክፊል እስማማሇሁ 
5. በጣም እስማማሇሁ 

 

131 ÁK}ðKÑ °[Ó´“ ¾¨×ƒ c?„‹ IÃ¨ƒ ÃkØóM:: 1. በጣም አልስማማምበ 
2. በክፊል አልስማማም 
3. አሊዉቅም 
4. በክፊል እስማማሇሁ 
5. በጣም እስማማሇሁ 

 

132 ¾›vK²` ui} uÑ>²? ŸM}ŸS< ue’}ªMÊ ›ŸM 

¡õM LÃ ¾TÃSKe Ñ<Çƒ ÁeŸƒLM:: 

1. በጣም 
አልስማማምበ 

2. በክፊል አልስማማም 
3. አሊዉቅም 
4. በክፊል እስማማሇሁ 
5. በጣም እስማማሇሁ 
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7. ¾}kS< [kƒ  

 

140 ¾dU”ƒ SÚ[h k“ƒ KÔMTd c?„‹ 

¾e’}ªMÊ Ö?“›ÓMÓKAƒ KSÖkU 

U‡ “†¬:: 

1. በጣም አልስማማም  
2. በክፊል አልስማማም 
3. አሊዉቅም 
4. በክፊል እስማማሇሁ 
5. በጣም እስማማሇሁ 

 

141 SÅu† ¾Y^ c¯ƒ KÔMTd c?„‹ 

¾e’}ªMÊ Ö?“›ÓMÓKAƒ KSÖkU 

U‡ “†¬:: 

1. በጣም አልስማማም  
2. በክፊል አልስማማም 
3. አሊዉቅም 
4. በክፊል እስማማሇሁ 
5. በጣም እስማማሇሁ 

 

142 ›MeTTU ŸMi U¡”Á~ U”É’¬; 1. UeØ^¬’ƒ °Ø[ƒ 

2. ¾Tw[ew TÓKM    

3. ¾Ö?“ vKS<Á ƒŸ<[ƒ 

¾T>cÖ¬ K}SS< w‰ 

’¬ K?KA‹” ƒŸ<[ƒ 

cØ}¬ ›ÃÖÃlU  

 

 

¡õM ›Ueƒ eK e’}ªMÊ Ö?“ }Å^i’ƒና የመጠቀም ችሎታ 

143 e’}ªMÊ Ö?“ ›ÓMÓKAƒ SÖkU kLM 

’¬:: 

1. በጣም አልስማማም  
2. በክፊል አልስማማም 
3. አሊዉቅም 
4. በክፊል እስማማሇሁ 
5. በጣም እስማማሇሁ 

 

144 ¾e’}ªMÊ Ö?“ ‹Óa‹ ¾}ÒLß ÔMTd 

c?„‹ ‹Ó` ’¬ ›’@ }ÒLß 

›ÃÅKG<U::eK´I ›MðMÓU:: 

1. በጣም አልስማማም  
2. በክፊል አልስማማም 
3. አሊዉቅም 
4. በክፊል እስማማሇሁ 
5. በጣም እስማማሇሁ 

 

145 ›”‹ K?KA‹ e’}ªMÊ Ö?“ ›ÓMÓKAƒ 

እ”ÉÖkS< ƒ“Ó[Ki; 

1. ›¬ 

2. ›Ã 

 

 

146 K›”‹ e’}ªMÊ Ö?“ ›ÓMÓKAƒ KSÖkU 

òLÔ~ ›Ki; 

1. ›¬ 

2. ›Ã 

 

 

147 ¾e’}ªMÊ Ö?“ ›ÓMÓKAƒ SÖkU u×U 

ŸvÉ ’¬:: 

1. በጣም አልስማማም  
2. በክፊል አልስማማም 
3. አሊዉቅም 
4. በክፊል እስማማሇሁ 
5. በጣም እስማማሇሁ 

 

148 u?ƒcw“NÃT„ƒ S]­‹ ÔMTd c?„‹ 

e’}ªMÊ Ö?“ ›ÓMÓKAƒ ŸM}ÖkS< 

}ÖÁp’ƒ ›Kv‹¬:: 

1. በጣም አልስማማም  
2. በክፊል አልስማማም 
3. አሊዉቅም 
4. በክፊል እስማማሇሁ 
5. በጣም እስማማሇሁ 

 

