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ABSTRACT

Adolescence is a time of great change for young people when physical changes
are happening at an accelerated rate. “Access to Sexual and Reproductive Health (SRH)
information and services is vital for sexually active adolescents; yet, their SRH care
needs are often unmet”. With earlier initiation of sexual intercourse than was the case
several decades ago, there is need to understand the wide range of adolescents’” SRH
needs. This study was a rapid assessment that used Lot Quality Assurance Sampling
(LQAS) to assess the Sexual and Reproductive Health (SRH) needs of adolescents and
STIs. The results of the study showed that male adolescents’ knowledge of important
aspects of SRH was inadequate. Sexual activity was high among the respondents with
57.9 percent reporting having engaged in sexual intercourse. Males reported highest
sexual activity (60 percent) compared to their female counterparts (40 percent). The
average age at first sex was 15.2 years. Males were at higher risks of STIs and unwanted
pregnancy for their partners. About 12 percent and 20 percent cases of pregnancy and
STIs were reported in the study area. Based on these results, it was concluded that the
adolescents’ greatest and most felt need was information and knowledge of SRH. The
study recommended that future programmes should focus more on addressing
information needs especially among male respondents. The study also recommended
the use of these results in the M&E practice as a baseline against which SRH

interventions could be monitored and evaluated.
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CHAPTER ONE: INTRODUCTION

1.1 Background of the Study

Project planning and management is a logical, continuous cycle with a number of
stages: identify stage, design stage to implementation and evaluation. Project
monitoring is continuous throughout the cycle. This provides room for adjustments in
the project’s planning, design, and implementation in order to ensure the project’s
success (UNDP, 2009). At identification stage, a baseline or a needs assessment is done
to determine community needs and problems. Needs assessment has become popular
due to the requirements to ground interventions on evidence-based needs while
informing organizational accountability and planning (Leigh, et al., 2001). Watkins, et
al., (2012) defines a need as “a gap in results where its satisfaction, or partial
satisfaction, is necessary for the achievement of another specific socially-permissible
result.” Findings of a needs assessment guide decision making on design, execution and

evaluation of programmes and projects to achieve the desired results.

Kaufman (1992; 1998), defines Needs Assessment as the “the formal process of
identifying needs as gaps between current and desired results, placing those needs in
priority order based on the cost to meet each need versus the cost for ignoring it, and
the selection of the most important needs (problems or opportunities) for reduction or
elimination.” The approach is cost-effective and minimizes the misappropriation of

resources.

Needs assessment could take the form of a large scale survey or utilize rapid
assessment approaches. According to ILO and UNICEF (2005), “a rapid assessment

(RA) is an innovative methodology that employs several research strategies



simultaneously to provide a relatively rapid understanding of a specific problem or
issue.” The goal of rapid assessment is usually to provide information that is useful for
programming (UNFPA, 1995). Unlike large-scale survey, RA is not resource intensive
in terms of money and time and therefore much preferred for short-term and low-cost

academic research work.

Originally, rapid assessments were used in rural development projects such as
agriculture and infrastructural developments (Chambers, 1983; Starkey, et al., 2007).
Over the years, however, RA has evolved and been adapted for use in various fields of
study including health and nutrition. To understand needs, RA applies the needs
assessment technique to identify the gaps that exist between current and desired
situations. A needs assessment of sexual and reproductive health (SRH) of adolescents
would reveal the current situation of SRH in comparison to the ideal situation based on
existing standards of SRH and therefore identify the gap that needs to be addressed to

meet those standards (WHO, 2003; UNFPA, 2014).

This study focused on identifying the gaps in sexual and reproductive health (SRH)

of in-school adolescents in Samia Sub-County of Busia County.

1.1.1 Background of the Study Area

Among the 7 sub-counties of Busia County is Samia Sub-County. It borders
Bunyala to the South, Lake Victoria to the South West, Uganda to the West, Siaya
County to the East and South East, Nambale Sub-County to the North, Matayos to the
North West and Butula Sub-County to the North East. It is a border Sub-County with
direct entry points to Uganda. It covers a geographical area of 265.1 square kilometres

(Republic of Kenya, 2013).



Administratively, it is divided into 4 wards namely: Nangina, Ageng’a-Nanguba,
Bwriri and Namboboto-Nambuku wards. Topographically, Samia has an undulating
relief with an altitude along Lake Victoria shores of 1,130 metres above sea level and
a height of 1,500 metres at the peak of Samia Hills that cut across the Sub-County from
north east to south west. In terms of economic activities, Samia has suitable soils for
maize and cotton growing with annual rainfall ranging between 760 to 2000 millimetres
and registers two rainfall seasons in a year. Fishing is also an important economic
activity along Lake Victoria. Businesses range from small scale to large scale trans-

border businesses (Republic of Kenya, 2014).

In the planning year 2013/14, Busia County had an estimated population of
823,504 representing 1.9 percent of the national population. The Sub-County has an
population growth rate of 2.54 percent per annum. The projected by 2017 would be
908,658. The number of households was estimated at 164,701 with an average family
size of 5 persons. The County has high poverty levels reaching 66 percent while literacy
levels were estimated at 75.3 percent. Male to female ratio is 1:1 with males
representing 48 percent while females represent 52 percent (KNBS, 2009; RoK, 2013).
According to recent statistics released by the Ministry of Health in Samia Sub-County,
the projected population by the end of 2018 will be 109,467 people. Women aged 15-
49 years will be 24,948 with 4,159 being pregnant. According to the data 22,029 young

men and women aged 15-24 will be sexually active.

Culturally, Samia has diverse religious and cultural aspects that are closely linked
to its proximity to the border. It is host to one of the upcoming cultural centres in Busia
County, Samia Cultural Centre. Majority of the residents are Christians with pockets of

Islam and other religious beliefs. The Sub-County is well endowed with schools and



learning institutions depicting a commitment to improving the literacy levels of the
community in the area. There are approximately 14 secondary schools in Samia, over
80 percent of which are public schools. About 60 percent are mixed schools and the
rest are either boys or girls schools. Every ward has several health facilities that take

care of the health needs of the communities.

In addition, there are many different organizations in Samia Sub-County that have
been implementing sexual and reproductive health programmes. These organizations
include Anglican Development Services (ADS) Western, Samia Orphans for Value
Organization (SOVO), the ABCs of Sex Education, Impact Research and Development
Organization (IRDO), among others. Nonetheless, HIV and teenage pregnancy rates
have remained high despite the interventions. This study analyses the problem

associated with these high rates.

1.2 Problem Statement

According to Pearson and Kessler (1992), a needs assessment is the starting point
for any intervention and monitoring and evaluation. However, most programme- and
project-implementing agencies, due to competitive pressure, do not adhere to this
recommendation and in most cases hypothesise community needs based on their own
perceptions or general findings from large scale national/regional surveys rather than
the actual felt needs of the community. According to Rotary International (RI1) (n.d.),
community needs can only be effectively addressed if the community recognizes and
identifies with them, and clearly sees the need to address them. Otherwise, they

consider intervention as an imposition and may decline engagement (Altschuld, 2010).

A review of existing literature revealed studies conducted at county and national

levels to try and identify SRH needs of different age groups. For instance, the Kenya

4



Demographic and Health Survey (2014); the Busia Sexual and Reproductive Health
survey for Strategic Planning (2013) among others have been conducted with an aim to
assess the situation and chat a way forward for the people. It was noted that the
government of Kenya and non-governmental organizations (NGOs) have put efforts to
address these needs in varying scopes and capacity. In Samia Sub-County for example,
NGOs such The ABCs of Sex Education, Impact Research and Development
Organization (IRDO), and Anglican Development Services (ADS) Western, among
others have been implementing SRH programmes. Most of them have been
implementing interventions based on the large-scale national surveys such as Census
(2009) and the KDHS (2014) which may not be necessarily locally relevant (Republic

of Kenya, 2015 & Mayabi, 2016).

Using rapid assessment approach, this study investigated adolescents’ needs for
SRH to provide a baseline for the design, implementation and monitoring and
evaluation of future adolescents-based sexual and reproductive health programmes and
interventions in Samia Sub-County. The study aimed at generating benchmarks or
average coverage that would be useful in setting targets for future programme
monitoring and evaluation. According to UNFPA (1995), rapid assessments have been
used in reproductive health to enhance the understanding of specific needs for
reproductive health services of various groups such as adolescents as well as monitoring
the quality of existing information-gathering systems. This study analysed knowledge

attitudes and practice of SRH to understand the specific needs of young people.



1.3 Research Questions

The question that this research sought to answer was:

1. What are the sexual and reproductive health (SRH) needs of in-school

adolescents in Samia Sub-County of Busia County?

1.4 Objectives of the Study

The general objective of the study was to acquire assess the existing gaps in the
sexual and reproductive health (SRH) of in-school adolescents in Samia Sub-County of

Busia County.

1.4.1 Specific Objectives

1. Toassess the level of knowledge of SRH among in-school adolescents in Samia
Sub-County.

2. To explore attitudes towards SRH among in-school adolescents in Samia-Sub-
County.

3. To explore SRH behaviour/practice of in-school adolescents in Samia Sub-

County.

1.5 Justification of the Study

According to Watkins, et al., (2012), besides informing future decisions, needs
assessments are also informed by the results of past decisions. A needs assessment
therefore acts as link between the past and future performance, thus guiding decisions
throughout the improvement process. A rapid needs assessment is necessary to generate
quick information for programmatic purposes. According to Jeffrey, et al., (n.d.), rapid

assessment methods such as lot quality assurance sampling (LQAS) provide reliable



results using a small sample of 19 units per supervision area. Valadez (2010) asserted
that larger samples would not give better results and therefore a sample of 19 was
considered sufficient. However, precision and reliability of results would deteriorate

when the sample size is reduced to below 19.

Needs assessment informs programme design and evaluation as well as
demonstrating accountability which are key aspects of M&E (McCawley, 2009;
Jacobsen & O'Connor, 2006). Through needs assessment, decisions could be justified
prior to their making as it is usually difficult to justify a choice once it’s been made.
Schutz and Derwing (1981) stated that, “it would seem that most language planners in
the past have bypassed a logically necessary first step: they have presumed to set about
going somewhere without first determining whether or not their planned destination
was reasonable or proper”. With needs assessment, it is possible to identify: (a)
performance criteria for evaluating potential interventions, (b) performance data that
define needs, (c) prioritize needs, and (d) information justifying activities for

performance improvement (Watkins, et al., 2012).

The need to assess adolescents SRH needs was informed by the rising HIV
infections, pregnancy rates and other SRH-related problems (Atieno, 2017). In an
article in the Daily Nation dated December 7 2017, UNFPA noted the rising problem
of teenage pregnancies especially in school going-children. In the report, between July
2016 and June 2017, about 378,397 girls aged 10 to 19 years were reported to be
pregnant. Among them, 28,932 girls were aged between 10 and 14 years. Between age
15 and 19, a total of 349,465 girls reported pregnancy. The risk of pregnancy comes

with a bunch of other risks including HIV due to unprotected sex (Atieno, 2017).



In a similar report by Wamuswa (2018) of the Standard Media, the country’s
Education Cabinet Secretary noted that the burden of pregnancy is far higher than had
initially been thought and felt that the challenge was not a school or county issue but a

national problem.

1

“..we are staring at a national challenge in the face.’

(Wamuswa, 2018)

Bearing these statistics in mind, it would be important to design and implement
SRH programmes from a point of understanding of the needs of these young people.
The use of Lot Quality Assurance Sampling as the study method was based on the
realization that it is an effective tool for generating baseline data on the needs of a
community as well as monitoring and evaluation of the performance of indicators

within a catchment area.

The findings of this study would provide essential information on SRH needs of
adolescents to focus interventions. Programme and project managers would use these
findings to plan, design and implement programmes that are relevant and culturally
appropriate to the target population. For monitoring and evaluation (M&E), the findings
would be useful as a reference point against which progress would be monitored and
evaluated to ensure the intended results are achieved and that actual implementation
does not deviate from the initial need. UNFPA (1995) suggests that the use of rapid
assessment procedures facilitate the integration of monitoring and evaluation into the
programme rather than treating it as a separate activity. Organizations such as The
ABCs of Sex Education, Impact Research and Development Organization and the ADS
Western Kenya Project implementing projects on SRH would use the data to improve

their programmes. The ABCs of Sex Education has more specific programmes one of



which is targeting secondary school adolescents starting January, 2019 and would

utilize the findings of this assessment to improve the design of the programme.

1.6 Scope and Limitations

According to Pearson and Kessler (1992), UNICEF recommends the use of rapid
assessment procedures (RAP) as the beginning point for an intervention. A needs
assessment can be a costly and labour-intensive exercise involving many steps
depending on the scope of the project (NOAA, et al., 2011). However, a rapid

assessment generates just as valid results (Watkins, et al., 2012).

In a project’s life cycle there are five phases that guiding the process of identifying
and resolving a problem. According to the World Bank (2017) and UNDP (2009),
project life cycle refers to the totality of the various phases into which a project is
divided: 1) Needs assessment; 2) Planning and design; 3) Implementation; 4)

Monitoring and Evaluation (M&E); and 5) Impact Assessment.

According to Watkins, et al., (2012), a needs assessment is a go-between as it
can either be informed by the results of an impact assessment, as well as inform the
design of future programmes based on a felt need. The phase involves identifying the
community problem or the felt need to be addressed or even an opportunity to be gained.
During planning, a strategy is developed and a broader description of the felt need as
well as the steps to be followed. A monitoring and evaluation plan is also developed to
facilitate the implementation process. During implementation, the developed plan is
rolled out step by step until project completion. Monitoring and evaluation involves
tracking progress and assessing outcomes against targets. Lastly, impact assessment is

done to determine the effects of the intervention on the target population (UNDP, 2009).



This study was limited to needs assessment as an entry point to programme
interventions as well as the beginning of the M&E process. It was limited by age such
that only in-school adolescents aged 15-19 were considered and therefore the results
could only be generalised to a similar age group. Time and resource limitations were
the main reasons the study took a rapid assessment approach to be able to generate
quick, simple, cost-effective and immediate feedback on the felt needs of the target

population (Valadez, 2010).

However, the success of this research was not without challenges. A number of
limitations were encountered that made progress difficult. The main limitation was
timing and obtaining authority to access schools. The authorities were reluctant to grant
permission for the research to take place. To mitigate the challenge, the researcher
contacted school authorities directly and requested for authority to carry the research.
The principals assented to the study and signed a form to reinforce their approval of

participation of their respective schools.

In addition, the research was carried out at a critical period of the school year when
the Form Four candidates were just a couple of weeks from starting their national
exams. The rest of the students were also busy with their end of year examinations. This
challenge was overcome by waiting for the Form One to Three to complete their
examinations and engage them when they were free. Form Fours in all the schools were

excluded to avoid interference with their revision time.

The sampling strategy was LQAS which sampled 19 respondents. The best form of
LQAS would have been parallel sampling which results in different sets of samples per
supervision area and the results are averaged thereby giving more accurate results.

However, time and resources were limited and therefore simple LQAS was conducted
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with a single sample per supervision area. The results were collated to provide the

average coverage for the entire catchment area.

The tool for data collection was a self-administered questionnaire that required
considerable literacy and speed. Some respondents returned the questionnaire
incomplete. To mitigate this challenge, the researcher allowed room for non-response
and incomplete responses by increasing the sample size to 110. The extra were to cater
for incomplete and unreturned questionnaires. They were also reassured that the
research was purely for academic purpose and confidentiality would be maintained so
as to encourage them to give honest responses. Also, some schools that had been
included in the sample declined to participate in the study. This was addressed by
identifying replacement schools with similar characteristics as the declining school. For
instance, if a mixed school declined, a similar replacement was found to participate in

the study.
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CHAPTER TWO: LITERATURE REVIEW

2.1 Introduction

In this section, a detailed description of rapid assessment procedures was provided
to demonstrate the basis for the selection of the technique that was chosen for this study.
Many types of techniques are used for rapid assessments. However, the needs
assessment technique has been chosen due to its ability to provide an enhanced
understanding of the felt needs of adolescents for SRH. the research method used in the
study is also described in details. The section also provided an overview of the methods

that were used to carry out the study and their utility over other methods.

2.2 Historical Perspectives of Rapid Assessment (RA)

According to ILO and UNICEF (2005), “a rapid assessment (RA) is an innovative
methodology that employs several research strategies simultaneously to provide a
relatively rapid understanding of a specific problem or issue.” Compared to large-scale
surveys, RA is not resource efficient in terms of money and time and therefore much

preferred for short-term and low-cost academic research work.

The genesis of RA is traceable to the traditional Rapid Rural Appraisal (RRA)
methods which emerged in the late 1970s. The RRA methods were popularly known
for their application in research related to rural development particularly in agriculture.
The approach was better suited for use in developing countries where expertise to apply
standard market techniques was limited (Crawford, 1997). According to Kachondham
(1992), RRA was applied in food and nutrition issues to explore, recognise and establish

rural problems and evaluate projects and programmes on food and nutrition.
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In the following decade (early 1980s), the need to quickly and economically
gather credible information in a more purposeful and problem-oriented approach began
to gain popularity in the field of health over the traditional anthropological methods.
As aresult, the United Nations University (UNU) organized a conference in 1990 which
brought together practitioners, health-care personnel, researchers, and international
organizations to assess rapid methods of data collection and their applicability in the
health field. The conference resulted in the development of Rapid Assessment
Procedures (RAP) to facilitate the planning and evaluation of programmes and projects
in health. The methods were used to understand the nature of primary health-care
services by the UNU Research Programme (Pearson & Kessler, 1992). Over the years,
RAP has been modified and adapted for use to investigate issues of poverty alleviation
and, disaster impacts as well as demographic processes such as migration. For instance,
rapid environmental impact assessment (REA) is an updated form of the RAP used by
humanitarian agencies that uses qualitative data to determine the level of threat to the

environment posed by a disaster or subsequent relief operation.

ILO and UNICEF in a joint decision (1990) created a RA methodology that
would focus on addressing research on child labour. Since then, the methodology has
been adapted and applied in different approaches to give relevant, reliable and credible
results. In a study of sexual and reproductive health and HIV/AIDS linkages, RA was
used to reveal the bi-directional linkages at the policy, systems and service delivery

levels (AFIDEP, 2011).
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2.2.1 Rapid Assessments in Monitoring and Evaluation

Rapid assessments have been used to gather quick and low-cost views and
feedback information from beneficiaries and stakeholders on particular issues of
interest in order to inform decisions. In monitoring and evaluation, RA provides rapid
information for continuous monitoring at the project or programme level (Harding, et
al., 2017; World Bank, 2004). According to Pearson (1990), evaluations carried out
using rapid assessment procedures (RAP) play an important role in encouraging
participatory development processes in projects. Indeed, such evaluations would be
useful in ensuring that adolescents are involved in the development of ASRH

interventions.

As noted earlier, this needs assessment aimed at generating data that would be
used as baseline for future programme interventions. Baseline studies usually involve
the collection of data before the implementation of a project to establish the existing
conditions against which future improvements or changes within a given target
population could be measured. Baseline data is of particular importance as it guides
evaluation of the effectiveness of an intervention (WHO & UNDCP, 2003; Iskarpatyoti,
et al., 2017). According to Save the Children Baselines Essential Standard, “Projects
and programmes establish a baseline as a comparison and planning base for monitoring

and evaluations.” This underscores the importance of a baseline in any M&E activity.

2.2.2 Types of Rapid Assessments

According to UNFPA (1995), there are various approaches to rapid assessments
which include among others: rapid rural appraisals, needs assessments, community
diagnosis, rapid anthropological assessments, rapid ethnographic assessments, rapid

assessment and response.
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Rapid Anthropological Procedures (RAP) is an approach to rapid assessment in
which anthropological information is collected to provide social scientists, researchers,
and health workers with guidelines for understanding community attitudes towards a
particular issue of interest and assessing local conditions and needs. The approach
employs techniques such as informal conversation, ethnographic interviewing of key
informants and observation to collect data from participants (Hurtado, 1990). The
approach has been applied by the WHO’s Global Programme on AIDS to collect
information on AIDS-related beliefs and behaviours to generate valid and reliable
information to facilitate diagnosis of a problem for intervention (Scrimshaw, Carballo,

Ramos, & Blair, 1991).