149 ¾TƒeTU ŸJ’ T“¬ }ÖÁp; 1. ›e}T[ 

2. Ö?“ vKS<Á 

3. ¾Ö?“ MTƒ W^©ƒ u<É” 

S] 

4. u?ƒcw w‰ 

5. G<K<U 

6. ›e}T[“ Ö?“ vKS<Á 
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7. ›e}T[“ Ö?“ MTƒ 

W^©ƒ u<É” S] 

8. Ö?“ MTƒ W^©ƒ u<É” 

S]“ Ö?“ vKS<Á        

150 የስነተዋልዶ ጤና አግልግሎት ሇመጠቀም በራስሽ 
ትተማመኘልሽ; 

1. ›¬    

2. ›Ã    

 

151 Ke’}ªMÊ Ö?“ ›ÓMÓKAƒ ¡õÁ KS¡ðM  

õnÅ†’i ¨Ã; 

1. ›¬    

2. ›Ã    

 

152 ›¬ ŸMi U” ÁIM wJ” Ø\ ’¬; ---------¾›=ƒÄâÁ w`  

153 eK e’}ªMÊ Ö?“ ‹Óa‹ ŸÖ?“ 

vKS<Á­‹ Ò` }ªÁÃ}I ታ¬pKi; 

1. ›¬ 

2. ›Ã 

 

 

¡õM eÉeƒ eKe’}ªMÊ Ö?“ ›ÓMÓKAƒ KSÖkU ¾T>Áeታ¬c< ’Ña‹ SØÃp 

154 e’}ªMÊ Ö?“ ›ÓMÓKA„‹ cU}i ታ¬pKi; 1. ›¬ 

2. ›Ã 

 

155 ›¬ ŸKi K›”‹ ¾e’}ªMÊÖ?“ ›ÓMÓKAƒ 

KSÖkU ¾T>Áeታ¨c<i U”É“‹¬; 

1. _ÉÄ       

2. }My»”     

3. Ò²?×      

4. u?ƒcw      

5. ›e}T[    

6. ¾Ö?“ vKS<Á  

7. G<K<U    

8. _[ÅÄ“}Ky¶”    

9. u?ƒcw“ ›e}T[   

10. ›e}T[“Ö?“ vKS<Á  

 

156 Ke’}ªMÊ Ö?“ ›ÓMÓKAƒ Ö?“ }qU ƒÔu†Ki; 1. ›¬    

2. ›Ã   

 

157  Ö?“ }sU ¾kÖa Ÿ`É Ãc×K< K›”‹; 3. ›¬    

4. ›Ã    

 

ክፍል ሳባት ከስነተዋልዶ ጤና አግልግሎት የሚሰÖ‹¬ ØpV• 

158 ሴት ልጅ ከማግባት በፍት ስነተዋልዶ ጤና መጠቀም ጠቃም ነዉ:: 1. በጣም አልስማማም 
2. በክፊል አልስማማም 
3. አሊዉቅም 
4. በክፊል እስማማሇሁ 
5. በጣም እስማማሇሁ 

 

159  ሴት ልጅ ስነተዋልዶ ጤና መጠቀመዋ መብት ነዉ፡፡  1. በጣም አልስማማም 
2. በክፊል አልስማማም 
3. አሊዉቅም 
4. በክፊል እስማማሇሁ 
5. በጣም እስማማሇሁ 

 

160 ስት ልጅ ስነተዋልዶ ጤና መጠቀመዋ የማህብርሰብ ዕድገት ያሻሽሊል:: 1. በጣም አልስማማም 
2. በክፊል አልስማማም 
3. አሊዉቅም 
4. በክፊል እስማማሇሁ 
5. በጣም እስማማሇሁ 

 

161 ሴት ልጅ ስነ ተዋልዶ ጤና ከማግባት በፍት መጠቀመዋ ሀጥት ነዉ፡፡ 1. በጣም አልስማማምበ  
2. በክፊል አልስማማም 
3. አሊዉቅም 
4. በክፊል እስማማሇሁ 
5. በጣም እስማማሇሁ 

 

162 e’}ªMÊ Ö?“ ›ÓMÓKAƒ SÖkT‹¬ ÔMTd c?„‹” 1. በጣም  
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Ÿ›vK²` ui} ÃŸLŸLM:: አልስማማምበ  
2. በክፊል 

አልስማማም 
3. አሊዉቅም 
4. በክፊል 

እስማማሇሁ 
5. በጣም 

እስማማሇሁ 
163 e’}ªMÊ Ö?“ ›ÓMÓKAƒ SÖkT‹¬ ÔMTd c?„‹” 

Ÿ¬]Í ÃŸLŸLM:: 

1. በጣም አልስማማምበ  
2. በክፊል አልስማማም 
3. አሊዉቅም 
4. በክፊል እስማማሇሁ 
5. በጣም እስማማሇሁ 

 

164 e’}ªMÊ Ö?“ ›ÓMÓKAƒ SÖkT‹¬ ÔMTd c?„‹” 

ŸK}ðKÑ °`Ó´“ ÃŸLŸLM:: 

1. በጣም 
አልስማማምበ  

2. በክፊል 
አልስማማም 

3. አሊዉቅም 
4. በክፊል 

እስማማሇሁ 
5. በጣም 

እስማማሇሁ 

 

165 e’}ªMÊ Ö?“ ›ÓMÓKAƒ SÖkT‹¬ ÔMTd c?„‹ 

u}KÁ¿ e’}ªMÊÖ?“ ‹Óa‹ ŸƒUI`ƒ u?ƒ ›”ÇÃk\ 

uTÉ[Ó ¾ƒUI`ƒ u?ƒ ›ðíìT†¬” ÁhiLM:: 

1. በጣም 
አልስማማምበ  

2. በክፊል 
አልስማማም 

3. አሊዉቅም 
4. በክፊል 

እስማማሇሁ 
5. በጣም 

እስማማሇሁ 

 

166 e’}ªMÊ Ö?“ ›ÓMÓKAƒ ÔMTd c?„‹ 

SÖkT‹¬በማህብርሰብ ¬eØ ›Ée c¬  ¾SÁ´ °ÉM 

Ãk”dM:: 

1. በጣም 
አልስማማምበ  

2. በክፊል 
አልስማማም 

3. አሊዉቅም 
4. በክፊል 

እስማማሇሁ 
5. በጣም 

እስማማሇሁ 

 

167 ሇእኔ ስት ልጅ ስነተዋልዶ ጤና መጠቀመዋ የማህብርሰብ ምረታማነትን 
ያሻሽሊል:: 

1. በጣም 
አልስማማምበ  

2. በክፊል 
አልስማማም 

3. አሊዉቅም 
4. በክፊል 

እስማማሇሁ 
5. በጣም 

እስማማሇሁ 

 

¡õM eS”ƒ: e’}ªMÊ Ö?“ ›ÓMÓKA„‹” eKSÖkU 

168 ›”‹ vKð¬›e^ 

G<Kƒ  ­^ƒ ¬eØ 

¾e’}ªMÊ Ö?“ 

1. ›¬ 
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›ÓMÓKA„‹” 

}ÖpShM; 

2. ›Ã 

 

169 ›¬ ŸMi¬ U” 

¯Ã’ƒ ›ÓMÓKAƒ 

’¬ ÁÑ‡i¬; 

1. ¬[Í I¡U“ 

2. ›vK²` uiታ I¡U“ 

3. ¾u?ƒcw U×’@ ›ÓMÓKAƒ 

4. uònÅ‡’ƒ LÃ ¾}SW[ƒ¾›?‹ ›Ãy 

›?Ée U¡`“ U]S^ 

5. ¾e’}ªMÊÖ?“›ÓMÓKA„‹” ¾T>ÑMî 

S[Í 

170 u´I °ÉT@i 

e’}ªMÊ 

Ö?“›ÓMÓKƒ 

ŸG<Kƒ Ñ>²? uLÃ 

}ÖpShM; 

1. ›¬ 

2. ›Ã 

 

171 ›¬ŸMi e”ƒ Ñ>²?; ___________________Ñ>²? 