Rapid Ethnographic Assessment (REA) is a descriptive anthropological
research that requires limited fieldwork but which employs a wide range of data
collection methods to generate locally relevant data in a quick way in order to inform
advocacy, policy design and programme development (Needle, et al., 2003; IPPF, et
al., 2009 & Wilson, 2009). The approach has been widely applied to carry out studies
especially with key populations to advance their sexual and reproductive health rights
(SRHR). In South Africa, for example, REA was used to conduct a study to enable the
voices of lesbian, gay, bisexual, transgender, intersex (LGBTI) people to be heard. The
findings revealed systemic failures in the provision of health services to minority
groups and thereby informed the development of an agenda for universal SRHR access

(Lynch, et al., 2016).

Rapid Assessment and Response (RAR) methods have been successfully
applied to many public health issues in LMICs. It is a pragmatic and cost-effective

method of public health research that is used for end-term project evaluations but could
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also be used to assess health needs within a given population (Guha-Sapir, 1991;
Aggleton & Malcolm, 2004; Pearson & Kessler, 1992). This method was successfully
used to evaluate the impact of tuberculosis (TB) advocacy, communication and social
mobilization (ACSM) activities in Odisha State, India. In a relatively short period of
time, the method was able to achieve a comprehensive understanding of the
characteristics of TB related health issues, risk behaviours and social consequences in

Odisha (Kamineni et al., 2011).

Rapid Rural Appraisal (RRA) was described by McCraken, et al., (1988) as an
approach for conducting action-oriented research in developing countries. It refers to a
combination of investigation procedures and techniques that are time and resource
efficient. Although it was the genesis of rapid assessments, RRA later became an
independent approach to RA and has had wide application in various aspects of rural
development such as agriculture, health, disasters and emergencies, nutrition,
agroforestry, sociology approaches, non-formal education and resource management.
Its wide application in agriculture particularly in developing countries has enabled
improvement of agricultural marketing systems in identification and prioritisation of
issues in marketing, as well as facilitating higher performance and evaluation of

marketing functions to meet expansion needs (FAO, n.d.).

According to WHO (2009), Community Diagnosis is defined as “a quantitative
and qualitative description of the health of citizens and the factors which influence their
health. It identifies problems, proposes areas for improvement and stimulates action”.
A well conducted community diagnosis provides reference data that would suggest
priority areas for interventions as well as providing an overview of community

concerns. In Hong Kong, China, community diagnosis has been used to provide
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strategic direction and planning for the Healthy Cities Project for continuous

improvement of community’s health.

According to (Kaufman, 1992; 1998), Needs Assessment is “the formal process
of identifying needs as gaps between current and desired results, placing those needs in
priority order based on the cost to meet each need versus the cost for ignoring it, and
selection of the most important needs (problems or opportunities) for reduction or
elimination.” Generally speaking, the term refers to the identification of priorities,
issues and challenges faced by the target population with regard to a particular subject.
The subject has borrowed heavily from language courses where it has been defined as
“the process of determining the needs for which a learner or group of learners requires

a language and arranging the needs according to the priorities” (Richards et al., 1992).

Of the many approaches to rapid assessment, needs assessment was identified as
the most appropriate approach in this rapid assessment of ASRH needs due to number
of advantages over other approaches: (i) A needs assessment provides an opportunity
for the target population to verify their level of knowledge and skill, and attitudes and
behaviour towards a certain subject; (ii)it provides an opportunity to examine and learn
what has been done and the existing gaps that need to be addressed; and (iii) it helps
programmes in developing and demonstrating the foundation for their logic model to
partners and potential funders. For instance, partners and funders are usually very keen
on programme evaluations and therefore information gathered during a needs
assessment is key in informing programme evaluation. For measurable changes, it is
easy for project managers to determine success or failure of a project or programme

and therefore curve a way forward (McCawley, 2009).
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2.3 Overview of Needs Assessment

Simply put, a needs assessment is a tool for better decision making (Watkins, et al.,
2012). According to McCawley (2009), “a needs assessment is a systematic approach
to studying the state of knowledge, interest, or attitude of a defined audience or group
involving a particular subject while also identifying the gaps that exist between the
current state and the desired state.” Needs assessments help: (i) to learn what the target
population already knows and thinks, so as to determine the programmes and services
needed; (ii) to understand what could be done to make services more accessible,

acceptable and useful to the target population.

There are two types of needs assessment: direct and indirect needs assessments. In
a direct NA, a formal research is carried out by gathering data from the actual target
population. Indirect NA utilizes secondary data that is gathered either through opinion
leaders or experts in a particular subject of interest who then give their opinions about
priority needs and issues. Needs assessments are usually resource intensive and time
consuming. However, this study conducted a direct needs assessment using rapid
methods of data collection to gather data from adolescents. Apart from gathering quick
data, the methods also ensured that the data collected was specific to the needs of

individual adolescents (McCawley, 2009).

Needs assessment (also known as needs analysis) has a long history. According
to West (1994), needs assessment (analysis) first began in India in the 1920s and was
predominantly applied in language discourse. The concept was introduced by Michael
West to address two separate and potentially conflicting concepts of need and surrender

value of learning. He intended to describe what learners would do in a target situation
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of foreign language, and the best way in which they could master the language within

the training period (West, 1994).

Fifty years after West’s introduction of the concept, other language scholars
(Schutz and Derwing (1981) made comments that later popularized needs assessment.
Schutz and Derwing for example stated that, “it would seem that most language
planners in the past have bypassed a logically necessary first step: they have presumed
to set about going somewhere without first determining whether or not their planned

destination was reasonable or proper” (Schutz & Derwing, 1981).

Over the years, needs assessments have been modified and applied in a wide
range of subjects to generate information that forms the basis for designing programmes
and developing curricula that meet the needs of a particular target group (Munby, 1978;
West, 1994; Iwai, et al., 1999; Finney, 2002). Its application in health in a less formal
way began in the 19" century where medical practitioners were required to assess local
populations’ health needs. However, it became popular in the 1970s when the Resource
Allocation Working Party attempted to determine health needs based on socioeconomic
deprivation and standardised mortality ratios to inform the redistribution of health
service resources. With the increasing costs of health care, it has become an important
undertaking to carry out a needs assessment to be able to prioritize health care needs

(Wight, et al., 1998).

According to McCawley (2009), a number of steps are involved in planning for a
needs assessment. (1) The first step involves setting the objectives about the purpose of
the assessment. This assessment sought to determine adolescents SRH needs. (2) The
second step is to select the target population who in this case were adolescents aged

between 15 and 19 years in secondary schools in Samia sub county. (3) The next step
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IS to organize on data collection to inform the assessment. Data was collected directly
from the target population. (4) In step four, a sample is selected from the target
population for participation in the study. Lot Quality Assurance Sampling (LQAS) was
used to obtain the sample from the target population. In step five, the researcher selects
the instrument for use in data collection. A semi-structured survey questionnaire was
used to collect data from the respondents. (6) Step six involves data analysis. Data was
analysed using SPSS. (7) The last step would be to ensure that the findings are
disseminated and used. It would be a waste of resources if all the data is collected and
analysed but the results or the information generated is not put into use (Gupta et al.,
2007). The study intended to generate useful information that would be utilized by
programme managers to inform the design for future programmes while also providing
the benchmarks against which programme outcomes would be monitored and
evaluated. Existing projects would use the data to improve the implementation and

monitor progress to meet the needs of the target group.

2.3.1 Empirical Review of Needs Assessment

It has become a popular approach to conduct a needs assessment before any
development intervention is implemented. This has been rapidly growing with the need
to ground interventions on data-based needs while informing organizational
accountability and planning (Leigh, at al., 2000). The situation of adolescents’ SRH
calls for extensive research into what they actually need to improve their well-being

(Atuyambe, et al., 2015; Allen, 2013; Sidze, et al., 2017).

The application of needs assessments is sexual and reproductive health has been
to identify and prioritize SRH needs for specific groups. In 2001, WHO conducted a

needs assessment on Safe Motherhood to be able to provide programme managers,
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policy-makers and other relevant stakeholders at all levels with necessary information
and tools to conduct rapid surveys on provision of care for women and new-borns and
the existing gaps. The study identified gaps in availability, quality and use of antenatal,
delivery and postpartum care for women and new-borns particularly due to lack of skills

among service providers (WHO, 2001).

In 2014, the Louisiana Department of Health and Hospitals conducted a
comprehensive needs assessment to provide a strategic vision for the Reproductive
Health Programme. The exercise provided a clear picture of the populations’ need for
and perceptions of reproductive health services (Zapata, et al., 2014). A study of SRH
needs of adolescents in Ghana’s slums revealed that over one-third of adolescents were
sexually active but had no access to SRH information and services. Recommendations
were made to provide ASRH education to equip adolescents to make informed

decisions on their sexual lives (Esantsi, et al., 2015).

Similar assessments have been conducted in many different regions and the
results provide a better understanding of adolescents” SRH needs thereby informing
programmes and interventions aimed at addressing those needs. For instance, a needs
assessment of SRH needs of young persons in Ondo State led to the development of
information, education and communication (IEC) and sexual and behavioural and
communication (SBC) materials with emphasis on reproductive health issues including
effects of drug abuse on SRH of adolescents, HIV and other STIs to improve knowledge
levels in these areas which seemed very low during the assessment (Kids & Teens
Resource Centre, 2012). Similarly, this study aimed at informing programmes,

interventions and policies in the area of ASRH.
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Based on these studies, the importance of a needs assessment could not be
overlooked if community problems are to be addressed. In particular, it is important to
understand the specific SRH needs for adolescents to be able to implement and monitor

appropriate interventions.

2.4 Summary of Literature Review

Adolescents’ sexual and reproductive lives are complex and vary widely with
geographical region, gender, among other factors. In particular, lack of quality
information and sociocultural barriers is a major obstacle to understanding and
addressing SRH needs of adolescents (Atuyambe, et al., 2015). Large scale studies have
been carried out to understand the needs. However, with the variations, it remains a
significant challenge to understand the needs of a specific group of adolescents within

a given locality.

Having noted this weakness, this assessment utilized rapid assessment to study the
needs of a small group of adolescents to enhance the understanding of their specific
needs. The choice of the method ensured that the results would be relevant and could
be generalized to a similar group with similar geographical and sociocultural settings.
In particular, LQAS has proven feasible in assessing other community needs and

therefore its applicability in this study was appropriate (Harding, et al., 2017).

Overall, needs assessments are important in informing the monitoring and
evaluation of any intervention. With a clear understanding of the SRH needs of
adolescents, any organization or agency interested in addressing those needs would be
able to align their activities to target the particular needs. The development of
monitoring indicators also becomes easy when the issues to be addressed are already

known. During monitoring, progress can easily be tracked based on the initially
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identified needs. If activities are out of track, it is easy to refocus them. During
evaluation, the question of attribution and contribution is addressed as a comparison
can be done between the initial state of affairs and the new developments after the

intervention. Thus, a needs assessment for ASRH is crucial.

2.5 Methods of Rapid Assessment

Rapid assessments can take many different approaches and methods depending
on the need such as rapid assessment and response, rapid rural appraisal, community
diagnosis and needs assessment (Guha-Sapir, 1991). Each of these approaches is
supported by some specific methods of data collection which are equally dependent on
the need and the type of data required. Some of these methods include in-depth
interviews, key informant interviews, focus group discussions and community forums
(qualitative methods). Quantitative methods include structured questionnaires, survey

questionnaires and checklists (Rotary International (RI), n.d).

The use of rapid assessment approaches in this study was based on the fact that
the research was short-term and low-cost and involved a relatively small geographical
region. The approach also helped integrate both qualitative and quantitative data to
generate useful information on SRH needs for actions. According to Vincent et al.,
(2000), RA is rapid, technically efficient, economical and pragmatic and is therefore
practical and appropriate for the study. The study assessed ASRH needs using both
existing data sources and semi-structured survey questionnaires for data collection to
provide a comprehensive picture of the situation. The method of data collection mainly
provided quantitative data but it was considered the most appropriate due to limitations
in time and resources. It is one of the cost-effective and time-efficient method of data

collection (Rotary International (RI), n.d).
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2.5.1 Survey Questionnaire

Surveys are a common tool that is useful for assessment of needs (Altschuld, 2010).
The utility of this tool was hedged on a number of advantages including that the survey
could be administered anonymously. Sexual and reproductive health is a very sensitive
area of life which most people would prefer to remain a secret for them. As such, using
a tool that would ensure respondents’ confidentiality and privacy was critical
(McCawley, 2009). In addition, the tool was inexpensive to administer and provided a
formal record of participants’ input into the study. The tool was also considered
effective to collect responses to fairly large number of specific questions. However,
there are limitations with the use of surveys in that it requires respondents who can read
and write for it to be effective (Gupta et al., 2007). To overcome this challenge, the
study targeted secondary school adolescents who are relatively able to read and write.
In addition, the researcher and researcher assistants were present to address any issues

with understanding of the questions.

2.5.2 Sampling Technique

A number of techniques are useful for sampling in studies such as this. For
instance, the WHQO’s 30 by 7 cluster sampling has been used to conduct rapid baseline
studies. It is a two-stage cluster sampling method where the population is divided into
clusters. Thirty of the clusters are then sampled with probability proportionate to size
(PPS) of the population in each cluster. Seven subjects are then randomly selected
within each cluster. Sampling is conducted on the household level and every eligible
subject is included in the sample. Although a good method of sampling, 30 by 7 cluster

sample has some weaknesses in that only the first household in each cluster is randomly
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selected and every eligible individual in the household is included in the sample. These
could lead to bias. Nonetheless, the biases could be reduced by selecting only one
individual per household. The method has been successfully used to conduct rapid
assessments of immunization coverage by WHO. Compared to other sampling
methods, 30 by 7 cluster sampling is time consuming and more expensive to apply

unlike lot quality assurance sampling (LQAS) (Woodard, 2001).

2.5.3 Lot Quality Assurance Sampling (LQAS)

According to Namutebi (n.d), LQAS is “a simple random sampling
methodology that was originally developed in the 1920s to control the quality of output
in industrial production processes” (Namutebi, n.d). In the early 1990s, WHO during a
consultative meeting on epidemiological and statistical methods for rapid health
assessments deliberated on the use of LQAS to monitor the performance of health
programmes in areas of limited resources due to its quick and inexpensive procedures
(Jeffery, et al., n.d.; Biedron, et al., 2010; MEASURE Evaluation, 2011). WHO
modified LQAS for use in rapidly assessing immunization coverage. The sampling

3

methodology starts with determining the “unacceptable standards” as well as the
coverage level that needs to be achieved. A confidence interval and decision rule is then
defined. Since LQAS requires a small sample, frequent assessments can be conducted

in a lot to assess the changes (MEASURE Evaluation, 2011).

According to Valadez (2010), LQAS is a practical tool for conducting rapid
assessments and monitoring health services and health needs. The method provides
high quality information at low and affordable costs with results that can be applied
locally and utilised in district level annual planning and decision making; the sampling

and analytical processes are relatively simple; the data from individual supervision
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areas (SAs) can be aggregated into an estimate of coverage for the entire program
catchment area (CA); and District level people can be trained to entirely ‘own’ this
methodology. Due to its simplicity and ability to provide results quickly and at
relatively low cost, LQAS has been used in the assessments of immunization services
coverage in India. It has also been used in the tracking of reproductive health
programmes as well as disaster management in countries such as Malawi, Nicaragua
and Armenia. In Kenya and Uganda, LQAS has been effectively used to assess the
performance of HIV/AIDS programmes (Hedt et al., 2008). In Kenya, the National
Council for Population and Development (NCPD) has used LQAS to assess child health

and child survival at the county level (NCPD, 2012).

Besides assessing existing programmes, LQAS has also been applied in the
assessment of community needs in various situations. According to Harding, et al.,
(2017), LQAS was used as a rapid assessment tool to assess water, sanitation and
hygiene needs in refugee camp settings. In South Sudan, for example, a study on water,
sanitation and hygiene was carried out to identify refugees’ greatest needs. The results
showed that populations living at the periphery of the camps had the least access to
water and sanitation services and were in dire need. This helped the camp managers to
identify and advocate for interventions that would alleviate the situation in the least
served areas. The use of LQAS was also found to be feasible as it provided useful results

both at the supervision area (SA) and catchment area (CA) levels (Harding, et al., 2017).

2.5.4 Application of the Study Method

The use of LQAS in this study was to determine the sample, supervision areas
and the catchment area for which the assessment was being conducted. In addition,

using the predetermined decision rule, the method would help determine the acceptable
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standards of SRH among adolescents. The interpretation of results was based on the
decision rule, the target and the confidence interval set in the methodology part of this
study. According to Obono (2010), adolescents’ sexual and reproductive needs range
from the desire to have sex while avoiding unplanned pregnancy, dating, childbearing

and equitable and non-discriminative access to health care and services.

WHO (2012) describes sexuality as the aspect of being human being. It
comprises the feelings, thoughts and behaviours of males or females, engagement in
relationships and sexual activity as well as being pleasant. On the other hand, sexual
health is the physical, mental and social well-being of an individual in relation to
sexuality. To promote safe sexual experiences among adolescents, a positive and non-
judgmental approach to sexuality is vital to enhance sexual experiences that are free of
non-coercive, non-violent and non-discriminative. Reproductive health, on the other
hand, refers to “a state of complete physical, mental and social well-being and not
merely the absence of a disease or infirmity in all matters relating to the reproductive
system, its functions and processes” (WHO, 2004). In order for adolescents to enjoy
safe and healthy sexual and reproductive lives, they need to be informed. They need
knowledge and access to quality information on sexual and reproductive health care
and services to help them make informed choices on sexual practices as well as enhance
their attitudes towards sexual and reproductive health care and services (Knut-Inge,

2008).

In recognition of the need to advance adolescents’ health and to better respond
to their health needs, WHO (2014) facilitated the development of global standards that
would see an improvement in the quality of health-care services for adolescents. The

standards included among others: 1) Adolescent health literacy — adolescents are
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knowledgeable about their own health and know where and when to obtain health
services; 2) Appropriate package of services — access to comprehensive package of
information, counselling, diagnostic, treatment and care services at the health facilities;
and 3) Adolescents participation —ensure the involvement of adolescents in the
planning, monitoring and evaluation of health services and decisions on individual care

as well as service provision (WHO, 2014; Montero, 2016; UNESCO, et al., 2018).

This study recognized that globally, adolescents SRH needs have some basic
similarities. However, there are significant variations depending on socio-cultural
settings, religion and geographical location (Atuyambe, et al., 2015). Interacting with
the specific target group in a friendly and non-judgemental manner would encourage
them to communicate their needs in order to see an improvement in the status of the
same. This study focused on assessing the needs of in-school adolescents in Samia Sub-
County by exploring their knowledge levels, use of SRH services and attitudes towards
them, SRH practice and behaviour including health-seeking behaviour on matters SRH.
The survey questionnaire was comprehensive and study methodology was LQAS was
to determine the average coverage on indicators of focus and identify the gaps that still

exist to mark priority areas.
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CHAPTER THREE: STUDY METHODOLOGY

3.1 Introduction

This section describes the application of the methods and tools that were used to
carry out the assessment. Details of the study area and target population are provided.
In addition, the section describes the study design, sampling techniques as well as
measurement of variables for the study. Details of the study methodology and its

application and justification are also provided.