172 eK e’}ªMÊ Ö?“ 

‹Óa‹ ŸÖ?“ 

vKS<Á­‹ Ò` 

}ªÁÃ}I 

ታ¬pKi; 

1. ›¬ 

2. ›Ã 

 

¡õM ²Ö‡:- e’}ªMÊ Ö?“ ›ÓMÓKA„‹ ÁL†¬ °¬kƒ“ ´”vK? SØÃq‹ 

173 e’}ªMÊÖ?“›ÓMÓKA„‹   

cU}i ታ¬pKi;  
1. ›¬ 

2. ›Ã 

 

174 ›¬ ŸMi U”É“†¬; 1. ¬[Í I¡U“ 

2. ›vK²` uiታ I¡U“ 

3. ¾u?ƒcw U×’@ ›ÓMÓKAƒ 

4. uònÅ‡’ƒ LÃ ¾}SW[ƒ¾›?‹ ›Ãy 

›?Ée U¡`“ U]S^ 

5. ¾e’}ªMÊÖ?“›ÓMÓKA„‹” ¾T>ÑMî 

S[Í 

 

175  ›¬ ŸMi ¾S`Í U”Û 

U”É“†¬; 

1. _ÉÄ 2. }My»” 3. Ò²?×      

4. ¾Ö?“ vKS<Á ¾Ö?“ }kU 5. ÔÅ† 6. 

Ô[u?ƒ 7.  G<K<U 8. _[ÅÄ“}Ky¶” 9. 

_ÉÄ }My»” Ò²?× ¾Ö?“ vKS<Á ¾Ö?“ 

}kU    10. ÔÅ† Ô[u?ƒ .  

 

176 u›Ÿvwi e’}ªMÊÖ?“ 

›ÓMÓKA„‹ ¾T>cÖ< 

}kTƒ ›K;    

1. ›¬ 

2. ›Ã 

 

 

177 ›”‹e’}ªMÊÖ?“›ÓMÓKA„

‹” SÖkU ›eðLÓ ’¬ 

wKi ƒÑU‹Ki;    

1. ›¬ 

2. ›Ã 
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178 e’}ªMÊÖ?“›ÓMÓKA„‹” 

T” wcÖ< ƒS[ßKi;    

1. uN¡U 2. U’`e 3. uÖ?“ ›?¡e}g” 

3. uÖ?“ MTƒ W^©ƒ 5. uHÃT„ƒ S] 

6. uG<K<U 7. ’Ö?“ vK?S<Á w‰ 

 

    ¾SÖÃp ¬ጤƒ 

    ሀ. በሙለ ተVልተዋል 

      ሇ. በክፍል ተሞልቶል 

      ሐ. ተቆረጦል :: መጠይቅ የተጀመረበት ሰዓት----መጠይቅ የቆመበት ሰዓት-----የጠያቅዉ ዕድሜ------ð`T 

 

 

 