3.1.1 Study Area

As described earlier, the study was conducted in Samia Sub-County of Busia
County, Western Kenya. The Sub-County has four wards which were proportionately
represented in the study. It focused on in-school adolescents in 5 secondary schools.
Namboboto-Nambuku ward is the largest of the four and therefore 2 schools were
selected from this ward. One school was selected in each of the other three wards for
inclusion in the study. The choice of the study area was informed by the absence of a
comprehensive assessment of adolescents’ sexual and reproductive health (ASRH)
needs, and the presence of organizations implementing SRH programmes. In addition,
it accounts for about 12 percent of all secondary schools in Busia County, both public
and private. The population in the area is also diverse with varied characteristics and is
therefore representative of the County’s population. The diversity is also associated

with differences in behaviour and perceptions (Republic of Kenya, 2013).

The concentration on in-school adolescents was based on the realization that
majority of young people between age 15 and 19 in Kenya are school-going teenagers,

and most of them in secondary schools and upper primary and therefore their views
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were likely to reflect the view of the majority of adolescents within this age category
(UNFPA, 2016; UNFPA, 2017). A recent declaration by the President of Kenya to
ensure 100 percent transition into secondary schools also meant that in the near future,
all adolescents within the age category considered in this study would be in secondary
schools with a few still in primary schools. The ‘free’ secondary school education
initiated in 2018 also meant that more adolescents were able to continue with secondary
education, indicating more of the age category were in-school, thereby strengthening
the rationale for focusing on in-school adolescents (NMG, 2017). In addition, the data
collection method, which was a self-administered questionnaire, required respondents
to have a considerable level of literacy to be able to respond to the questions. School-
going adolescents were the most suitable based on this criteria of selection (Sidze, et

al., 2017).

3.2 Study Design

The research was a descriptive case study that used mainly quantitative surveys with
adolescents aged 15-19 years in secondary schools and who were willing to participate
in the study in order to develop the basis for prioritization of needs and action.
Qualitatively, the researcher was able to collect data on attitudes and perceptions of the
respondents. The quantitative component provided statistical data on the actual
numbers of adolescents responding in a particular way and their basic characteristics.
Qualitative and quantitative data both complemented and supplemented each other to

enrich study findings (Kadonya et al., 2002; Habtamu et al., 2013).

The participants were identified through sampling at school level and a written
consent both at individual and institutional level was obtained. The study pledged to

maintain anonymity of both the school and the students who participated in the study.

30



This encouraged participation and more honest responses. Data was collected on the
background characteristics of respondents, access to information and support services,
relationships and dating, sexual behaviour and desires, knowledge of HIV/AIDS and
other STIs prevention, knowledge and use of contraceptive methods, pregnancy and
childbearing experiences and intentions, pregnancy outcomes and use of maternal

health services (Birungi, et al., 2011).

3.3 Sampling Procedures

3.3.1 Identification of Study Area

Samia Sub-County was the study area for this research. The selection of the study
area was informed by several factors including that Busia County is one of the regions
in the country where HIV incidences and prevalence as well as adolescent pregnancies
are high (Republic of Kenya, 2013). A recent report by the Ministry of Health in Samia
Sub-County release at a Stakeholders” meeting held on 2" October, 2018 showed that
this year the HIV prevalence in Samia Sub-County stood at 7.7 percent, with 297 HIV
positive cases among young people below age 15. Teenage pregnancy rates were
estimated at 21 percent making Busia County one of the counties with high teenage
pregnacies in 2018. Being a border county as well as one of those on the Lake region,
the county is faced with numerous challenges including young people engaging in sex
for money especially with long-distance drivers and the fisher-folk who are a major
driver of HIV in the county and other SRH issues. Samia Sub-County of Busia County
was selected because of a deficiency in a comprehensive study of adolescents sexual

and reproductive health needs (Mayabi, 2016).

31



3.3.2 Ildentification of Study Sites

Secondary schools in Samia Sub-County were considered as the study sites during
this research. An updated list of schools in the sub-county was obtained from the
County offices to act as the sampling frame from which a random sample of schools
was obtained. According to lot quality assurance sampling (LQAS), the method of
study, at least five schools were to be included in the study. Five schools were randomly
selected for inclusion in the study. However, the random selection was limited by the
period in which data collection took place. Some schools that had been identified and
included in the sample declined participation (two schools) and replacements were
made based on the acceptance to participate. Most schools in the area were mixed and
therefore the sample was drawn with this aspect in mind. To obtain the sample for the
study, lot quality assurance sampling (LQAS) was used. This method has been
effectively employed to carry out rapid assessments as it provides quick, precise and

locally relevant results (Jeffery, et. al. n.d).

3.3.3 Lot Quality Assurance Sampling (LQAS)

LQAS is a method of sampling and a monitoring tool for identifying priority
areas, measuring coverage within a programme catchment area as well as generation of
useful data that could inform better decisions. It is a multistage sampling methodology
with four main stages: identification of catchment areas and lots; indicator selection
and target population; defining sampling frame; and determining the decision rule

(MSH STAR-E LQAS, 2012).
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3.3.3.1 Identification of Catchment Areas and Lots

Samia Sub-County was identified as the catchment area (CA) for the study.
There were approximately 14 secondary schools in this Sub-County some of which
were mixed and others single sex. The schools represented supervision areas (SAS) or
lots. A lot is a sub-area that is defined for the purposes of sampling. Five SAs were
identified randomly in the CA. The selection of the 5 schools was to ensure that the
aggregate sample size for the catchment met the classic LQAS “gold-standard” of at
least 95 completed interviews per performance area. For best results in LQAS, five to
six supervision areas are ideal, each with a sample size of 19. The importance of
ensuring that the total sample is 95 is that the performance of indicators can only be
determined when the sample size of all supervision areas combined is 95 or greater.
When fewer than 5 SAs are selected, the sample size need to be increased so that the
total is 95 or more. Thus, five SAs were considered ideal for the study (Core Group,

2008; Valadez, 2010; MSH, 2012).

3.3.3.2 Selection of Indicators and Target Populations

The assessment covered key areas of sexual and reproductive health and other
important areas of adolescence for which indicators were identified. There were several
different areas for which data was collected as detailed in the study questionnaire in
Annex 3 of this study. The sexual and reproductive health needs of adolescents were
examined using 17 indicators in each of the supervision areas. There were three main
categories of indicators: i) Indicators for adolescents’ knowledge of sexual and
reproductive health; ii) Indicators for adolescents’ attitudes towards sexual and
reproductive health; iii) Indicators for adolescents’ sexual and reproductive health

practice and behaviour.

33



i. Adolescents’ Knowledge of Sexual and Reproductive Health

In this category, adolescents’ understanding of SRH was assessed. Six main
indicators were selected for investigation and analysis: knowledge of contraceptives,
knowledge of source of contraception, knowledge of HIV transmission; knowledge of
HIV status; knowledge of other STls; and knowledge of STIs symptoms. Each of these
indicators was calculated as a percentage of the total population. Below is a summary

of the indicators and calculation. See Table 3.1 below

Table 3.1: Indicators of Knowledge of Sexual and Reproductive Health

Indicator Calculation

Percentage of adolescents with knowledge of 2 | Number of adolescents with knowledge /
or more modern contraception Total respondents * 100

Percentage of adolescents with knowledge of 2 | Number of adolescents with knowledge /
or more sources of modern contraception Total respondents * 100

Percentage of adolescents with knowledge of 2 | Number of adolescents with knowledge /
or more ways of HIV transmission Total respondents * 100

Percentage of adolescents who know their HIV | Number of adolescents with knowledge /
status Total respondents * 100

Percentage of adolescents with knowledge of Number of adolescents with knowledge /
the 2 main Sexually Transmitted Infections Total respondents * 100
(STls)

Percentage of adolescents with knowledge of at | Number of adolescents with knowledge /

least 2 symptoms of Sexually Transmitted Total respondents * 100

Infections (STIs) in males and females
Source: Modified from UNESCO, 2015; WHO, 2012; WHO, 2014

Knowledge levels were also categorised into three: minimum, adequate, and
maximum knowledge. This categorisation was adopted and modified from a similar
study conducted by the Guttmacher Institute and APHRC on Sexuality Education
among adolescents aged 15-19 in 78 secondary schools in Homa Bay, Mombasa and

Nairobi counties. The study was assessing the comprehensiveness of sexuality
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education taught in schools. In a list of five categories of topics, if at least one topic
was taught, a minimum level was attained; if all except one was included, an adequate
level was registered; while a high level of comprehensiveness was attained when all the
topics in the five categories were included in sexuality education. The measure was
however limited in that it only addressed the range of topics included in school
curriculum without considering other aspects such as access to SRH information from
other sources, participatory approaches to teaching and involvement in youth
programmes among others (Sidze, et al., 2017). For this study, a modification was
considered based on the indicator being measured and the range of items from which

respondents were choosing. See Table 3.2 below.

Table 3.2: Categorization of Knowledge of Sexual and Reproductive Health

Knowledge Levels

Minimum Adequate Maximum

Knowledge Categories

Knowledge of 1 of | Knowledge of 2 or more but | Knowledge
the items not all items of all items

Source: Modified from (Sidze, et al., 2017)

ii. Adolescents’ Attitudes towards Sexual and Reproductive Health

This category consisted of indicators that measured adolescents’ attitudes
towards sexual and reproductive health. These were measured on a 3-point Likert Scale
with statements which respondents were supposed to state whether they agreed, were
neutral (undecided) or disagreed. Attitudes were measured for abstinence, HIV positive

results, condom use, and gender relationships.
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iii. Adolescents’ Sexual and Reproductive Health Practice/Behaviour

This category of indicators sought to explore the sexual behaviour of adolescents
so as to determine the risks and exposure to undesirable sexual and reproductive health
outcomes. Sexual experience and the outcomes were explored through 9 indicators as
described in Table 3.3 below.

Table 3.3: Indicators of Sexual and Reproductive Health Practice/Behaviour

Indicator Calculation

Percentage of adolescents who have engaged | Number of adolescents who have had a
in opposite sex relationships relationship / Total respondents * 100
Percentage of adolescents who have ever had | Number of adolescents who have had sex
sex / Total respondents * 100

Average age at first sex Number of adolescents who had sex at or

above average age at first sex / Total
respondents * 100

Percentage of adolescents who used modern Number of adolescents who used modern
Contraception at First Sex contraception at first sex/ Total
respondents * 100

Percentage of adolescents who used modern Number of adolescents who used modern
Contraception in subsequent sexual contraception in subsequent sexual
encounters encounters / Total respondents * 100

Incidences of pregnhancy among adolescents Number of adolescents who reported
pregnancy / Total respondents * 100

STI infections among adolescents Number of adolescents who reported STls
infections / Total respondents * 100

Percentage of adolescents who were treated Number of adolescents treated for STIs /

for STls Total respondents * 100

Percentage of adolescents who had ever number of adolescents who have ever

sought sexual and reproductive health sought sexual and reproductive health

services services / Total respondents * 100

Source: Modified from WHO, 2012; WHO, 2018

3.3.3.3 Sampling Frame

An updated database of student population was obtained from the respective

schools for use in developing the sampling frame from which the study sample would
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be obtained. The total student population in the five schools was 1,542. See Table 3.4

below for the population of each school.

Table 3.4: School Population

School / Supervision Area | Type Total Population | Males | Females | Sample
School 1 Mixed 400 180 220 19
School 2 Mixed 292 131 161 19
School 3 Boys only 318 318 0 19
School 4 Girls only 321 0 321 19
School 5 Girls only 211 0 211 19
Total 1,542 629 913 95

Source: Adapted from School Databases

In each of the 5 supervision areas, 19 students were identified by random
sampling providing a sample size of 95 for the entire study area. The random selection
ensured that each student had an equal chance of being included in the sample. As a
rule of thumb, a sample of 19 in LQAS provides a statistical confidence interval of +10
which was sufficient for the study. In addition, 19 is the smallest sample size that allows

for a confidence level of 90 percent for all the possible targets or benchmarks.

a. Confidence Interval and Confidence Level

The certainty with which one can report results is called a confidence interval. It
provides the lower and upper thresholds of coverage of a given indicator. On the other
hand, the confidence level provides the certainty with which results of the entire
population could be reported. As noted in the previous section, the sample size of 19
used in LQAS provides a statistical confidence interval of £10 and a confidence level
of 90 percent (CORE Group, 2008). This meant that the study was 90 percent certain

that the true percentage of the population depicting a certain characteristic lied within
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the range of values +10 the average coverage calculated for that indicator. A wider
confidence interval was necessary to provide more room for ensuring that if the entire
population was surveyed, their responses would fall within this range. This confidence
interval was used to calculate the confidence limits for each of the indicators. The
confidence interval provided the lower and upper thresholds (confidence limits) for
each indicator. An indicator whose coverage was below the lower threshold was
considered unacceptable and therefore the study area marked as a priority for
interventions targeting that particular indicator. A coverage was considered acceptable

if it fell between the thresholds (Valadez, 2010).

In each of the supervision areas, a sample size of 19 was used. Since this was
smaller than 30, which is the standard sample size for a normal distribution (Z-score),
and the population standard deviation was unknown, the Student’s t-distribution was
used as the critical value to calculate the confidence interval. Based on the confidence
level (C =90 percent) and the degrees of freedom (19-1), the t-distribution critical value
from the t-distribution table was 1.734. In the table, r represents degrees of freedom and
a=(1-C)/2. That s, a is given by subtracting the decimal form of the confidence level

(0.9) from 1 and dividing by 2 (See Annex 5).

1-c
“=

Therefore a = % =0.05

For each of the indicators, the following formula was used to calculate the confidence

interval.

S

Confidence Interval = x (bar) F t * =
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Where:  x (bar) = sample mean

t = critical value of the t-distribution

s = sample standard deviation

n = sample size

3.3.3.4 Determining the Decision Rule

For each of the indicators, an average coverage was calculated based on the
correct responses for that particular indicator. Using the confidence interval (£10), the
confidence limits were determined for the indicator. From the LQAS table of decision
rule, the intersection between the sample size and the average coverage provided the
decision rule. The decision rule varied from one indicator to the other based on the
average coverage. To classify the study area as having met the target, it needed to have
equal to or more correct responses than the decision rule. If the area fell below the
decision rule, it was considered a priority area for sexual and reproductive health
education and services (Harding, et al., 2017). In other words, if the decision rule for a
given indicator was not met, it meant that the average benchmark was also not reached
(CORE Group, 2008). All the supervision areas had the same sample size of 19 to
reduce bias. A decision rule was used to determine whether the study area met the

coverage benchmark or not (Valadez, 2010). See Annex 4 for Decision Rule Tables

3.3.4 Rationale for the Use of LQAS

As a sampling methodology, LQAS uses a small sample to assess and provide an
accurate and reliable measure of coverage at the level of the catchment or study area.

In a baseline assessment as in this study, LQAS was used identify priority areas of
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ASRH and to establish the baseline situation against which performance on key
indicators could be measured. In monitoring and evaluation, the method was used to
identify underperforming supervision areas in terms of the average coverage of sexual

and reproductive health (NCPD, 2012).

In this study, LQAS was used to generate baseline data that would inform future
programme design, monitoring and evaluation; enhance development of indicator
targets; mark SRH priority areas for action; provide the average coverage of indicators
as well as help identify the target groups for future programmes and interventions (MSH

STAR-E LQAS, 2012).

The use of a sample of 19 was based on the fact that larger samples in LQAS do
not increase the precision of results but they increase the costs and time taken to gather
data. The study method also resulted in estimations of the average coverage for the
entire study/catchment area. Specifically, the sample was considered good for setting
priorities on knowledge and practice of sexual and reproductive health (MSH STAR-E

LQAS, 2012).

The conclusions made in this study were made for the entire study/catchment area
rather than individual supervision area. Being a baseline study, the intention was to
identify the priority areas of SRH in order to inform the design, implementation and
monitoring and evaluation of future programmes. Practically, a programme cannot be
designed for an individual school and therefore it was unnecessary to make conclusions
based on supervision areas. Rather, programmes are designed and implemented for
catchment areas. Having generated the baseline situation of the entire catchment area,

relevant programmes could be designed and implemented to alleviate the situation.

40



3.3.4.1 Key Concepts in LQAS

The average coverage in this study was calculated as a proportion of the number
of adolescents who responded correctly to a question. The decision rule determined the
extent to which the study area was able to reach the average coverage or whether it was

below the coverage.

3.4 Selection of Participants and Unit of Analysis

The students acted as the unit of analysis for the study. All students in Form One
to Form Four were eligible for sampling. However, the Form Fours were excluded from
the study as they were in their final days of revising for the national examinations to
allow them ample time for revision. The total population in each school and Form was
obtained from schools prior to sampling. A sample size of 19 was required in each
school and was distributed to all Forms proportionate to the population size. To ensure
representativeness and reduce biases, the sample was obtained randomly. A ballot box
with coloured and uncoloured cards equal to student population in each Form was used.
The coloured cards represented the required sample. Students were asked to pick the
cards without prior knowledge of the meaning of the colours. At the end of the exercise,
those with coloured cards were asked to move forward to form the study sample. In
case any of the students in the sample declined to participate, a replacement was found

from the remaining population.

3.5 Measurement of Variables

The key variables were measured using indicators. Three categories of
indicators were established and specific indicators developed for purposes of

measurement. Knowledge levels were also measured on a scale ranging from minimum
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to maximum (Sidze, et al., 2017). Attitudes, on the other hand, were measured using a
3-point scale (Wingood, et al., 2001). Behaviour or practice was measured using
frequencies to determine the proportion of respondents who responded in a particular
way. For example, frequencies on adolescents who had experienced sex or those that

reported using contraceptives.

3.6 Instrument Development and Data collection

The assessment used a self-administered questionnaire as the instrument for
data collection. Questions and themes in the questionnaire were drawn from multiple
instruments that have been used to assess various aspects of sexuality education. Based
on the focus of the study, the instrument addressed knowledge, attitudes and practice
on key areas of SRH including reproductive anatomy, contraceptives, HIV and other
STIs, and relationships. For the study, knowledge assessed the extent to which
individual adolescents had knowledge of SRH concepts. It included local knowledge
and beliefs, and knowledge of SRH services. Attitudes characterized individual’s
feelings and inclinations towards SRH. Practice documented actions and behaviours

related to SRH.

With the approval from the University of Nairobi, the Sub-County Education
Office was contacted to authorise the study. Principals of the targeted schools were
contacted by phone to introduce the study and solicit participation. Upon consent, a
date for the research was set in which research assistants would conduct the survey. On
the date of the survey, an assent form was presented to the Principals or Guidance and
Counselling Teachers to read and voluntarily assent to the participation of their
students. Prior to the survey, informed consent and assent was sought from all

participants. To ensure confidentiality and anonymity, principals and teachers did not
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know the students that completed the survey, and all information was treated with
utmost respect and confidentiality with no one outside the research team being allowed

access.

3.7 Data Management and Analysis

After collection, the questionnaires were checked for completeness. To a large
extent, the data obtained was quantitative. Hand tabulations of the data was conducted
for each of the 17 key indicators and based on the Supervision Areas (SAs). This
established the average coverage, confidence intervals and confidence levels for each
of the indicators. Observations were made to see which SAs had reached the average
coverage by meeting the decision rule for the indicator. The remaining data was entered
into Excel, cleaned and checked for inconsistencies and then transferred into the

Statistical Package for the Social Sciences (SPSS) Version 20 for further analysis.

The Chi square test was run to determine the factors that were associated with SRH
knowledge, attitudes and practice. The basic requirements for running the test were
observed as follows. The first step was to state the null hypotheses for testing. In all the
cases tested, the null hypotheses would state that no association existed between and
among the variables in question. The confidence level was determined at 95 percent (o
=0.05) at which level the Chi (y?) square critical value was 3.84. The decision rule was
stated to provide the conditions under which the null hypotheses would be rejected or
fail to reject. In this case, if the P value was less than alpha (a = 0.05), the null
hypothesis was rejected, which would mean that there was an association between or
among the variables in question. However, if the P value was greater than alpha (o =
0.05), then the null hypothesis was not rejected, meaning that the sample data did not

provide sufficient evidence to prove an association and rejection of the null hypothesis.
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3.8 Reliability Analysis

A check of reliability of the survey instrument and the scale used was conducted
to check consistency and reliability of the results. There are several measures of
reliability. However, according to Zumbo & Rupp (2004), alpha is the most common
reliability index that is used for social sciences. The Cronbach’s alpha uses the Pearson
correlation matrix to estimate the reliability of survey instruments that use Likert-scale
responses. Being a correlation-based statistic, it assumes a continuous data set. Its
values range from 0 to 1, where higher values denote higher reliability. Values between

.6 and .7 are considered acceptable but below that is questionable.

To calculate Cronbach’s alpha, the score for each scale item is correlated with
total score for each observation. The score is then compared to score variance of all
individual items. If the items on the scale are independent of each other, then the value
of alpha is zero (alpha = 0). However, high covariation between items results in an
alpha value close to 1, with an increase in scale items. A high value of alpha indicates
shared covariance and a likelihood that the same concept is being measured by items in
the scale. In this study, Cronbach’s alpha was used to assess the reliability of items on
a 3 point Likert scale. The coefficient measured attitudes on condom use and gender

relations. A high score indicated positive attitudes towards the particular concept.

A similar test of reliability was conducted for the survey items that used the
YES/NO responses, in other words, dichotomous sets of responses using the Kudar-
Richardson 20 (KR-20) formula. The formula creates a coefficient of reliability for
dichotomous responses. However, for three or more levels of response sets, KR-20
cannot be used. In SPSS, the analysis is run the same way as the Cronbach’s alpha. Just

like Cronbach’s alpha, its values range from 0 to 1, with values tending towards 1 being
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more favourable. A value from 0.7 is usually acceptable and interpreted as showing that
the survey instrument is reliable. Below is the basic interpretation of the Cronbach’s

alpha and KR-20 values (Gliem & Gliem, 2003)

Table 3.5: Interpretation of Cronbach’s Alpha and KR-20

Value of alpha and KR-20 Interpretation
> .9 Excellent

> .8 Good

> .7 Acceptable

> .6 Questionable
> .5 Poor

<.5 Unacceptable

Sgurce: Modified from Gliem & Gliem, 2003
3.9 Ethical Considerations

Given that the study covered a population that is internationally categorised as
minors, it was important that the researcher observed and adhered to the established
guidelines (World Health Organisation, 2003). Usually, parental or guardian consent is
required when undertaking research with minors. However, since the study focused on
in-school adolescents, school authorities were considered the rightful guardians with
sufficient authority to consent to the study. Written informed consent from the

adolescents was also obtained, further emphasizing the confidentiality of information.
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CHAPTER FOUR: RESULTS ON ADOLESCENTS’ SEXUAL

AND REPRODUCTIVE HEALTH

4.1 Introduction

This chapter provides statistical presentation and analysis of the data collected
based on the indicators of focus as outlined in the methodology section. The data has
been presented in tables and figures with summaries being given for each table and
figure. The study targeted 110 youths. Although the expected sample was 95
respondents, a non-response rate of 10percent was allowed to ensure that the required
sample was attained. A total of 104 questionnaires were returned representing a
response rate of 95 percent. However, 9 questionnaires were incomplete and thus
discarded. The 95 respondents (91 percent of the returned questionnaires) were
sufficient for the five supervision areas based on the requirements of Lot Quality

Assurance Sampling (LQAS) methodology which was used for the study.

4.2 Background Characteristics of Adolescents in the Study

This study analysed SRH needs of in-school adolescents. The background
characteristics were analysed for the entire study area. It was necessary to provide a
background to their demographic characteristics to provide a clear picture of the group
that was involved in the study. This section presents the basic characteristics such as
sex of respondents, age, and type of school they attended among others. See Table 4.1
below for details. The total number of respondents was 95: 48.4 percent males and 51.6
percent females. The age of the respondents was between 15 and 19 years. Ages 15-17

represented 68.4 percent as the majority in secondary schools.
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Table 4.1: Distribution by Background Characteristics of Adolescents

Characteristic N %
Sex of respondent Male 46 48.4
Female 49 51.6
Age of respondent (Years) | 15— 17 65 68.4
18-19 30 31.6
Type of school Day 61 64.2
Boarding 34 35.8
School composition Mixed (boys & girls) 38 40
Boys only 20 21.1
Girls only 37 38.9
Religion Catholic 42 44.2
Protestant and Evangelical Churches | 49 51.6
Other 4 4.2
Parents of Respondents One or none alive 24 25.3
Both parents alive 71 74.7
Household head Parent 67 70.5
Grandparent 16 16.8
Others 12 12.7

Ages 18-19 represented 31.7 percent. In the area, majority of the schools are day
schools. As such, 64.2 percent of the respondents were day-scholars and 35.8 percent
boarding school students. In terms of composition, 40 percent of the respondents came
from mixed schools, 21.1 percent from boys’ only schools and 38.9 percent from girls’
only schools. In terms of religion, 44.2 percent were Catholics; Protestant and
Evangelical churches represented 51.6 per cent; and 4.2 percent other religions. In
general, Christians represented the highest percentage at 95.8 percent indicating a
Christian-dominated region. About 74.7 percent of the respondents had both parents

while 25.3 percent had either one or none of the parents. About 70.5 percent of the
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households were headed by parents, 16.8 percent by grandparents and 12.7 percent by

others including relatives and siblings.

4.3 Results of Lot Quality Assurance Sampling (LQAS) Analysis

The coverage indicators that were used in this study were considered appropriate
proxies for the monitoring of Sexual and Reproductive Health Programmes for
adolescents. As described in Section 3.3.3.2 on indicator selection, three categories of
indicators were analysed: 1) adolescents’ knowledge of sexual and reproductive health;
i1) adolescents’ attitudes towards sexual and reproductive health; and iii) adolescents
sexual and reproductive health practice. In each the first category, indicators on
knowledge of contraception, HIVV and STIs were identified. The second category
identified indicators on attitudes such as attitudes towards HIV and premarital sex. In
the third category, sexual practices were analysed in details including whether

adolescents had sex and the age at first sex among others.

Using Lot Quality Assurance Sampling (LQAS), data was analysed per
supervision areas and conclusions made using the decision rule and average coverage.
As cited in Section 3.3.3.3 on Decision Rule, the measure is used in LQAS to determine
areas of high performance on the given indicators and those of low performance. In this
analysis, the decision rule was used to determine the number of adolescents who met
the average coverage on the specified indicators. In each of the tables on the indicators,
the average coverage refers to the percentage of adolescents who provided correct
responses to a given indicator for the entire study area. The decision rule is the cut off
mark that determines whether a supervision area (SA) has reached the average coverage
estimated for the study area. The confidence interval (plus or minus value) in the table

represents the margin of error while confidence limits (for instance 59.4 — 77.4)
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represents the range of values within which the results would fall if the entire population was

surveyed.

4.3.1 Adolescents’ Knowledge of Sexual and Reproductive Health

In this category, the study estimated knowledge of sexual and reproductive

health in each of the five supervision areas.

4.3.1.1 Adolescents Knowledge of Modern Methods of Contraception

Knowledge is among the major driving forces of action (Allen, 2013). It is out
of knowledge that one can make a wise decisions in a given situation. Improvement in
knowledge of sexual and reproductive health knowledge among adolescents is a major
step towards realizing desirable SRH outcomes for the group. This indicator estimated
the percentage of adolescents who had knowledge of two or more methods of
contraception. In Table 4.2 below, the study estimated that about 68 percent of

adolescents had knowledge of 2 or more modern methods of contraception.

Table 4.2: Adolescents’ Knowledge Modern Methods of Contraception

Catchment Area Average coverage Confidence
= Interval
68.4 % +9

Decision Rule | 11 59.4-77.4

Supervision Area Sample Size | Correct responses Meets decision rule

SA 1 - Mixed School 19 10 154 No

SA 2 - Mixed School 19 12 18.5 Yes

SA 3 - Boys School 19 15 23.1 Yes

SA 4 - Girls School 19 14 215 Yes

SA 5 - Girls School 19 14 215 Yes

Total 95 65 100
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This was the average coverage for the entire study/catchment area. Using the
confidence limits established by the confidence interval (+ 9), a survey of the entire
population would produce a coverage estimate between 59.4 and 77.4 percent. According to
Table 4.2, supervision area (SA) 1 was below average coverage. Supervision areas
(SAs) 2, 3, 4 and 5 reached the average coverage meaning that in 80 percent of the SAs,
the average coverage was met. In terms of the percentage, 15.4 percent in SA1; 18.5
percent in SA2; 23.1 percent in SA3; 21.5 percent in SA4 and SA5, reached the average
coverage. SA 3, which was a boys’ school, had the highest number of adolescents with
knowledge of contraception. Therefore, 70 percent of adolescents in these SAs had

knowledge of 2 or more methods modern contraception.

In Figure 4.1 below, the indicator was disaggregated by sex of respondents. It
showed that 46.2 percent of male adolescents had knowledge of 2 or more methods of
modern contraception, while female adolescents accounted for 53.8 percent. This
portrays female adolescents as having better knowledge of modern contraception

compared to men.

100
80
60
40

Frequency/Percent

20

Male Female Total
Sex of Respondent

= Frequency = Percent

Figure 4.1: Adolescents Knowledge of Modern Methods of Contraception
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4.3.1.2 Adolescents with Knowledge Sources of Modern Contraception

This indicator measured knowledge of sources of modern contraception. The

average coverage was 52.6 percent for the entire catchment area (CA). Using the

confidence limits established by the confidence interval (+ 9.7), a survey of the entire

population would produce a coverage estimate between 42.9 and 62.3 percent. See Table 4.3

below.

Table 4.3: Adolescents Knowledge of Sources of Modern Contraception

Catchment Area Average coverage Confidence
= Interval
52.6 % +9.7

Decision Rule 8 42.9-62.3
Supervision Area Sample Size | Correct responses Meets decision rule
SA1 - Mixed School 19 9 18 Yes
SA2 - Mixed School 19 7 14 No
SA3 - Boys School 19 14 28 Yes
SA4 - Girls School 19 8 16 Yes
SAG5 - Girls School 19 12 24 Yes
Total 95 50 100

According to Table 4.3 above, 80 percent of the SAs reached the average

coverage with SA 2 falling below the coverage. Eighteen (18) percent of those with

knowledge of source of contraception came from SA 1; 14 percent from SA 2; 28

percent from SA 3; 16 percent from SA 4; and 24 percent from SA 5. Supervision area

3, a boys’ school had the highest number of respondents who knew 2 or more sources

of modern contraceptive methods.

Figure 4.2 below also provided the coverage estimates disaggregated by sex of

respondents.
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Figure 4.2: Adolescents’ Knowledge of Sources of Modern Contraception

In Figure 4.2 above, males and females had equal knowledge of the sources of
modern contraception methods as each accounted for 50 percent. However, it would
have been expected that more females would know the sources as they portrayed better

knowledge of the methods.

4.3.1.3 Adolescents with Knowledge of Ways of HIV Transmission

This indicator measured adolescents’ knowledge of HIV transmission. They
were required to identify at least two body fluids that carry the HIV virus (blood, sexual
fluids, and breast milk). The average coverage for the catchment area was 95.8 percent.
Using the confidence limits established by the confidence interval (x 3.9), a survey of
the entire population would produce a coverage estimate between 91.9 and 99.7 percent.

See Table 4.4 below.
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Table 4.4: Adolescents Knowledge of Ways of HIV Transmission

Catchment Area Average coverage Confidence
= Interval
95.8 +3.9
Decision Rule - 16 » 91.9-99.7
Supervision Area Sample Correct responses Meets
Size decision rule
SA1 - Mixed School 19 18 19.8 Yes
SA2 - Mixed School 19 18 19.8 Yes
SA3 - Boys School 19 19 20.9 Yes
SA4 - Girls School 19 18 19.8 Yes
SA5 - Girls School 19 18 19.8 Yes
Total 95 91 100

From Table 4.4 above, all the supervision areas reached the average coverage

by surpassing the established decision rule. Out of the 91 respondents who were able to

identify 2 or more ways of HIV transmission, 19.8 percent came from SA 1 and SA 2

each; 20.9 percent came from SA 3; and 19.8 percent came from SA 4 and SA 5 each.

For this indicator also, SA3 demonstrated highest knowledge of HIV transmission as

all the respondents were able to identify 2 or more ways.

In Figure 4.3 below, disaggregation was done by sex of respondent to find out

who between male and female adolescents were more knowledgeable of HIV

transmission.
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Figure 4.3: Adolescents Knowledge of Ways of HIVV Transmission

From Figure 4.3 above, females (51.6 percent) demonstrated higher knowledge
of HIV transmission than males (48.4 percent). However, their knowledge levels were

proportional to the sample in each category

4.3.1.4 Adolescents Knowledge of HIV Status

The study also investigated the knowledge of one’s HIV status as one of the key
health information that any person should have knowledge of. According to Table 4.5
below, the average coverage was estimated at 88.4 percent with a decision rule of 15.
Using the confidence limits established by the confidence interval (+ 6.2), a survey of

the entire population would produce a coverage estimate between 82.2 and 94.6 percent.

The results show that 80 percent of the SAs reached the average coverage but
SA 1 did not. All respondents in SA 2 reached the average coverage indicating that

participants in this SA were keen to know their statuses.
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Table 4.5: Adolescents who knew their HIV Status

Catchment Area Average coverage Confidence
= Interval
88.4 +6.2
Decision Rule | 15 v 82.2-94.6
Supervision Area Sample Correct responses Meets
Size decision rule
SA1 - Mixed School 19 14 16.7 No
SA2 - Mixed School 19 19 22.6 Yes
SA3 - Boys School 19 17 20.2 Yes
SA4 - Girls School 19 16 19.0 Yes
SA5 - Girls School 19 18 21.4 Yes
Total 95 84 100.0

In terms of percentages, 16.7 percent of adolescents who reported knowledge

of their HIV status came from SA1; 22.6 percent from SA 2; 20.2 percent from SA 3;

19 percent from SA 4 and 21.4 percent from SA 5. Supervision areas 2, 3 and 5

indicated higher levels of knowledge of HIV status compared to SA 4 and 1.

In figure 4.4 below, the indicator was disaggregated by sex of respondent
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Figure 4.4: Percentage of Adolescents with Knowledge of HIV Status
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From the figure, females demonstrated higher knowledge of HIV status than
male respondents. In other words, females (52.4 percent) were keener to find out their

HIV status compared to males (47.6 percent).

4.3.1.5 Adolescents’ Knowledge of Sexually Transmitted Infections (STIs)

This indicator measured the adolescents’ knowledge of STIs. The two main
ones included for the study were Syphilis and Gonorrhoea. The average coverage for
the indicator was 69.5 percent. Using the confidence limits established by the
confidence interval (£9), a survey of the entire population would produce a coverage

estimate between 60.5 and 78.5 percent. See Table 4.6 below.

Table 4.6: Adolescents Knowledge of Sexually Transmitted Infections (STIs)

Average coverage Confidence
Catchment Area A Interval
69.5 % +9
Decision Rule | 12 60.5-78.5
Supervision Area Sample Size | Correct responses Meets decision rule
SA1 - Mixed School 19 14 21.2 Yes
SA2 - Mixed School 19 12 18.2 Yes
SA3 - Boys School 19 14 21.2 Yes
SA4 - Girls School 19 17 25.8 Yes
SAG5 - Girls School 19 9 13.6 No
Total 95 66 100

From Table 4.6, all the supervision areas except one (SA 5) met the average
coverage. SA 5 fell significantly below the average coverage. Interventions could focus
more on providing knowledge in this supervision area to improve the status. In terms
of percentage, the best performing SA in terms of reaching the average coverage was
SA 4 (25.8 percent); followed by SA 3 and SA 1 (21.2 percent; SA 2 (18.2 percent) and

lastly SA 5 (13.6 percent) which was the least performing.

56



Figure 4.5 below disaggregated the indicator by sex of respondents.

- 100
C
§ 100
[«5]
% 455 % 54.5
- “
[«D)
=)
3
r 0
Male Female Total

Sex of Respondent

® Frequency = Percent

Figure 4.5: Adolescents Knowledge Sexually Transmitted Infections (STIs)

From figure 4.5 above, 45.5 percent of males had knowledge of the two main
STlIs affecting both males and females; while 54.5 percent of females had the same
knowledge. For this indicator, females had better knowledge compared to male

respondents.

4.3.1.6 Adolescents Knowledge of Symptoms of Sexually Transmitted Infections

(STIs)

In this indicator, the study sought to estimate the levels of knowledge of STIs
so as to inform health seeking decisions among adolescents. The study provided a list
of symptoms that occur in males and females that would signal an abnormality in the
sexual and reproductive system. Analysis was based on identification of at least two
symptoms of STIs in both males and females. The average coverage for this indicator
was 28.4 percent in the entire catchment area. Using the confidence limits established
by the confidence interval (x 8.8), a survey of the entire population would produce a

coverage estimate between 19.6 and 37.2 percent. See Table 4.7 below.
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Table 4.7: Adolescents’ Knowledge of Symptoms of Sexually Transmitted
Infections (STIs)

Catchment Area Average coverage | % Confidence
= Interval
28.4 +8.8

Decision Rule | 3 19.6 - 37.2
Supervision Area Sample Size | Correct responses Meets decision rule
SA1 - Mixed School 19 4 14.8 Yes
SA2 - Mixed School 19 5 18.5 Yes
SA3 - Boys School 19 3 111 Yes
SA4 - Girls School 19 9 33.3 Yes
SAS5 - Girls School 19 6 22.2 Yes
Total 95 27 100.0

From the Table, all the supervision areas reached the average coverage. The
highest percentage of respondents with such knowledge was recorded in SA 4 (33.3
percent); followed by SA 5 (22.2 percent); SA 2 (18.5 percent); SA 1 (14.8 percent);
and lastly SA 3 (11.1 percent). Although the average coverage was met in all the

supervision areas, the average coverage was low.

In figure 4.6 below, the indicator was disaggregated by sex of respondents for

the entire catchment area.
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Figure 4.6: Adolescents’ Knowledge of Symptoms of Sexually Transmitted

Infections (STIs)
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From Figure 4.6 above, females (77.8 percent) demonstrated better knowledge
of symptoms of STIs compared to males (22.2 percent). Males had significantly low
levels of knowledge of the symptoms of STIs which would further affect their health-
seeking behaviour. Future interventions could focus on involving males more to ensure

they get access to accurate information.

4.3.1.7 Categorization of Adolescents’ Knowledge of Sexual Health

In this section, a summary of knowledge levels according to the categories
adopted and modified from Sidze (2017) is provided. Three categories are given where
minimum represents knowledge of one of the items in the list, adequate represents
knowledge of two or more but not all, while high/maximum level represents knowledge

of all the items in the list. See Table 4.8 below.

Table 4.8: Categories of Adolescents’ Knowledge of Sexual Health

Knowledge Categories Knowledge Levels
Minimum Adequate Maximum
% N % N % N
Modern Contraception 31.6 30 46.3 44 22.1 21
Source of Modern Contraception 40.0 38 52.6 50 7.4 7
HIV Transmission 4.2 4 30.5 29 65.3 62
Sexually Transmitted Infections 23.2 22 69.5 66 7.4 7
Symptoms of STls 62.1 59 28.4 27 9.5 9

From Table 4.8 above, 31.6 percent of the respondents had minimum
knowledge of modern methods of contraception; 46.3 percent had adequate; and 22.1
percent had maximum knowledge. On the source of modern contraception, 40 percent
had minimum knowledge; 52.6 had adequate; 7.4 percent had maximum knowledge.
Knowledge of HIV transmission was estimated at 4.2 percent having minimum

knowledge; 30.5 percent had adequate knowledge; and 65.3 percent had maximum
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knowledge. Knowledge of STIs was estimated at 23.2 percent having minimum
knowledge; 69.5 percent had adequate knowledge; and 7.4 percent had maximum
knowledge. The category with least knowledge was symptoms of STIs where majority
of the respondents (62.1 percent) had minimum knowledge; 28.4 percent had adequate

knowledge; while 9.5 percent had maximum knowledge.