u<Æ” }¢` S¬ÁÁ 

uØ“~ KSd}õ õnÅ‡’ƒ T`ÒÑÝ 

°`e: ¾TIw`ew ´”vK?“ ¾ÔMTd c?„‹ ›SKŸŸƒ ue’}ªMÊ Ö?“ ›ÓMÓKAƒ 

›ÖnkU LÃ 

¾Ñ”´w U”ß: ÏT ¿’>y`eƒ 

¾Ø“~ ðíT>: }gS ’Òi 

¾¬ÃÃƒ SKÁ lØ`----------- 

xታ¬: uÇ¬a µ” T[n ¨[Ç 

እ”ከ”  ÅI“  SÖ< K¬ÃÃƒ፡፡ ስሜ -----------------------ÃvLM ¾S×G<ƒ ŸÏT 

¿’>y`eƒ ’¬፡፡ Ÿ›’@ Ò[ ÁK¬ ¾ÔÑ†Â eS<-------------------------------ÃvLM፡፡ 

¾S×¬U Ÿ---------------’¬::¨Åª“¬ ¬ÃÃ}‹” ŸSÓv}‹” uõƒ eKØ“~ 

›ÖnKÃ Hdw“ G<’@ታ ›’wKAታKG<“ uØV“ ›ÇUÖ¬ uØ“~ KSd}õ 

SeTT}­” ÃÑMì<M†M::ÃI Ø“ƒ uT[n ¨[Ç ¬eØ ¾T>Ñ‟< ¬×ƒ c?„‹ 

›SKŸŸƒ“ ¾Tw[cw ´”vK ueK-}ªMÊ Ö?“ ›ÓMÓKAƒ ›ÖnkU }Å^i’ƒ 

²<[Á ÁK< ‹Óa‹” KSÇce ’¬:: T”†¬U Gdw u¬ÃÃƒ ¾}’d¬ }kvÃ’ƒ 

›K¬፡፡ ÃI ›‰K›‰ ¬ÃÃƒ eKJ’ Hdw KSeÖƒ eT‹G< እe¡T>Ö^ SÖup 

¾Kv‹G<U:: እ† T”†¬U Hdw u¬ÃÃƒ ¾}’d¬ እ”ÇÁSKÖ” ቴø ›”ÖkTK”:: 
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eK´I }^ u}^ Hdw KSeÖƒ V¡\:: u´I S¬ÃÃƒ LÃ ¾T>cÖ<ƒ S[Í 

UeØ^©’~ ¾}Öuk ’¬:፡ ›G<” ¬ÃÃ~” ›”ËU`; ›i ŸL‹G< ›SeÓ“KG<:: 

u<É” }¢` S¬ÁÁ ’Øx‹       

1. Y’}ªMÊ Ö?“ ›ÓMÓKAƒ TKƒ U” TKƒ; ›eƒ K›† ƒi”I ÓKèM” 

2. Y’}ªMÊ Ö?“ ‹Óa‹ u›ŸvwÁi U” ÁIM ›eÑ> ’¬ wKIi ታewKi; 

3. eKY’}ªMÊ Ö?“ ›ÓMÓKA„‹ U” cT>}hM; ŸT”; 

4. Ÿe’}ªMÊ Ö?“ ›ÓMÓKA„‹ U” ታ¬pKi; U” U” ያካትታለ; 

5. Y’}ªMÊ Ö?“ ›ÓMÓKA„‹ evK< U”É’¬ ¾T>ታew¬; 

6. u›ŸvwÁi ÔMTd c?„‹ ¨Å e’}ªMÊ Ö?“ ›ÓMÓKAƒ ¾T>H@Æ ª“ ª“ 

U¡“„‹ U”É“†¬; 

7. e’}ªMÊ Ö?“ ›ÓMÓKA„‹” KTÓ‡ƒ ð}“ª‹ U”É“†¬; 

8. e’}ªMÊ Ö?“@ ›ÓMÓKAƒ ØpV‹ U”É“†¬; 

9. e’}ªMÊ Ö?“›ÓMÓKAƒ Ñ<Ç„‹ U”É“†¬; 

10. ÔMTd c?ƒ‹ ŸTÓv}‹¬ uõƒ e’}ªMÊ Ö?“ ›ÓMÓKAƒ wÖkS< 

Ku?ƒcw U” ÃcT†ªM; 

11. ÔMTd c?ƒ ¾e’}ªMÊ Ö?“ ›ÓMÓKAƒ °ÖkTKG< wL wƒ“Ñ[ Ku?}cx‹ 

U” ÃcT†ªKM; እ”Èƒ ÃÑKíM; 

12. K›”‹ u?}cx‹i” eK}ªMÊÖ?“ ›ÓMÓKAƒ KSÖ¾p ¯LT ›K?i; ›”Èƒ; 

KU”; 

13. ¾e’}ªMÊÖ?“ ›ÓMÓKA„‹ ¡õÁ U” ÃSeLM; U” wJ” ÃhLM; 

14. ¾e’}ªMÊ Ö?“ ›ÓMÓKA„‹” ÔMTd c?„‹ uWõ¬ ›”ÉÖkS< ¾T>ÁÓ²< 

›T^à�U”É“†¬; 

15. u›ŸvwÁi e’}ªMÊ Ö?“›ÓMÓKAƒ” ¾T>ÁÔKw~ vIL©“ NÃT„}© 

MUÊ‹ ŸK< U”É“†¬; U” uTÉ[Ó; እ”Èƒ; 

16. u›ŸvwÁi e’}ªMÊ Ö?“›ÓMÓKAƒ” ¾T>ŸM¡K< vIL©“ NÃT„}© 

MUÊ‹ ŸK< U”É“†¬; U” uTÉ[Ó; እ”Èƒ; 