4.3.2 Adolescents’ Attitudes towards Sexual and Reproductive Health

This indicator investigated and measured the attitudes towards sexual and
reproductive health. Two areas of interest were investigated: attitudes towards HIV;
and attitudes towards abstinence and premarital sex. Positive attitudes were

summarized at the supervision area level as negative attitudes were too low for LQAS.

4.3.2.1 Adolescents Positive Attitudes towards HIV

This indicator estimated the positivity of respondents towards people living with
HIV as well as a situation where they would test positive for HIV. The average coverage
was 98 percent. This meant that 98 percent of the respondents would accept and
embrace a HIV positive friend or their own results. Using the confidence limits
established by the confidence interval (x 2.8), a survey of the entire population would

produce a coverage estimate between 95.1 and 100 percent. See Table 4.9 below

From Table 4.9, all the supervision areas met the average coverage indicating
that majority of the adolescents would embrace a HIV positive situation either for self
or a friend. The highest coverage was observed in SAs 3, 4 and 5 (20.4 percent) while
SAs 1 and 2 had 19.4 percent of the respondents reaching average coverage. None the

less, the indicator seemed well covered in the study area.

60



Table 4.9: Adolescents’ Positive Attitudes towards HIV

Average coverage Confidence
Catchment Area ) Interval
97.9 % +28

Decision Rule | 16 95.1-100
Supervision Area Sample Size | Positive Attitudes Meets decision rule
SAL1 - Mixed School 19 18 19.4 Yes
SA2 - Mixed School 19 18 19.4 Yes
SA3 - Boys School 19 19 20.4 Yes
SA4 - Girls School 19 19 20.4 Yes
SA5 - Girls School 19 19 20.4 Yes
Total 95 93

In Figure 4.7 below, disaggregation was made by sex of respondents to compare
the sex with more favourable attitudes. Interestingly, the responses were proportional
to sample size although females demonstrated more positive attitudes (51.6 percent)

while males had (48.4 percent).
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Figure 4.7: Adolescents’ Positive Attitudes towards HIV
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4.3.2.2 Adolescents Positive Attitudes towards Abstinence and Premarital Sex

This indicator measured the percentage of adolescents who felt that abstinence
was a virtue by responding that premarital sex is wrong. This was necessary to predict
the future of the adolescents in regards to sexual behaviour. For the indicator, the
average coverage was 42.1 percent indicating that less than half of the adolescents in
the study area were abstaining at the time of the study. With the confidence interval of
+ 9.6, a survey of the entire population would have an average coverage between 32.5

and 51.7 percent. See Table 4.10 below.

Table 4.10: Adolescents’ Positive Attitudes towards Abstinence

Average coverage Confidence
Catchment Area A Interval
42.1 % +9.6

Decision Rule | 6 325-517
Supervision Area Sample Size | Correct responses Meets decision rule
SA1 - Mixed School 19 5 12.5 No
SA2 - Mixed School 19 7 17.5 Yes
SA3 - Boys School 19 8 20 Yes
SA4 - Girls School 19 12 30 Yes
SAG5 - Girls School 19 8 20 Yes
Total 95 40 100

From the table, 4 out of 5 supervision areas met the average coverage but one
(SA 1) did not. The highest percentage of abstinence was recorded in SA 4 (30 percent),
a girls’ school, followed by SA 3 and 5 (20 percent each). Supervision area 2 had 17.5
percent of the respondents demonstrating positive attitudes towards abstinence while

the least (12.5 percent) were observed in SA 1.

Attitudes we compared between males and females as in Figure 4.8 below.
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Figure 4.8 Adolescents Positive Attitudes towards Abstinence and Premarital Sex

From Figure 4.8 above, more females (67.5 percent) portrayed positive attitudes
towards abstinence compared to their male counterparts (32.5 percent). In other words,

more females demonstrated the willingness to abstain unlike the male adolescents.

4.3.3 Adolescents’ Sexual and Reproductive Health Practice

This category of indicators investigated the sexual and reproductive health
behaviour of adolescents in the catchment/study area. The importance of this section
was to help explore the risks and safety of adolescents in terms of sexual and
reproductive health and to identify priority areas that would need to be addressed to
ensure their health is not compromised. Unlike the previous indicators, higher coverage
in most of SRH practice indicators indicated a risky situation that would call for action.

Nine indicators were selected for investigation.

4.3.3.1 Adolescents’ Engagement in Opposite Sex Relationships

This indicator aimed at predicting the possibility of sexual experience among
adolescents. It is common belief that the exposure to opposite sex relationships
increases the chances of engaging in premarital sex. Adolescents who had engaged in

relationships were more likely to have engaged in sex compared to those who had not.
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For this indicator, the average coverage was 83.2 percent which meant that over 80
percent of the adolescents had been exposed to the risks of premarital sex. With the
confidence interval of + 7.3, a survey of the entire population would have an average

coverage between 75.9 and 90.5 percent. See Table 4.11 below.

Table 4.11: Adolescents in Opposite Sex Relationships

Average coverage Confidence
= Limits
Catchment Area
83.2 % 7.3
Decision Rule 14 75.9-90.5
Supervision Area Sample Size | Correct responses Meets decision rule
SAL1 - Mixed School 19 17 21.5 Yes
SA2 - Mixed School 19 16 20.3 Yes
SA3 - Boys School 19 14 17.7 Yes
SA4 - Girls School 19 16 20.3 Yes
SA5 - Girls School 19 16 20.3 Yes
Total 95 79 100

From Table 4.11 above, all the supervision areas met the average coverage. This
implied that majority of the adolescents in the five SAs included in this study had been
exposed to sexual risks. The highest coverage was observed in SA 1 (21.5 percent);
SAs 2, 4, and 5 tied at 20.3; percent while SA 3 had the least number of adolescents

who had engaged in relationships.

A comparison was also made between male and female respondents to also

estimate the risks associated with each sex of the respondent. See Figure 4.9 below.
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Figure 4.9: Adolescents in Opposite Sex Relationships

The results of Figure 4.9 showed that females (50.6 percent) were more exposed
to relationships compared to 49.4 percent among males. In the following indicator,
actual sexual experience was explored to delineate exposure from the actual

engagement.

4.3.3.2 Percentage of Adolescents who have had Sexual Intercourse

Besides exploring the exposure to early sex, it was necessary to find out the
actual engagement in sex. This indicator provided the percentage of adolescents who
had engaged in sexual intercourse at the time of this study. In Table 4.12 below, the
average coverage was 57.9 percent. With the confidence interval of + 9.6, a survey of

the entire population would have an average coverage between 48.3 and 67.5 percent.

From Table 4.12, all the supervision areas except one (SA 4) reached the
average coverage. This meant that 57.9 percent of the adolescents in all the SAs had
engaged in sex except SA 4. The highest coverage was observed in SA 1 (25.5 percent);
21.8 percent in SA 2; 20 percent in SAs 3 and 5; while the least was observed in SA 4

(12.7 percent).
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Table 4.12: Percentage of Adolescents who have had Sex

Catchment Area Average coverage | % Confidence
= Interval
57.9 9.6
Decision Rule | 9 48.3 -67.5
Supervision Area Sample Size | Correct responses Meets decision rule
SA1 - Mixed School 19 14 25.5 Yes
SA2 - Mixed School 19 12 21.8 Yes
SA3 - Boys School 19 11 20.0 Yes
SA4 - Girls School 19 7 12.7 No
SA5 - Girls School 19 11 20.0 Yes
Total 95 55 100

Although exposure to sexual risk seemed to correlate with the engagement in
the actual act, this was not true for SA 4 where 20.3 percent were involved in
relationships but only 12.7 percent had sex. For all the other SAs, there seemed to be a
relationship between these variables. Interestingly, SA 1 had consistently low
knowledge levels of modern contraception yet the rate of sexual behaviour was the

highest.

In Figure 4.10 below, a disaggregation by sex of respondent was made to

estimate the sex at higher risks of unfavourable sexual outcomes.
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Figure 4.10: Percentage of Adolescents who have had Sex
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From Figure 10 above, 60 percent of the males and 40 percent of the females
had engaged in sexual intercourse. Although more females (50.6 percent) were engaged
in relationships compared to 49.4 percent males, fewer ended up engaging in sexual
intercourse. This could imply a substantially high level of self-control among females
compared to male adolescents. Better knowledge of the risks associated with early sex
such as knowledge of STIs and HIV may also have contributed to higher levels of

abstinence among female adolescents unlike males.

The study also sought to establish the average age at which first sex occurred

among the respondents. The following indicator provides the details.

4.3.3.3 Average Age at First Sex among Adolescents

This indicator aimed at establishing the age at which adolescents were likely to
encounter their first sexual experience. The lowest age recorded was 13 while the
highest was 18. The first step was to average the ages so as to establish the most likely

age at which sex would occur. This was estimated at 15.2 years. See Table 4.13 below.

Table 4.13: Average Age at First Sex among Adolescents

Average coverage Confidence
= Interval
Catchment Area 16.3 % oo
Decision Rule | 7 36.6 - 56
Supervision Area Sample Size | Correct responses Met decision rule
SA1 - Mixed School 19 10 22.7 Yes
SA2 - Mixed School 19 9 20.5 Yes
SA3 - Boys School 19 8 18.2 Yes
SA4 - Girls School 19 7 15.9 Yes
SA5 - Girls School 19 10 22.7 Yes
Total 95 44 100
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Adolescents who had sex between ages 15 and 18 were therefore included in
estimating the coverage for the catchment area. For this indicator therefore, the average
coverage was 46.3 percent. This implied that 46.3 percent of the respondents were
likely to have their first sexual encounter between ages 15 and 18. From Table 4.13
above, all the supervision areas reached the average coverage. This meant that 46.3
percent of those who had sex did so between age 15 and 18 in all the SAs. The highest
coverage was observed in SA 1 and 5 (22.7 percent each); SA 2 (20.5 percent); SA 3
(18.2 percent) and SA 4 (15.9 percent). It was interesting to note that none of the

respondents in SA 4 had sex before age 15.

In Figure 4.11 below, the indicator was disaggregated by sex of respondents so

as to compare the results.
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Figure 4.11: Average Age at First Sex among Adolescents

The results in Figure 4.11 indicate that more males (54.5 percent) had their
average age at first sex at 15 years compared to 45.5 percent females. Females therefore

seemed to have delayed sexual debut compared to males.
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4.3.3.4 Adolescents’ Use of Modern Contraception Method at Fist Sex

Besides measuring knowledge of modern contraception, this indicator also

estimated the accessibility to and affordability of modern contraception methods among

the sexually active adolescents. Use of contraception at first sex would indicate

knowledge of the method, access and affordability, as well as adolescents’ cautious and

checked sexual behaviour. For the indicator, the average coverage was estimated at 40

percent. See Table 4.14 below.

Table 4.14: Adolescents’ Use of Modern Contraception Method at Fist Sex

Catchment Area Average coverage % Confidence
= Interval
40 +9.6
Decision Rule | 5 30.4-49.6
Supervision Area Sample Size | Correct responses Met decision rule
SA1 - Mixed School 19 10 26.3 Yes
SA2 - Mixed School 19 10 26.3 Yes
SA3 - Boys School 19 5 13.2 Yes
SA4 - Girls School 19 4 10.5 No
SAS5 - Girls School 19 9 23.7 Yes
Total 95 38 100

From Table 4.14 all the SAs met the average coverage except SA 4 which was

slightly below the decision rule. The highest coverage was observed in SAs 1 and 2

(26.3 percent each); 23.7 percent in SA 5; 13.2 percent in SA 3; and 10.5 percent in SA

4. The average coverage was met for most of the SAs.

The figure below provides a comparison between the sex of respondents and

use of contraception at first sex.
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Figure 4.12: Adolescents’ Use of Modern Contraception Method at Fist Sex

The results showed that more males (57.9 percent) were able to use a modern
method of contraception at first sexual encounter compared to females (42.1 percent).
Although both males and females demonstrated equal knowledge of the sources of

modern contraception, fewer females were able to use them at first encounter.

4.3.3.5 Adolescents using Modern Contraception in Subsequent Sex

Besides the first time, the study explored the possibility of using contraception
in subsequent experiences to also bring out the extent to which adolescents sexual
behaviour could be considered safer. This indicator had an average coverage of 47.4
percent implying that 47.4 percent of adolescents in the study area were using a

contraception method in the subsequent sexual experiences. See Table 4.15 below.

From the Table, all the SAs reached the average coverage except SA 4 which
fell slightly below the decision rule. Supervision areas 1 and 2 had the highest coverage
(23.9 percent), followed by SA 5 (21.7 percent); SA 3 (17.4 percent); and SA 4 (13

percent).

70



Table 4.15: Adolescents using Modern Contraception in Subsequent Sex

Average coverage Confidence
Catchment Area - Interval
48.4 % 9.7
Decision Rule | 7 38.7-58.1
Supervision Area Sample Size | Correct responses Met decision rule
SA1 - Mixed School 19 11 23.9 Yes
SA2 - Mixed School 19 11 23.9 Yes
SA3 - Boys School 19 8 17.4 Yes
SA4 - Girls School 19 6 13.0 No
SAS5 - Girls School 19 10 21.7 Yes
Total 95 46 100

In Figure 4.13 below, the indicator was disaggregated by sex of respondent to
identify the differences in the usage of contraception. The results showed that more
males (58.7) continued to use modern contraception in their subsequent sexual

encounters compared to their female counterparts (41.3 percent).
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Figure 4.13: Adolescents using Modern Contraception in Subsequent Sex
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4.3.3.6 Indicator 14: Incidences of Pregnancy among Adolescents

This indicator measured the likelihood of pregnancy among the sexually active
adolescents. The average coverage was estimated at 11.6 percent which meant that for
every 100 adolescents who engaged in sex in the study area, 12 got pregnant or their
partners got pregnant by them. In this particular indicator, the decision rule could not
be applied or rather, LQAS could not be used to assess whether a SA had reached
average coverage or not because the coverage was either too low or too high to be
assessed at the supervision area level. On whether the SA met the decision rule or not
was therefore labelled N/A as this could not be assessed (MSH STAR-E LQAS, 2012).

See Table 4.16 below.

Table 4.16: Incidences of Pregnancy among Adolescents

Average coverage Confidence
Catchment Area - % Interval
11.6 6.2
Decision Rule | N/A 54-1738
Supervision Area Sample Size | Correct responses Meets decision rule
SA1 - Mixed School 19 3 27.3 N/A
SA2 - Mixed School 19 0 0.0 N/A
SA3 - Boys School 19 4 36.4 N/A
SA4 - Girls School 19 3 27.3 N/A
SAG5 - Girls School 19 1 9.1 N/A
Total 95 11 100

However, the study calculated the percentages for each of the SA. From Table
4.16 above, SA 3 had the highest incidences of pregnancy (36.4 percent). Despite being
a male school, participants reported high rates of pregnancy among their female
partners. SAs 1 and 4 reported 27.3 percent pregnancy rates while SA 5 had 9.1 percent

rates. No incidence of pregnancy was reported in SA 2.
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In Figure 4.14 below, the indicator was disaggregated by sex of respondents to

determine the rates of pregnancy among males and females.
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Figure 4.14: Incidences of Pregnancy among Adolescents

The results showed that more female adolescents 54.5 percent reported

pregnancy compared to 45.5 percent males. See Figure 4.14 below.

4.3.3.7 Incidences of Sexually Transmitted Infections (STIs) among Adolescents

This indicator estimated the risks of sexually transmitted infections (STIs)
among the sexually active adolescents in the study area. The higher the coverage of the
indicator, the more needy the SA area and therefore marked as priority. For this
indicator, the average coverage was 20 percent. This implied that for every 100
adolescents who engaged in sexual intercourse, 20 of them contracted an STI. See Table

4.17 below.

From Table 4.17, all the SAs except SA 4 reported incidences of STIs as they
met the decision rule. The highest observations were made in SA 1 (47.4 percent);
followed by SA 2 (21.1 percent); SA 3 and SA 5 (15.8 percent each). These areas ought

to be marked as priority areas for interventions against STIs.
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Table 4.17: Incidences of Sexually Transmitted Infections (STIs)

Average coverage Confidence
Catchment Area ) Interval
20 % +7.8

Decision Rule | 1 12.2-27.8
Supervision Area Sample Size | Correct responses Meets decision rule
SA1 - Mixed School 19 9 47.4 Yes
SA2 - Mixed School 19 4 21.1 Yes
SA3 - Boys School 19 3 15.8 Yes
SA4 - Girls School 19 0 0.0 No
SAG5 - Girls School 19 3 15.8 Yes
Total 95 19 100

From Figure 4.15 below, the indicator was disaggregated by sex of respondents.
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Figure 4.15: Incidences of Sexually Transmitted Infections (STIs)

From Figure 4.15, incidences of STIs were highest (73.7 percent) among male

adolescents compared to female adolescents (26.3 percent).
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4.3.3.8 Treatment for Sexually Transmitted Infections (STIs)

Besides noting the incidences of STls, the study investigated the health-seeking
behaviour of the victims of infections. For this indicator, the average coverage was 15.8

percent. See Table 4.18 below.

Table 4.18: Treatment for Sexually Transmitted Infections (STIs)

Average coverage Confidence Interval
Catchment Area ) +7.1
15.8 %
Decision Rule | 1 8.7-229
Supervision Area Sample Size | Correct responses Meets decision rule
SA1 - Mixed School 19 5 33.3 Yes
SA2 - Mixed School 19 4 26.7 Yes
SA3 - Boys School 19 3 20 Yes
SA4 - Girls School 19 0 0 No
SAG5 - Girls School 19 3 20 Yes
Total 95 15 100

All supervision areas reached the average coverage except SA 4. This is because
in the previous indicator, there was no incidence of infection. In terms of percentage,
33.3 percent of those who got infected in SA 1 received treatment; 26.7 percent in SA

2; 20 percent in SA 3 and 5 each.

In figure 4.16 below, the indicator was disaggregated by sex of respondent such
that 73.3 percent of the males and 26.7 percent of females who got infected sought
treatment. Generally, close to 80 percent of those who got infected were able to seek

treatment which was encouraging. See Figure 4.16
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Figure 4.16: Treatment for Sexually Transmitted Infections (STIs)

4.3.3.9 Sexual and Reproductive Health Care and Services Seeking Behaviour of

Adolescents

The last key indicator for the study sought to investigate the healthcare-seeking
behaviour of adolescents in the study area. It investigated whether adolescents had
visited health facilities for reproductive health care and services. The average coverage

for the indicator was estimated at 64.2 (+ 9.3) percent. See Table 4.19 below.

The results showed that all the SAs except SA 3 met the decision rule. SA 3 was
below the decision rule by 2 points. In terms of the percentages, SAs 1 (23 percent) and
SA 5 (24.6 percent) demonstrated the highest coverage in terms of SRH seeking
behaviour. SAs 2 and 4 had 19.7 percent of the respondents going to seek SRH services
while SA 3 had the lowest coverage. Nonetheless, more than half of the respondents

reported having visited health facilities for SRH services. This was encouraging.
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Table 4.19: Adolescents Sexual and Reproductive Health Care and Services

Seeking Behaviour

Average coverage

Confidence Interval

Catchment Area = 9.3
64.2 % 549 -735
Supervision Area | Sample Size Decision Rule | 10 Meets decision rule
Correct responses

SA1 - Mixed School 19 14 23.0 Yes
SA2 - Mixed School 19 12 19.7 Yes
SA3 - Boys School 19 8 131 No
SA4 - Girls School 19 12 19.7 Yes
SA5 - Girls School 19 15 24.6 Yes
Total 95 61 100

100
80
60
40
20

Frequency/Percent

Female
Sex of Respondent

® Frequency = Percent

Total

Figure 4.17: Adolescents’ Sexual and Reproductive Health Care and Services

Seeking Behaviour

Figure 4.17 below shows the indicator disaggregated by sex of respondents.

Female adolescents demonstrated higher coverage (60.6 percent) in terms of seeking

the sexual and reproductive health care and services compared to their male

counterparts (39.3 percent).
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In general, more females had better knowledge, more positive attitudes and
portrayed better and safer sexual practices compared to their male counterparts. See

Annex 6 for a summary of the indicators.

4.4  Additional Analyses

Besides the key indicators of focus for the study, other analysis were conducted
to investigate other aspects not included in the previous section of key indicators.
Among other analyses included an investigation into the sources of information on SRH
for adolescents, myths and truths about HIVV/AIDS, reasons for taking a HIV test among

others. These were generalised for the entire catchment area.

4.4.1 Adolescents’ Source of Information on Sexual and Reproductive Health

A review of literature showed that adolescents and young people obtain

information on SRH from different sources. See Table 4.20 below.

Table 4.20: Source of Information on Sexual and Reproductive Health

Characteristic Sexual & | Puberty Relationships
reproductive system
% N % N % N
Current Teachers 50.0 47 68.4 |65 |51.6 48
Source  of | Family members/ | 36.2 34 674 |64 |47.3 44
SRH Parents
information | Peers/ friends 21.3 20 253 |24 |26.9 25
Health workers 23.4 22 211 |20 | 237 22
Media 44.7 42 53.7 |51 | 344 32
Total 100 94 100 95 | 100 93

The source of information was categorized into 3: (i) sexual and reproductive

system; (ii) puberty; (iii) relationships. For the three categories, multiple choices were
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allowed. It is important to note that not all respondents gave their responses to all the
categories and therefore the value of N varied from one category to the other. However,
the response rate was well above 90 percent. As shown in Table 4.20 above, 50 percent
of the respondents reported getting information on sexual and reproductive system from
teachers; 36.2 percent from parents; 21.3 percent from friends; 23.4 percent from health
workers; and 44.7 percent from the media. On puberty, 68.4 percent got the information
from teachers; 67.4 percent from parents; 25.3 percent from friends; 21.1 percent from
health workers; and 53.7 percent from the media. On relationships, 51.6 percent
reported getting information from teachers; 47.3 percent from parents; 26.9 percent

from friends; 23.7 percent from health workers; and 34.4 percent from the media.

4.4.2 HIV/AIDS Myths and Truths

Adolescents’ perceptions of HIV/AIDS were explored using statements to which
the respondents were required to indicate whether the statement was true, false or
whether they didn’t know. The intention was to identify misconceptions and false
beliefs (myths) on HIVV/AIDs. The results were as presented as percentages in Table

4.21 below. T = True, F = False, DK = Don’t Know, T = Total

Table 4.21: Adolescents’ Beliefs about HIVV/AIDS

Statement T F DK | T

AIDS can be cured 12 |76 |12 100
A person who is HIV positive always looks unhealthy 40.2 | 53.3 | 6.5 100
A person know their HIV status through a simple test 73.4113.8 | 12.8 | 100
HIV is transmitted through sex with an infected person 957132 |11 100
HIV positive mothers can have children 94710 5.3 100
Insects transmit HIV 84 |853|6.3 100

From Table 4.21, 76 percent believed that there is no cure for AIDS while 12

percent thought there is a cure or didn’t know. Moreover, 40.2 percent thought that
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being HIV positive meant being unhealthy and emaciated while 53.3 percent termed
the statement as false and 6.5 percent did not know. Those who believed that a simple
test could tell if one has HIV were 73.4 percent, 13.8 percent and 12.8 percent reported
false and don’t know respectively. About 96 percent said that HIV is transmitted
through sexual intercourse with an infected person but 3.2 percent reported false and
1.1 percent didn’t know. About 95 percent knew that HIV positive mothers or women
could have children but 5.3 percent didn’t know. Majority of the respondents (85.3
percent) knew that insects cannot transmit the HIV virus while 8.4 percent and 6.3
percent reported that it would be possible for insects to transmit HIV or didn’t know,
respectively. In general, majority of the respondents were able to differentiate between
myths and truths about HIV/AIDS. It was however a concern that about 40 percent still
believed that a HIV positive person would be looking emaciated. In today’s world of

antiretroviral therapy (ART), even a health looking person could still have the virus.

4.4.3 Adolescents’ Reasons for Taking HIV Test

Respondents had varied reasons as to why they opted to take an HIV test. Table
4.22 below presents the reasons. As shown in the table, 11.8 percent of the respondents
tested for HIV because they had engaged in unprotected sex; 16.6 percent went with
partners to know their status before engaging in sex; 5.9 percent took the test through
parents decision; 1.2 reported that HIV testing was a requirement before joining school;

76.5 percent just wanted to know their status; while 1.2 percent had other reasons.

Among males; 22.5 percent reported unprotected sex and the need to know their
status before engaging in sex as reasons for taking the test; 2.5 percent was a parents
decision and a requirement for joining school; 70 percent just wanted to know their

status.
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Table 4.22: Adolescents’ Reasons for Taking HIV Test

Sex of Respondent

Reason for taking HIV Test Total Male Female
% N % N % N

Had unprotected sex and wanted to know | 11.8 10 22.5 9 2.2 1
if I had been infected
Wanted to know our status first before | 16.5 14 22.5 9 111 5
we could have sex with my partner
My parents took me for testing 59 5 25 1 8.9 4
It was a requirement before joining | 1.2 1 25 1 0.0 0
current school
| just wanted to know my status 76.5 65 70.0 28 82.2 37
Other 1.2 1 0.0 0 2.2 1
Total 100 85 100 40 | 100 45

Among females, 2.2 percent had engaged in unprotected sex and wanted to know if
they had been infected; 11.1 percent needed to know partner’s and own status before
engaging in sex; 8.9 percent was a parent’s decision; and 82.2 percent wanted to know
their status. For the 2.2 percent who had other reasons; the respondent reported that she

had unprotected sex but later learnt that the partner was living with HIV. She therefore

took the test to know if she had been infected.

4.4.4 Adolescents’ Attitudes towards Condom Use

To understand condom use, respondents were asked to indicate their views on some

statements about condoms and condom use. The attitudes were seen as having some

level of influence of the use of condoms (Atuyambe, et al., 2015).
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Table 4.23: Adolescents’ Attitudes towards Condom Use

View

Statement Agree Undecided | Disagree
% N % N |% N

Condoms are effective to prevent pregnancy 56.8 | 54 10.5 10 | 326 |31
Condoms are can protect against HIV/AIDS 52.6 |50 12.6 12 1347 |33
Condom reduces sexual pleasure 21.1 |20 33.7 32 | 453 |43
Condoms are can protect against STIs 57.9 |55 15.8 15 263 |25

In table 4.23, respondents indicated their agreement or disagreement with the
statements. Out of the 95 respondents, 56.8 percent agreed that condoms could
effectively prevent pregnancy, 10.5 percent were undecided while 32.6 percent
disagreed. Those who felt that condoms reduce sexual pleasure were 21 percent, 33.7

percent were undecided and 45.3 percent disagreed.

445 Adolescents’ Attitudes towards Gender and Relationships

In most places, there are common beliefs that are associated with males or females
and the expected manner in which they should carry themselves. This section explored
such beliefs and presented agreement or disagreement with such beliefs. Table 4.24
below presents the results of attitudes towards gender relations and the position of males

vis a vis females.

The results of Table 4.24 showed that majority (54.7 percent) did not agree with the
engagement of boys and girls in romantic relationships (dates), 31.6 percent agreed
while 13.7 percent were undecided. About 34 percent agreed that adolescents could
engage in sexual relations provided they are in love; 9.5 percent were undecided while

majority (56.8 percent) disagreed.
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Table 4.24: Adolescents’ Attitudes towards Gender and Relationships

View
Total i i
Statement y Agree Undecided Disagree
0
% % %

Unmarried girls and boys can date 100 31.6 13.7 54.7

N =95 N =230 N=13 N =52
Boys and girls can kiss, hug and 100 33.7 14.7 51.6
touch each other N =095 N =32 N=14 N =49
Boys and girls can have intercourse 100 33.7 9.5 56.8
if they love each other N =095 N =32 N=9 N =54
Boy and girl should have sex before

) ) 100 16.8 21.1 62.1

engagement to see if they are suited

N =095 N =16 N =20 N =59
to each other
Girls and boys can have sex if they 100 36.8 14.7 48.4
use contraceptives N =295 N =35 N=14 N =46
| am confident | can use a condom 100 27.4 26.3 46.3
properly N =295 N =26 N =25 N =44

About 17 percent reported agreement to sex before engagement to determine
suitability of partners; while 21.1 percent were undecided, 62.1 percent disagreed.
About 37 percent agreed that adolescents could engage in sex provided they used
contraceptives; 14.7 percent were undecided; and 48.4 percent were undecided.
Interestingly and of great concern to this study is the fact that only 27.4 percent reported
proper knowledge of condom use; 26.3 percent were not sure; and majority (46.3

percent) did not know the proper use of condom.

4.4.6 Challenges faced by Adolescents in Accessing Sexual and Reproductive

Health Services

Barriers to accessing and seeking sexual and reproductive health care and

services among adolescents were also investigated. See Table 4.25 below.
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Table 4.25: Challenges in Accessing Sexual and Reproductive Health Services

Challenges Sex of the respondent
Total
Male Female

Percent N % N % N
Lack of confidentiality 33.3 21 31.3 10 35.5 11
Harassment by  service 19.0 12 125 4 25.8 8
providers
Fear & embarrassment 33.3 21 43.8 14 22.6 7
Financial challenges 14.3 9 125 4 16.1 5
Total 100 63 100 32 100 31

In Table 4.25 above, of the 63 respondents who reported having faced
challenges at the health facilities, 33.3 percent (31.3 percent males and 35.5 percent
females) reported lack of confidentiality; 19 percent (12.5 percent males and 25.8
percent females) reported harassment by service providers; 33.3 percent (43.8 percent
males and 22.6 percent females) reported fear and embarrassment to seek for services;
and 14.3percent (12.5 percent males and 16.1 percent females) reported financial
constraints as hindrances to seeking health care and services. Generally, females
experienced more challenges where majority reported lack of confidentiality (35.5
percent), harassment by service providers (25.8 percent) and financial constraints (16.1
percent). The main challenges for males were lack of confidentiality (31.3 percent) and

fear and embarrassment (43.8 percent).

In light of these challenges, the respondents made recommendations to help

improve SRH care and services to adolescents. Table 4.26 below presents the results.
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Table 4.26: Adolescents’ Recommendations to Improve Sexual Health Services

Sex of the respondent

) Total
Recommendations Male Female

% N % N % N

Service Providers should be understanding
) 442 | 42 28.3 13 |1 633 | 31
and supportive

Ensure fair treatment & non-discrimination | 6.3 6 6.5 3 6.1 3
Teach SRH education in schools 211 | 20 32.6 15 | 102 | 5
Introduce ASRH programmes at health

232 | 22 43.5 20 | 245 | 12

facilities
Educate adolescents on their SRH rights 3.2 3 6.5 3 0.0 0
Total 100 | 95 100 46 | 100 | 49

According to Table 4.26, majority (44.2percent) of the respondents (28.3percent
males and 63.3percent females) suggested an improvement in service providers’
attitudes towards being more understanding and supportive; 6.3 percent (6.5percent
males and 6.1percent females) suggested fair treatment and non-discrimination; 21.1
percent (32.6percent males and 10.2percent females) suggested that SRH education
should be taught in schools; 23.2 percent (43.5percent males and 24.5percent females)
suggested an introduction of adolescents’ sexual and reproductive health (ASRH)
programmes at the health facilities; and 3.2 percent (6.5percent males) suggested that
adolescents ought to be educated on their rights. Only then would they be able to seek

health care and services.

4.4.7 Factors Associated with SRH Knowledge and Practice

In addition to descriptive statistics, some non-parametric tests were conducted to
determine the association between various variables and their influence on sexual and
reproductive health knowledge, attitudes and practice. The Chi square was chosen to

test for this association.
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4.4.7.1 Factors Associated with Sexual Practice

The Chi square test was run to determine the association between the sex and age

of the respondent and sexual experience. See Table 4.27 below.

Table 4.27: Factors Associated with Sexual Practice

Attribute Ever had sex
No Yes N
Male 13 33 46
Sex of respondent Female 29 20 49
¥2=9.963 |df =2 Sig. (P-value) = 0.007
15-17 33 32 65
Age of respondent 18-19 9 21 30
x2=14.046 | df =2 Sig. (P-value) 0.077
No 40 11 51
Method of
] Condom Yes 2 42 44
contraception _
¥2=52.494 | df=2 Sig. (P-value) = 0.000
) No 42 39 81
Method of Safe period
_ Yes 0 14 14
contraception i
x2=13.012 | df=2 Sig. (P-value) = 0.001

According to Table 4.27 above, there was not sufficient evidence to rule out
existence of an association between the sex of the respondent and sexual practice.
However, the smaller P-value (0.007) compared to alpha (a = 0.05) may point to an
association. Age of respondent, on the other hand, did not indicate an association as the
P-value (0.077) was greater than alpha (oo = 0.05). There was an association between
the method of contraception known to the respondents and their sexual behaviour as

demonstrated by a smaller P-value (0.000 and 0.001) for condom and safe period
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respectively compared to alpha (o = 0.05). The methods whose knowledge influenced

sexual behaviour the most were condom and safe period.

4.4.7.2 Factors Associated with Outcomes of Sexual Practice

The Chi square test was also run to determine the association between the outcomes

of sexual practice and the sex of respondent. Table 4.28 below presents the details of

the association.

Table 4.28: Factors Associated with Outcomes of Sexual Practice

Attribute Sex of Respondent
Male Female

Instance of pregnancy N " 43 il
Yes 5 6 19

¥2=39.03 |df=2 Sig. (p-value) = 0.000

No 32 44 76

STl infection Yes 14 5 19
¥2=11351 | df=2 Sig. (P-value) = 0.01

In Table 4.28, there was an association between sex of respondent and the
outcomes of sexual practice such as pregnancy and STI infections as indicated by the
smaller P-values of 0.0 and 0.01, respectively compared to alpha (o = 0.05). Female
respondents had a higher likelihood of getting pregnant compared to the partners of the
male respondents as reported by males. STI infections were higher among male

respondents compared to females.
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Table 4.29: Association of the Contraception and Outcomes of Sexual Practice

Attribute Method of Contraception
No Yes

Instance of pregnhancy No 2 41 42
Yes 2 10 11
¥2=37.001 |df=2 Sig. (P-value) = 0.005

STl infection No 2 33 34
Yes 2 18 19
x2=108.204 | df =2 Sig. (P-value) = 0.000

In Table 4.29 above, there was an association between the method of
contraception used and the outcomes of sexual practice. It was concluded that the
method of contraception and its proper use strongly influenced the chances of
pregnancy and STI infections. Interestingly, those who used a method of contraception
reported the highest incidences of pregnancy and STI infection. This reinforces the
finding that respondents lacked correct knowledge on the proper use of the various

methods of contraception.

4.5 Reliability Analysis

45.1 Reliability Analysis of Dichotomous Response Items

A reliability check of the dichotomous response set of survey questions was
conducted to determine the extent to which they demonstrated consistency in measuring
the internal reliability of the survey tool. Kudar-Richardson 20 (KR-20) was used and
the results of the analysis were as shown in Table 4.30 below. According to the results,
there were 51 items in dichotomous response set of questions which demonstrated a

high internal reliability as shown by the alpha value of 0.835.
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Table 4.30: Cronbach’s Alpha of Dichotomous Responses

Cronbach's Alpha No. of Items
835 51

According to Table 4.31, the value of KR-20 is 0.835. The value falls in the
category that is interpreted as “good” according to Table 3.4. Therefore, the reliability
of the dichotomous response items was considered good, and therefore the results

generated were equally reliable.

4.5.2 Reliability Analysis of Likert Scale Items

Likert scale items are those in which responses are not mutually exclusive from
each other and there are no clear cuts between one item and the other. The scale was a
3 point, a score was generated for each item. This was to determine the extent to which
items in the questionnaire were able to measure attitudes towards sexual and

reproductive health. A high score indicates high reliability.

45.2.1 Adolescents’ Opinions on condom use

This section tested the reliability of the scale used to determine the

opinions/attitudes towards condom use. See Table 4.31 below.

Table 4.31: Cronbach’s Alpha of Opinions on Condom Use

Cronbach's Alpha Cronbach's Alpha Based on | N of Iltems
Standardized Items
661 .656 4

Table 4.31 above indicates the Cronbach’s alpha coefficient. The scale included
4 items for which the coefficient of reliability was 0.661. This value was rounded-off

to the nearest tenths to 0.7 which is an acceptable coefficient of reliability.
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In Table 4.32 below, the mean and standard deviations of the items included in

the scale are presented.

Table 4.32: Mean and Standard Deviations of Opinions on Condom Use

Opinion Mean Std. Deviation N
Condoms are effective to prevent HIV 1.82 922 95
Condoms reduce sexual pleasure 2.24 782 95
Condoms are effective to prevent STIs 1.68 .866 95
Condoms are effective to prevent pregnancy 1.76 919 95

Of the four items, three had fairly similar mean scores and standard deviations.

However, one item a mean score higher and a standard deviation lower than the other

items in the scale. That is, ‘Condoms reduce sexual pleasure’ had higher average score

than the other items. A removal of this item would have made the scale more reliable.

A comparison with other statistics would however guide as to whether it should be

removed from the scale or not. See Table 4.33 below.

Table 4.33: Correlation of Adolescents’ Opinions on Condom use

Opinion Condoms Condoms Condoms Condoms are
are effective | reduce sexual | are effective | effective to
to prevent | pleasure to prevent | prevent
HIV STls pregnancy

Condoms are effectiveto | 1.000 267 448 .300

prevent HIV

Condoms reduce sexual | .267 1.000 77 231

pleasure

Condoms are effectiveto | .448 77 1.000 518

prevent STIs

Condoms are effectiveto | .300 231 518 1.000

prevent pregnancy

Table 4.33 above displays a correlation matrix on the correlation of each item

to all the others in the scale. A perfect correlation (r = 1) of an item with itself was
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observed as shown by the list of 1.000 across the top left to bottom right diagonal. Items
measuring the same concept would show a correlation among them all. To enhance the
reliability of the questionnaire, items that showed consistently low correlations would
need to be removed. Item two in the scale still seemed to be problematic as its

correlations were relatively weak and below r = 0.3 except for itself.

In table 4.34 below, a decision on which item to remove could be made based

on the results of a after the deletion.

Table 4.34: Effect of Scale Items on Cronbach’s Alpha

Opinion Scale Scale Corrected Squared Cronbach's
Mean if | Variance | Item-Total Multiple Alpha if
Item if Item | Correlation | Correlation | Item
Deleted | Deleted Deleted

Condoms are 5.68 3.601 460 239 581

effective to prevent

HIV

Condoms reduce 5.26 4.494 .289 .096 .684

sexual pleasure

Condoms are 5.82 3.531 547 .362 520

effective to prevent

STls

Condoms are 5.75 3.553 .480 290 .566

effective to prevent

pregnancy

According to the table, the column indicated ‘Correlated Item-Total
Correlation’ indicates the overall correlation of the item with the questionnaire score.
A correlation less than r = .3 usually denotes that the item is not fit for the scale. Iltem
2 is the only one that did not meet this criterion of consideration. In addition, the last
column in the table denoted ‘Cronbach’s Alpha if Item Deleted’ provided the value of
alpha if a given item would be deleted. Given the current o= 0.661, any item that would
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lower the score if deleted should be retained. However, an item that increased the score
ought to have been deleted to enhance the reliability of the scale. Again, item 2 seemed
to increase Cronbach’s alpha score to o= 0.684. To improve the reliability of this scale,

a deletion of item 2 would make it better.