17. ÔMTd c?„‹ e’}ªMÊÖ?“ ›ÓMÓKAƒ uWõ¬ እ”ÉÖkS< ŸS”Óeƒ 

ŸTu[cw ŸÓKew U” ÃÖunM; T“¬ vKu?ƒ; 

18. ŸÖ?“ ×wÁ ue}k` u¾ƒ•‡ }tTƒ e’}ªMÊ Ö?“ ›ÓMÓKAƒ wcØ 

KÔMTd c?„‹ ÃhLM; eT†¬; 

19. u›ŸvwÁi ÔMTd c?„‹ ucõ¬ ¾e’}ªMÊ Ö?“ ›ÓMÓKAƒ እ”ÉÖkS< 

እ’T” wŸ}~ ÃhLM; 



74 
 

20. T” ¾e’}ªMÊ Ö?“ ›ÓMÓKAƒ wcØ ÃhLK< wKi ƒS]ÜKi; KU”; 

21. እ† ¾}’ÒÑ[’¬ እ”ÇK? J„ K?L ¾T>ƒcÜ¨ Hdw ¨ÃU ØqT 

ue’}ªMÊÖ?“ ›ÓMÓKAƒ ²<]Á KÔMTd c?„‹ SÅ[Ó ›Kuƒ ¾T>ƒ¿ ’Ñ` 

ŸK U”É’¬; 

22. u}ÚT] K?L Gdw ›Ki; ŸKK? ›SeÓ“KG<!ÃI ¾c×‹G< T”†¬U Gdw 

¾T>¬K¬ KØ“~ w‰ ’¬::eT‹G< ›ÃÑKêU UeØ\ ¾}Öuk ’¬ KTKƒ 

’¬::  

¾õMÉ Teታ¬h Ã²„‹ 

1. ¾¬ÃÃƒ ›Ÿvw¬” SÓKê 

2. u›Ÿvw¬ እ¾}ðìS< ÁK<ƒ” }Óv^ƒ vI] SÓKê“ TÅ^Ëƒ 

3. ¾ÓKcx‹ }dƒö“ É`h‹” SÓKê 

4. ÓKex‹¾T>ÑMì<ƒ” Hdx‹“ KT>}¿ ’Ña‹ ƒ`Ñ<U u’c< ›vvM SÓKê 

5. KT>}¿“ K}cÖ< ›e}Á¾„‹ ƒ¡¡K† ¨ÃU }k^^w ›vvKA‹” Síõ 

6. ÁÒÖS<ƒ”“ ¾}¿ }ê„ SÓKê  

uõMÉ Te}¬h ÑLß G<’}­‹ 

1. u^e ›vvM ¾}¿ ’Ña‹” “ ¾}cÖ< Hdx‹ ¯[õ} ’Ñ[ SM¡ “ 

u›”kê SK¡ SÓKê 

2. Hdx‹”“ eT@„‹” TÑ<Lƒ 

3. ÁK}SKc< ØÁk­‹“ U¡”Á}‹¬ ›”ÅG<U ¨Åõƒ ¾T>¨cÆ 

Sõ}N?­‹ 

4. eI}„‹”“ ¾›[ÇÉ ÓÉõ„‹ Te}ŸŸM 

5. ¾ታ¿ ’Ña‹”“ Hdx‹ u}KÁ¿ ›p×Ý S[Çƒ “ SÓKê 

Ÿ›¨ÁÃ ¾T>Öul ’Ña‹ 

1. Ÿ}d}õ­‹ Ò` kÅU wKA SÑ’‡ƒ 

2. }d}õ­‹ ’í’ƒ” Teð” 

3. }d}ò­‹ ŸHdw ¨× eK< SSKe“ uHdw Tg’ò 

4. ÓMê vKJ’< ’Øx† }d}ò­‹” ÓMê ›”ÉÁÅ[Ñ< T’n’p 

5. ¾ÓKcx‹ ¾T>Á’c<ƒ Hdx‹ }kvÃ’ƒ ›”É„[¬ TÉ[Ó 

6. }cU’ƒ ŸK¬ ÓKcw Ò` S­Á¾ƒ KKA‹” ›Ád}ñ 

7. ÃI TKƒ U” TKƒ ’¬ wKA }d}ò¬” ›KTeÚ’p 
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                 Annex 3: The model used/Theoretical frame work of the study 