Therefore, the results of the reliability analysis of opinions on condom use
consisting of 4 scale items indicated that the questionnaire reached acceptable reliability
as shown by a Cronbach’s alpha score of a = 0.661 (0.7). Majority of the items were fit
for the scale as they would decrease alpha if deleted. However, item 2 would increase

alpha and therefore its exclusion from the scale should be considered.

45.2.2 Adolescents’ Opinions on Gender and Relationships

Respondents’ views on gender relationships were also subjected to a reliability
check as below. In Table 4.35 below, the value of Cronbach’s alpha is provided for the

scale items included in the analysis.

Table 4.35: Cronbach’s Alpha of Opinions on Gender and Relationships

Cronbach's Alpha Cronbach's Alpha Based on Standardized Items N of Items

.796 .796 6

From Table 4.35, the value of Cronbach’s alpha coefficient is oo = 0.796. This
indicates an acceptable level of reliability in the scale’s measure of respondents’ views

on gender relationships.

Table 4.36 below provided the mean and standard deviations of each of the
items in the scale. All the items had fairly similar mean and standard deviation scores

indicating their suitability in measuring the underlying concept. See Table 4.36 below.
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Table 4.36: Mean and Standard Deviations of Scale Items

engagement to see if they are suited to
each other

View Mean Std. Deviation

Unmarried girls and boys can date 2.23 .905 95
Boys and girls can kiss, hug and touch 2.18 911 95
each other

Boys and girls can have intercourse if they 2.23 .928 95
are in in love

Girls and boys can have sex if they use 212 921 95
contraceptives

I know how to use a condom properly 2.19 .842 95
A boy and girl should have sex before 2.45 769 95

In Table 4.37 below, a correlation matrix of each item’s correlation with all

others is provided. The perfect correlation indicated by the 1.000 diagonal from top left

to top right indicate an item’s correlation with itself because the scores are identical.

Items that measure the same concept correlate well with each other. No single item

demonstrated consistently low correlations across the board and therefore they were all

considered fit to measure the concept. See Table 4.37 below.
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Table 4.37: Correlation Matrix of Adolescents’ Views on Gender and Relationships

Unmarried boys and girls Boys and girls Girls and boys I know how A boy and girl should
girls and can kiss, hug can have can have sex if to use a have sex before
boys can and touch each intercourse if they use condom engagement to see if they

date other they are in love contraceptives properly are suited to each other
Unmarried girls and boys can 1.000 .569 .366 274 .026 322
date
Boys and girls can kiss, hug .569 1.000 530 482 247 445
and touch each other
Boys and girls can have .366 .530 1.000 491 434 .508
intercourse if they are in love
Girls and boys can have sex if 274 482 491 1.000 397 466
they use contraceptives
I can use a condom properly .026 247 434 .397 1.000 .359
A boy and girl should have sex 322 445 .508 466 .359 1.000

before engagement to see if

they are suited to each other
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Table 4.38 below presented the correlations and values of Cronbach’s alpha if

any of those items was deleted.

Table 4.38: Effect of Scale Item on Cronbach’s Alpha

Views Scale Scale Corrected Squared Cronbach's
Mean if | Variance Item-Total Multiple Alpha if
Item if Item | Correlation Correlation Item
Deleted Deleted Deleted

Unmarried girls | 11.17 10.525 425 361 794

and boys can

date

Boys and girls 11.22 9.366 .654 494 739

can Kiss, hug

and touch each
other
Boys and girls 11.17 9.227 .666 452 .736

can have

intercourse if in
love
Girls and boys 11.28 9.610 592 375 755

can have sex if

they use

contraceptives

I know how to 11.21 10.955 390 279 .800
use a condom

properly

A boyand a 10.95 10.327 591 357 .758
girl should

have sex before
engagement to
see if suited to

each other

From Table 4.38 above, the means tended towards a similar value. In the column

of ‘Correlated Item-Total Correlation’, indicated the correlation of each of the items
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with all others in the scale. There was no correlation value below r = .3 and therefore
all the items were fit for the scale. The last column in the table presented the value of
Cronbach’s alpha if any of the items would be deleted. The value of alpha for the scale
was o = 0.796. Most items if deleted would reduce the value of alpha except item 5
which would increase alpha to 0.8. However, since the increase was insignificant, the

item was still considered appropriate for inclusion in the scale.

In sum, the reliability analysis of the perceptions towards gender and
relationships with 6 items in the scale produced an alpha value of a = 0.796 indicating
an acceptable level of reliability of the questionnaire items. All the items were fit for
inclusion in the scale and therefore none was considered for deletion. The reliability of

survey items also implied reliability of results generated from the scales.

4.6 Summary of Findings

The results of the study showed that average coverage was met for most of the
indicators in 80 percent of the supervision areas. Knowledge of sexual and reproductive
health was higher among females compared to males. Perceptions and attitudes towards
sexual and reproductive health were more positive among female adolescents. On
sexual and reproductive health practice and behaviour, high sexual activity was noted
among male adolescents who seemed to initiate sex at early age of 13 years. Females
demonstrated delayed sexual debut and sexual activity was also lower among females.
Having more knowledge of the risks and health issues associated with early sex may
have influenced the sexual behaviour of females while inadequate knowledge of sexual
and reproductive health knowledge may have contributed to risky behaviour. In
summary, adolescents need for sexual and reproductive health was identified as

knowledge and information to help them make informed decisions.
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CHAPTER FIVE: DISCUSSION, CONCLUSION AND

RECOMMENDATIONS

5.1 Introduction

This section is a summarized discussion of the findings that attempted to answer
the research question and achieve the research objectives. The section presents also
conclusive remarks and recommendations in line to the results generated by the study.
The summaries are given according to the key indicators in the study area. In the
conclusion, emphasis is put on the outcomes of the research in line with the objectives
of the study. Recommendations are made based on the conclusions that have been
drawn from the research findings. There are both policy/programme recommendations

as well as recommendations from further research and the M&E practice.

5.2 Discussion and Summary of Findings

The research question aimed to understand the sexual and reproductive health
(SRH) needs of in-school adolescents in Samia Sub-County of Busia County. This was
to be answered by investigating the knowledge, attitudes and practice of SRH of in-
school adolescents aged between 15 and 19 were targeted, all in secondary schools in
the study area. Three key objectives on knowledge, attitudes and practice of SRH

guided the study in attempt to answer the research question.

5.2.1 Objective on Knowledge of Sexual and Reproductive Health

This objective aimed at assessing the current levels of knowledge of key aspects
of SRH. Six key indicators were used to estimate knowledge levels. Indicator one on

knowledge of modern contraception an average coverage of 68.4 percent of the
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respondents had knowledge of at least two methods; and slightly above half (52.6
percent) knew at least two places where they could source for the methods. Knowledge
of HIV transmission had the highest average coverage with 95.8 percent of adolescents
knowing at least two main ways in which HIV is transmitted while 88 percent knew
their HIV status. About 70 percent reported that they knew at least two sexually
transmitted infections that affect males and females; but only 28.4 percent could
identify the common symptoms in both males and females. Female adolescents had
higher levels of knowledge of modern contraception, HIV transmission and status, STIs

as well as their symptoms (53.8, 51.6, 52.4, 54.5 and 77.8 percent), respectively.

In sum, indicators in the category of knowledge provided a clearer picture of
the status of knowledge among adolescents. Although the average coverage was
reached in most cases, there existed gaps in knowledge particularly among male
respondents who consistently lagged behind in all the indicators of knowledge. Females
seemed more informed. Awareness creation and sensitization would be necessary to
improve the knowledge level and ensure that adolescents achieve SRH literacy as

recommended by WHO (WHO, 2014).

5.2.2 Objective on Attitudes towards Sexual and Reproductive Health

The second objective was to explore the respondents’ attitudes towards SRH.
The main areas of interest were attitudes towards sex and abstinence and HIV/AIDS
positive results of self or friends. Generally, females portrayed more positivity towards
abstinence as they were the majority (67.5 percent) among those who were abstaining.
Nonetheless, the average coverage for the indicator on abstinence was 42.1 percent.

This meant that majority (57.9) of the adolescents were willing to explore their
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sexuality. With such attitudes information was considered a critical need to enable them

make informed decisions.

However, the indicator of attitudes towards HIV reported an average coverage
of 98 percent. This was very encouraging as majority of the respondents would embrace
an HIV positive situation and enrol for antiretroviral therapy (ART). Both males and
females demonstrated high positivity towards this indicator and therefore the study area

was considered as having minimal negativity of HIV.

5.2.3 Objective on Sexual and Reproductive Health Practice

The third objective of the study was to explore the SRH practice of in-school
adolescents in Samia Sub-County. It included assessment of sexual relations and sexual
experience, methods of contraception used, HIV and other STIs infection and health-
seeking behaviour of the respondents. Nine indicators were used to assess the SRH

practice of adolescents.

The findings showed that over 80 percent had engaged in opposite sex relations.
Females reported higher (50.6 percent) engagement in relationships compared to 49.4
percent males. An average coverage of 57.9 percent was attained on the indicator of
ever having sex where majority (60 percent) of those who had sex were males compared
to 40 percent females. About 46 percent average coverage was attained on the indicator
of average age at first sex (15.5 years). More males (54.5 percent) were likely to have
had sex by age 15 compared to 45.5 percent females. Use of modern contraception at
first sex reported an average coverage of 40 percent which was close to the estimated
use of modern contraception (36.8 percent) among 15 — 19 year olds (KNBS, MOH,
NACC, KEMRI, NCPD, & ICF International, 2015). More males (57.9 percent) were

able to use modern contraception at first sex compared to females (42.1 percent). In
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addition, subsequent use of contraception reached an average coverage of 48.4 percent,

an increase from 40 percent at first sexual encounter.

The findings also showed that cases of pregnancies were reported in the study area
at an average coverage of 11.6 percent. For every 100 girls and boys who engaged in
sexual intercourse, at least 12 percent reported pregnancy, with more pregnancies (54.5
percent) occurring among females. Cases of sexually transmitted infections (STIs) were
also reported at 20 percent average coverage with males reporting over 70 percent of
the cases. Treatment of STIs reached an average coverage of 15.8 percent indicating
that over 80 percent of the reported cases were treated. Lastly, the reproductive health-
seeking behaviour reached an average coverage of 64 percent. This meant that over 60
percent of the adolescents had sought sexual and reproductive health services, 61

percent of who were females and 39 percent males.

In summary, the objectives of the study were achieved in that knowledge levels,
attitudes and practices of sexual and reproductive health were analysed. The findings

showed a relationship between knowledge, attitudes and practices.

5.3 Conclusion

The study aimed to understand the sexual and reproductive health needs of in-
school adolescents in Samia Sub-County. Using LQAS, data was collected and
analysed per supervision area and summaries generated for the entire catchment area.
Among the key aspects of SRH assessed were knowledge, attitudes and practices.
According to WHO (2014), adolescents need adequate information on SRH to help
them make informed choices. Providing ASRH education would equip adolescents to
make informed decisions on their sexual lives. However, knowledge of some important

aspects of SRH were critically low such as knowledge of STIs symptoms.

100



From the findings, the importance of knowledge in influencing behaviour could
not be overlooked. For instance, females demonstrated higher levels of knowledge of
SRH compared to males. Based on this, an argument could be put forward to say that
this knowledge helped females make informed decisions on sexual practice as shown
by fewer of them engaging in sex compare to among male counterparts. Also, better
knowledge of STIs may have contributed to less infections among females compared

to males whose less knowledge of STIs may have led high infections.

It was also noted that the use of modern contraception increased after the first
sexual intercourse. This might point to increased knowledge as well as accessibility and
affordability of the methods among adolescents. However, use of contraception among
females was low compared to males. Factors such as less access, reduced power to
make decisions on contraception use as well as affordability issues may have
contributed to low usage among females. Nonetheless, despite males having less

knowledge of sexual and reproductive health, sexual activity was high.

Based on the findings, it was concluded that adolescents’ greatest need was
information and knowledge on sexual and reproductive health. Ensuring that
adolescents acquire SRH information from reliable sources was considered critical to
avoid misleading information that would consistently expose them to life-threatening
risks to sexual and reproductive health.With correct and adequate knowledge,

adolescents would be able to make informed decisions on their sexual lives.

In conclusion, adolescents in Samia Sub-County of Busia County, particularly
male adolescents were needy in terms of knowledge of sexual and reproductive health.
The answer to the research question was answered by concluding that knowledge and

information on sexual and reproductive health (SRH) were the most critical needs of
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the target population. With this understanding, programmes and interventions in the
area should focus on addressing the knowledge gaps based on these results and monitor

the changes using the results as the baseline for comparison purposes.

5.4 Recommendations

5.4.1 Policy/Programme Recommendations

This study investigated the knowledge, attitudes and practices of SRH among in-
school adolescents in Samia Sub-County of Busia County. The following are the policy

and programme recommendations.

According to the Constitution of Kenya (2010), every individual in Kenya has a
right to information. Accurate and quality information is necessary for decision making.
WHO (2014) reiterates the need for adolescents to have access to comprehensive
information on their sexuality to enable them make informed choices. Therefore, the
government should put in place legal frameworks to enforce the existing policies on
adolescents’ sexual and reproductive health to enhance information sharing to this
group in order for them to make informed decisions on matters sexuality. Promoting

SRH education through learning institutions would go a long way to achieve this.

The differences in knowledge between males and females was clearly noted.
Educators and implementers should monitor the SRH behaviour based on the
knowledge levels between males and females. A close observation showed that the
more information one had on SRH, the less likely they were to engage in risky

behaviours.

Future programmes and interventions should direct adequate focus on
understanding the SRH practice of male adolescents. Results showed that they were at
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the highest risk of SRH related health problems due to their risky sexual practices. They
also had less knowledge compared to females, yet their level of involvement in sexual

activities was the highest.

Improving the health services to become more youth-friendly would improve the
health-seeking behaviour of adolescents and facilitate access to contraceptive services,
particularly condoms. It’s also important to sensitize health service providers on the
sexual and reproductive health needs of adolescents to enable them provide services
based on the needs. Precisely, there is need for the establishment of adolescent SRH
programmes and free services at health facilities to specifically address adolescents’

needs.

The media had a strong influence as a source of SRH information for young people.
Ensuring that the media provides accurate information is very critical in enhancing
knowledge levels of adolescents. The government should therefore ensure that any SRH
programme being aired in the media, especially television and radio is accurate and age

appropriate.

5.4.2 Recommendations for Future Research and M&E Practice

Future research should investigate the reasons behind increased risk-taking
behaviour among male adolescents compared to the females. A qualitative study would
also provide a deeper understanding why males were less knowledgeable of SRH

compared to females, yet their engagement in sexual activities was the highest.

Future research should also focus on assessing the level of knowledge of educators

and other stakeholders on SRH issues to ensure that accurate information and right
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knowledge is passed on to the young people to help them make realistic and informed

choices on their sexual and reproductive health.

A country-wide study of adolescents’ SRH needs, including those out-of-school, is
necessary to compare the findings to those of this research that focused on one Sub-
County. This would enable the government and policy makes to formulate policies that
address in a comprehensive way the needs of adolescents. A county-wide survey to
compare with the findings of this research would be useful to help the county make

strategic decisions towards addressing adolescents’ SRH needs.

In the M&E practice, a baseline assessment or a needs assessment helps determine
the community’s or target group’s needs and the relevance of an intervention. We
recommend that the stakeholders in the study area consider the findings of this research
as a baseline against which implementation and impact of interventions would be

monitored and evaluated.

In addition, monitoring and evaluation of programmes in the area should be carried
out using the LQAS tool used in this study as it proved effective in generating quick
and useful information relevant at the local level. As a monitoring tool, it could provide
quick information as to the state of the interventions for quick management decisions

at the supervision area level.

During mid-term evaluations, LQAS could be used to assess the low performing
supervision areas on certain indicators to inform decisions as to whether to continue or
adjust the intervention. The data generated in this study could act as the baseline for

such evaluations.
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There is need for future interventions to ensure that the target group (adolescents)
are involved in the design and implementation of such interventions to ensure their
relevance and impact. The success of any intervention is largely dependent on how the
beneficiary relates to the services. Specifically, an adolescent-specific intervention
would succeed in its intention, largely, based on the extent to which they are able to
relate to and own the intervention. All along, most interventions addressing adolescents
SRH have been naive in focusing on abstinence. However, the situation is different with
over 50percent sexually active adolescents. Their needs are therefore knowledge of how

to maintain sexual and reproductive health in their current sexual status.
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ANNEX 1: ASSENT FORM FOR PARTICIPATION IN SRH STUDY

I, Wambugu Beatrice, (Registration No. Q51/87209/2016), am a student at the
University of Nairobi. I am currently registered for Master’s Degree in Monitoring and
Evaluation of Population and Development Programmes. In partial fulfilment of the
programme’s requirements, | am supposed to carry out a research project. The purpose of the
research is to examine the sexual and reproductive health needs of adolescents in secondary
schools. The focus will be on adolescents between the ages of 15-19 years old.

I would like to administer a survey questionnaire to your students and this might take
approximately one hour of their time. The survey will focus on sexual and reproductive health
needs of adolescents, knowledge of, attitudes and practice of sexual and reproductive health
care and services available for in-school adolescents. The anonymity of your students will be
maintained as their names will not appear in the questionnaire. The anonymity of the school
will also be maintained.

The participation of your students will be strictly voluntary and he/she have the right
to withdraw at any time during the course of the survey. This will not have any effect
whatsoever to his/her relationship with the researcher. If you have any questions about the study
that you wish to raise, you can contact the researcher on this cell number — 0724023364 or

email at bwambugqul7@gmail.com

Thank you for allowing your students to participate in the study.

Wambugu Beatrice (RESEAICNEN) ......o.iieiiiti e e e

I give my full consent for my students’ participation in this study and acknowledge that the

implications of my consent have been explained to me.

Principal’s/Teacher’s signature Date

Researcher*s signature Date
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ANNEX 2: ADOLESCENTS’ CONSENT FORM FOR PARTICIPATION

I, Wambugu Beatrice, (Registration No. Q51/87209/2016), am a student at the
University of Nairobi. I am currently registered for Master’s Degree in Monitoring and
Evaluation of Population and Development Programmes. In partial fulfilment of the
programme’s requirements, | am supposed to carry out a research project. The purpose of the
research is to examine the sexual and reproductive health needs of adolescents in secondary
schools. The focus will be on adolescents between the ages of 15-19 years old.

I would like to administer a survey questionnaire to you and this might take
approximately one hour of your time. The survey will focus on sexual and reproductive health
needs of adolescents, knowledge of, attitudes and practice of sexual and reproductive health
care and services available for adolescents in secondary schools. You will not be required to
identify yourself or indicate your name in this survey to ensure privacy and confidentiality of
your information.

Your participation will be strictly voluntary and you have the right to withdraw at any
time during the course of the survey. This will not have any effect whatsoever on your
relationship with the researcher. If you have any questions about the study that you wish to
raise, you can contact the researcher on this cell number — 0724023364 or email at

bwambugul7@gmil.com

Thank you for participating in the study.

Wambugu Beatrice (Researcher) ...........coooiiiiiiiiiiiiiiiii e

I voluntarily agree to participate in this study and acknowledge that the consent form has been

read and explained to me. | have been assured that my identity will not be revealed while the

study is being conducted or when the study is published.

Participant’s signature Date

Researcher*s signature Date

118


mailto:bwambugu17@gmil.com

ANNEX 3: STUDY QUESTIONNAIRE

Study Questionnaire on Sexual and Reproductive Health Needs of In-School Adolescents

Thank you for consenting to this study. Your correct and honest answers are very important.

Please answer each question carefully and honestly. Thank you in advance.