       

 

 

Perceived  
susceptibility 

Perceived  
severity 

Cues to  
action Self efficacy 

Perceive 
d threat Desired behavior 

Perceived barrier   Vs  

perceived benefit 
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Annex 4 work plan and budget 

Table 1 Gantt chart for work plan 

S.NO  

 

Activities 

 

Time for activities in month 

 

Responsible 

body A

u

g 

Se

pt 

O

ct 

N

ov 

D

ec 

J

a

n 

F

e

b 

M

ar 

Ap

r 

M

ay 

1 Topic submission 

&selection 

          PI & dep‟t 

2 Draft proposal 

development & discussion 

with advisor 

          PI(principal 

investigator) 

&advisors 

3 Submission of draft 

proposal 

          PI(principal 

investigator) 

4 Proposal defense & 

comment accommodation 

          PI(principal 

investigator)r 

5 Proposal submission to 

ethical review  committee 

& receive feed back 

          PI(principal 

investigator) 

6 Securing a fund &other 

logistics  

          PI(principal 

investigator) 

7 Training of data collectors           PI(principal 

investigator) 

8 Data collection           PI & data 

collectors 

9 Data entry & analysis           PI(principal 

investigator) 
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10 Report writing           PI(principal 

investigator) 

11 Submission of draft report 

to advisor& mock defense 

          PI(principal 

investigator) 

12 Final thesis submission 

& presentation of final 

report 

          PI(principal 

investigator 

13 Dissemination of paper to 

JU & other concerned 

bodies 

          PI (principal 

investigator) 

Budget 

Table 2 Budget summary 

S.NO Title Required budget in ETB B/ source  

1 Personnel cost 5,000.00 JU 

2 Stationary material cost 7,356.00 Dawuro Zone  

 Total cost 12,356.00  

Table 3 Stationary materials cost 

 

Table 4 Personnel cost 

S.NO Activity N
o
 of 

Participants 

Qualification N
o
of 

days 

Unit 

Cost 

Total 

Cost 

B/ 

Source  

S.NO Item Unit Quantity Unit cost 

in Birr 

Total 

cost Birr 

B/ 

source  

1 Questionnaire 

duplication  

Piece 617 questionnaire x 

6 pages = 3702 

pages 

0.50/page 1851.00 

M
ar

ek
a 

W
o
re

d
a 

&
 J

im
m

a 
U

n
iv

er
si

ty
 2 Pencil with 

eraser 

N
o
 2 x 5 data collectors 

= 10 

3.00 30.00 

3 Clip board N
o
 1 x 5 data collectors 

= 5 

25.00  125.00 

4 Printing 

proposal 

N
o
 1 x 50 pages =50 

pages 

1.00/page 50.00 

5 Duplication of 

proposal 

N
o
 2 x 50 pages =100  

pages 

0.50/page 50.00 

6 Printing final 

theses 

N
o
 1 x 80 pages = 80 

pages 

1.00/page 80.00 

7 Duplication of  

theses 

N
o
 3 x 80 paces = 240 

pages 

0.50/page 120 

8 Binding N
o
 2 proposal + 3 

theses =5 

10.00  50.00 

 Sub total    2,356.00  
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in 

Birr 

in Birr 

I TRAINING       

1 Data collectors 5 HO/BSc 

Nurse 

1 96 480.00 

M
ar

ek
 

W
er

ed
a 

&
 

Ji
m

m
a 

U
n
iv

er
si

ty
  

2 Supervisor 2 HO/BSc 

Nurse 

1 96 192.00 

3 Trainer 1 MPH HEHP 1 96 96.00 

4 Assistant  5 HEW 1 50 250.00 

 Sub total     1,018.00 

III DATA 

COLLECTION  

      

 Recorders of 

data and 

collectors 

10 Completed 

grade 10 

 

1
1
/2 

 

50 

7,38.00 

>
>

 

6 Moderators  5 HO/BSc 

Nurse 

8 96 3,940.00 

7 Supervisors  2 HO/BSc 

Nurse 

8 96 1,536.00 

8 Principal 

Investigator 

1 MPH HEHP 8 96 768.00 

9 Assistant  5 HEW 8 50 2,000.00 

 Sub total     8,982.00 
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