Section 1: Socioeconomic Background

This section addresses key characteristics of the respondent’s life that may shape sexual conduct

and sexual health.

1.

2
3
4.
5
6

10.

11.
12.

13.

14.

15.

Sex of the respondent: Male O Female [0

How old are you? Years old

What form are you in? Form

Is your school a public or private institution?  Public O Private O
Are you attending day or boarding school? Day [ Boarding O

Is your school mixed or single sex (boys only/girls only)?

Mixed (boys & girls) O Boys only [ Girlsonly O

Are you expecting to continue with education after completing secondary school
education?

Yes O No O

What is your religion?

None [ Protestant [ Evangelical churches [
Catholic O Muslim O Other
Are both your parents alive?  Yes O No O

If not both, who is alive between your father and mother or neither?

Mother O Father O Neither O

Do you live in the same household as your parent(s)? Yes [0 No O

If not, whom do you live with?

Alone [ Grandparents [ Other relatives O Other___
Siblings Aunt/uncle O Friends(]

Do you find it difficult or easy to talk to your parent(s)/guardian about important things
to you? Easy [O DifficultC] Do not live with adults O
Have you ever discussed sex-related matters with your parent/guardian(s)?

Yes O No I

Do you have other siblings? Yes O No O
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Section 2: Sources of information on, and knowledge of reproductive health

This section addresses the source of information on sexual and reproductive health.
1. Young people learn about puberty (ways in which boys’ and girls’ bodies change
during teenage years) from many sources. What has been the source of information for

you on this topic?

School teacher O Mother O Father O
Sister O Brother O Other family members [
Friends O Doctors O Books/magazines O
Films/videos [ Other (specify)

2. What is your preferred source of information on this topic?

3. What have been the sources of information on the sexual and reproductive system of

men and women?

School teacher O Mother O Father O
Sister O Brother O Other family members [0
Friends O Doctors O Books/magazines O

Films/videos O Other (specify)

4. What is your preferred source of information on this topic?

5. What have been the sources of information about relationships (how boys and girls

should treat each other)?

School teacher [ Mother O Father O
Sister O Brother O Other family members [0
Friends O Doctors O Books/magazines O

Films/videos O Other (specify)

6. What is your preferred source of information on this topic

7. Does your school offer lessons on sexual and reproductive systems, puberty and on

boys and girls relationships?

Yes O No O Notsure O

Section 3: Relationships with boys/qirls

This section looks at the relationships among young people form, sexual contact and level of
risks involved.
1. Have you ever had a girl/ boyfriend? (Someone you were sexually or emotionally
attracted to). IF NO, SKIP TO SECTION 4

Yes O No[]
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2. Occupation of girl/boyfriend

Full-time student O Working Neither [
3. How old is he/she? (Please select the age bracket)

Below 15 O 15-1900 19-24 O Above 24 O
4. Have you ever had sex? Yes [ No O

Please answer these guestions only if you have had sex

1. What would you say about the first time you had sex with your partner?

a) | forced my partner to have intercourse against his/her will O

b) | persuaded my partner to have intercourse O

c) My partner forced me to have intercourse against my will O

d) My partner persuaded me to have intercourse O

e) We were both equally willing to have intercourse O
2. How old were you when you first had sex with your partner?
3. Did you regret having intercourse with your partner? ~ Yes [ No O
4. On that first time, did you do anything to avoid pregnancy? Yes O No O
5. What method did you use?

Condom 0O Withdrawal O Injection O

Pill O Safe period [ Other(specify)

6. Apart from the first time, do you and your partner use a modern contraception method
to avoid pregnancy? If YES, always or sometimes?
Always [ Sometimes O Never [
7. What method do you and your partner MOSTLY use? (Please tick all that apply)

Condom [ Injection O Pill O Other

8. Where did you or your partner get this method?
Shop 0O Friend O Pharmacy |
Government clinic/Health centre/ Hospital [ Don’t know O
Private Doctor/Nurse/Clinic O Other

9. Males: Did your partner ever become pregnant by you?
Females: Did you ever become pregnant by your partner? Yes [ No O
10. What happened to the pregnhancy?
Currently pregnant [ Live-birth O Miscarriage (I
Abortion O Notsure [
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Please answer these questions only if you have not had sex

1. People may have mixed reasons for not having intercourse. Which of the following
reasons apply to you?
a) Idon’t feel ready to have sex
b) I have not had the opportunity
c) | think that sex before marriage is wrong
d) Iam afraid of getting pregnant
e) |am afraid of getting HIV or another sexually transmitted infection
2. What are your future plans about sexual intercourse?
a) | plan to wait until marriage
b) I plan to wait until I am engaged to be married
c) | plan to wait until I find someone | love
d) I plan to have sexual intercourse when an opportunity comes along
3. Do you feel any pressure from others to have sexual intercourse? Yes No
4. From whom do you feel pressure?
Friends Partner/special friend
Relatives Other

Section 4: Contraceptive Methods Knowledge and Use

This section investigates the methods of contraceptives that are known to adolescents and if
they have used them.
1. Men and women can use various methods to avoid pregnancy. Which of the following

methods do you know of?

Method Knowledge of method
Pill —women and girls can use a pill very day Yes O No O
Injection —women and girls can have an injectionevery | Yes O No O

2 or every 3 months

Condom — a boy/man can put a rubber device on his | Yes [ No [

penis before intercourse

Emergency contraceptive pills — women and girls can | Yes [0 No O

take pills soon after intercourse

Withdrawal — men and boys can pull out of a girl before | Yes O No O
climax
Periodic abstinence/rhythm —a couple can avoid sex on | Yes [ No [

days when pregnancy is most likely to occur
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2. If you needed to use a method of contraception, where would you go to get it?

Shop 0O Friend O Pharmacy O
Government clinic/Health centre/ Hospital O Don’t know O
Private Doctor/Nurse/Clinic O Other

3. If you have experienced sexual intercourse, which methods of contraception have you
or your partner ever used? (Please circle all that apply)

Pill (| Emergency pills O Condom O
Injection [ Withdrawal O Periodic abstinence O
L 1 T

Section 5: Knowledge of HIV/AIDS and sexually transmitted Infections (STIs)

This section investigates knowledge and attitudes towards HIV/AIDs and STDs
1. Have you ever heard of HIV or AIDs? Yes O No O
2. Do you know how HIV is transmitted from one person to the other? Yes CONo [
3. ldentify the three body fluids that contain the HIV virus.
Saliva O Tears [ Breast milk O

O

Sexual fluids O Blood [ Sweat
4. Have you ever been tested for HIV? If YES, why did you decide to get tested?

a. | had unprotected sex and wanted to know whether I had been infected O
b. land my partner wanted to know our statuses before we could have sex O
c. My parents took me for testing O
d. It was a requirement before joining the current school O
e. | just wanted to know my status O
B OMNer L

5. Would you go for a voluntary counselling and testing for HIV?  Yes O No O

6. IfNO, why wouldn’t you want to be tested?..........oovviiiiiriiiiiiiiiiieeeeeeas
7. If you or your friend got tested for HIV and the results were positive (he/she has HIV),

what would be the best thing to do? (Multiple responses are allowed)
a. Accept the situation and start taking medicine (ARV)

b. Inform a close relative or parents for moral support

c. Commit suicide

d. Drop out of school and run away from home

O O O O O

e. Engage multiple partners and infect as many as possible
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8. Is there anyone in your family who is infected with HIV?  Yes O No O
9. Which of the following statements about HIVV/AIDS do you think is true, false or you
don’t know

Statement True | False | Don’t know
AIDS is can be cured

A person with HIV always looks emaciated or

unhealthy in some way

People can take a simple test to find out whether they
have HIV

HIV is transmitted through sexual intercourse with an
infected person

HIV positive mothers can have children

Insects like mosquito and bedbugs can transmit HIV

10. Apart from HIV/AIDS, there are other diseases that men and women can catch by

having unprotected sexual intercourse. Which one of these diseases have you heard of?

Syphilis O Gonorrhoea [ Others [

11. What are the signs and symptoms of a sexually transmitted disease in a man/boy?
Discharge from penis O Ulcers/sores in genital area O
Pain during urination | Other ....oovvviiii e,

12. What are the signs and symptoms of a sexually transmitted disease in a woman/girl?
Vaginal discharge O Ulcers/sores in genital area O
Pain during urination | Other ..o,

13. If you or a friend of yours needed treatment for a sexually transmitted disease, where

could he/she obtain such treatment? (Any other places)

Shop O Government hospital/health centre/clinic O
Pharmacy O Private doctor/nurse/clinic O
L 71T, P

These guestions are for those who have experienced sexual intercourse

14. Have you ever had a sexually transmitted disease? If YES, Once or more than once
Once O More than once O Never [

15. Did you ever seek treatment?  Yes [ No O

16. Did your sexual partner (any of your partners) also obtain treatment?

Yes O No O Don’t know O
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Section 6: Condom knowledge and attitudes

1. Have you ever seen a condom? Yes O No O

2. Have you or a partner ever used a condom? Yes O No O
3. Have you ever experienced a condom that split or broke during intercourse?
Yes O No O
4. People have different opinions about condoms. Which of the following opinions do
you agree (A) or disagree (D) with or you are undecided (U)?
Opinion A|lU|D

Condoms are an effective method of preventing pregnancy

Condoms are an effective way of protection against HIV/AIDS

Condoms reduce sexual pleasure

Condoms are an effective way of protecting against sexually

transmitted diseases

Section 7: Sexuality, gender and norms

Young people have various views about relationships. Which of these views do you agree (A)

or disagree (D) with or are undecided (U)?

Statement View

| believe it’s all right for unmarried girls and boys to date

| believe it's all right for boys and girls to kiss, hug and touch each other

Boys and girls can have intercourse if they love each other

A boy and a girl should have sex before engagement to see if they are suited to each other

Girls and boys can have sex if they use contraceptives

I am confident | know how to use a condom properly

Section 8: Use and attitudes towards sexual and reproductive health services

1. Have you ever visited a health facility or a doctor of any kind to receive services or
information on contraception, pregnancy, abortion or sexually transmitted diseases?
Yes O No O

2. How many times have you sought services or information from a doctor or a nurse for
these services in the last twelve months?

Number of times Did not seek care in the last 12 months [

3. During your last visit, did you go to a government clinic or a private doctor or clinic?
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Government [ Private O Other O

4. When you last saw a doctor or a nurse, what was your reason for going?

Contraception O Pregnancy test [ Gynaecological exam O
STD O Pregnancy termination [ Mother/child health O
L 1T o

5. At this facility:

a. Did you see posters on contraception? Yes O No O
b. Were you given brochures on contraception? Yes O No O
c. Did you attend a talk on contraception? Yes O No O

d. Did you request contraceptive services during consultation? Yesd No O

6. Did the doctor or nurse talk to you about:

a. Contraception? Yes O No O
b. Sexually transmitted disease? Yes O No O
c. Pregnancy? Yes O No O
7. Did you feel comfortable enough to ask questions? Yes O No O

8. What are some of the questions you asked during the consultation?

9. Were the questions you asked during the consultation answered adequately?

Yes CONo O

10. Was there enough confidentiality? (Explain your experience)Yes [ No O
11. What would say about the attitude of the doctor or nurse who you consulted?
12. What challenges do you face in accessing sexual and reproductive health care and

services?

13. What would be your recommendations to improve sexual and reproductive health care

and services provided to adolescents?

Thank you for your participation and honest responses.
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ANNEX 4: LQAS TABLE OF DECISION RULES AND
COVERAGE TARGETS/AVERAGE OF 10%-95%

LQAS Table: Decision Rules for Sample Sizes of 12-30 and Coverage Targets/Average of 10%-95%
Sample Average Coverage (Baselines) / Annual Coverage Target (Monitoring and Evaluation)
Size* | 10% | 15% | 20% | 25% | 30% | 35% | 40% | 45% | 50% | 55% | 60% | 65% | T0% | 73% | 80% | 85% | 90% | 95%

12 |N/A|N/A > 2] s
13 INJAIN/A| 1 1 2 5 7
14 IN/AIN/A| 1 1 2 3 12
15 |INJAIN/A| 1 2 2 3 4 |57 12 | 13
6 |IN/AIN/A| 1 2 2 3 4 5 + 12 |13 | 14
17 INJAIN/A| 1 2 2 3 4 5 + 9 13 | 14 | 15
18 INJA|N/A| 1 2 2 3 5 F 14 | 16
19 |N/A|N/A| 1 2 3 4 5 G 7 8 2 |11 1211314 5] 16
20 In/aAln/al 1 [ 23 a5 ]e6 |7 & |||z 314151617
21 N/AIN/A| 1 2 3 4 5 6 8 9 10 | 11 |12 | 13 | 14 [ 16 | 17 | 18
22 INJAIN/A| L 2 3 4 5 7 8 9 10 153 |14 | 15[ 16 | 18 | 19
23 INJAIN/A| ] 2 3 4 6 7 8 0 | 11 | 12 | 13 | 14 | 16 | 17 | 18 | 20
24 INJAIN/A| L 2 3 4 6 7 9 10 | 11 | 13 | 14 | 15 | le [ 18 | 19 | 21
25 INJA| 1 2 2 4 5 6 8 9 10 |12 | 13 | 14 |16 | 17 [ 18 | 20 | 21
26 IN/A| 1L 2 3 4 5 6 8 9 11 |12 | 14 | 15 | 16 | 18 [ 19 | 21 | 22
27 INJA| 1 2 3 4 5 7 8 10 | 11 | 13 | 14 | 15 | 17 | 18 | 20 | 21 | 23
28 INJA| L 2 3 4 5 7 8 10 | 12 | 13 | 15 | 16 | 18 | 19 [ 21 | 22 | 24
29 INJA| 1 2 3 4 5 7 9 10 | 12 | 13 | 15 | 17 | 18 | 20 | 21 | 23 | 25
30 IN/A| L 2 3 4 3 7 9 11 |12 | 14 |16 | 17 | 19 | 20 | 22 | 24 | 26

N/A: Nor_Applicable, meaning LQAS cannot be used in this assessment because the coverage is either too low or too high

to assess an SA. This table assumes the lower threshold is 30 percentage points below the upper threshold.

light-shaded cells indicate where ajpba or befa errors are greater than or equal to 10%.
dark-shaded cells indicate where afpba or Pefa errors are greater than 15%.

Source: Adapted from Management Sciences for Health (MSH) STAR-E LQAS, 2012
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ANNEX 5: STUDENT’S t-DISTRIBUTION TABLE OF

CRITICAL VALUES

t Table
cum. prob [ s [ Lo e I T ec Dars [ [ eas [ aes [ zens
one-tail 0.50 0.25 0.20 0.15 0.10 0.05 0.025 0.01 0.005 0.001 0.0005
two-tails 1.00 0.50 0.40 0.30 0.20 0.10 0.05 0.02 0.01 0.002 0.001
df
| 0.000 1.000 1.953 3.078 5.314 12.71 31.82 6356 31831 B3I6EZ
2 0.000 D816 1.385 1.636 2.820 4303 6985 9475 22327 31589
3 0.000 0.785 1.250 1638 2.353 3182 4541 5541 0,215 12924
4 D.00D 0.741 1.180 1.533 2.132 2776 3747 4 ED4 773 5510
5 0.000 727 1.156 1.476 2.015 2.571 3.365 4.032 5.503 %13
i 0.000 D718 1.134 1.440 1.943 2.447 3143 3707 5208 5853
7 0.000 D711 1.119 1.415 1.595 2.385 2998 3.499 4.785 £.403
i) 0.000 0.706 1.108 1.387 1.860 2308 2.396 3.355 4.5M1 S.041
] 0.000 0703 1.100 1.383 1.533 2282 23M 3250 4207 4781
110 0.000 0.700 1.0083 1372 1.512 2228 2764 3169 4.144 4 537
11 0.000 0697 1.088 1.363 1.796 2.201 2718 3.108 4.025 4.437
12 D.00D 0635 1.083 1.358 1.782 2178 2.681 3.055 3.830 4318
13 0.000 D624 1.079 1.350 1.771 2180 2650 3012 3.852 421
14 0.000 0gaz 1.076 1.345 761 2145 2624 24877 3787 4140
5 0.000 0.69 1.074 1.341 1.753 2131 2,502 2.947 31.733 4073
16 0.000 0620 1.071 1.337 1.748 2120 2.583 2521 3 686 4015
17 0.000 D658 1.069 1.333 1.740 2110 2567 2893 3646 3865
18 0.000 D 688 1.067 1.330 1.734 2410 2552 2878 3610 3422
13 0.000 0658 1.088 1.328 1.729 2.093 2.539 2.861 3.579 3533
20 0.000 0657 1.054 1.325 1.725 2.0868 2528 2.845 3552 3.5850
2 0.000 D 686 1.063 1.323 1.72 2.080 1 283 3527
22 0.000 D 686 1.081 1.321 1.717 207 2813 3.505
23 0.000 0655 1.080 1.319 1.714 2.069 2.807 3485
24 0.000 D655 1.059 1.318 1.1 2.064 2797 34587
25 0.000 D654 1.055 1.316 1.708 2080 48 2787 3.450
26 0.000 D654 1.058 1.315 1.706 2.056 2479 2779 3.435 707
2 0.000 0654 1.057 1.314 1.703 2.052 2473 2771 342 3530
23 0.000 D653 1.058 1.313 1.701 2.048 2487 2763 3.408 1574
29 0.000 D683 1.055 1.311 1.699 2.045 2452 2756 3.308 3659
30 0.000 06583 1.055 1.310 1.697 2.042 2457 2750 3.385 3546
4 0.000 058 1.050 1.303 1.684 2.021 2423 2704 3.551
60 0.000 D.ETY 1.045 1.298 1.671 2.000 2.390 2660 3450
a0 0.000 DETE 1.043 1.242 1.664 1.880 2374 2639 1416
100 0.000 0677 1.042 1.290 1.660 1.984 2.364 2626 3.390
1000 D.00D DETS 1.057 1.232 1.648 1.882 2330 2.581 3.300
4 0.000 D674 1.036 1.282 1.645 1.880 2316 1576 3.080 329
D% 50% 70% &80% S0% 95% 98% 99% 99.8% 999%
Caonfidence Level

Source: Adapted from http://www.sjsu.edu/faculty/gerstman/StatPrimer/t-table.pdf
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ANNEX 6: SUMMARY OF KEY INDICATORS

Category Indicators n Average | Decision | Confidence | Confidence
Coverage | Rule Interval Limits
Indicators of | Knowledge of 2 or more modern contraception methods 65 69.5 11 | £9 60.5 - 78.5
Knowledge [ percentage of Adolescents with knowledge of 2 or more Sources of Modern 50 53.7 8|+£97 44 -63.4
Contraception
Percentage of Adolescents with knowledge of 2 or more Ways of HIV 91 96.8 16 | £34 93.4 -100
Transmission
Percentage of Adolescents with Knowledge of HIV Status 84 88.4 15| +£6.2 82.2-94.6
Percentage of Adolescents with Knowledge of the two main Sexually 66 70.5 12 | £8.9 61.6 - 79.4
Transmitted Infections (STIs)
Indicators of | Percentage of Adolescents with Positive Attitudes towards HIV Positive 93 97.9 16 | £2.8 95.1-100
Attitudes Results and Friends
Percentage of Adolescents with Positive Attitudes towards Abstinence and 40 42.2 6|96 32.5-51.7
Premarital Sex
Indicators of | Percentage of Adolescents who engaged in opposite Sex Relationships 79 83.2 14 | £7.3 75.9-90.5
Sexual and | Percentage of Adolescents who engaged in Sex 55 57.9 9| £9.6 48.3 -67.5
Reproductive | Average Age at First Sex 44 46.3 7] +9.7 36.6 - 56
Heal_th Percentage of Sexually Active Adolescents who Used Modern Contraception 38 40 5| 19.6 30.4 - 49.6
Practice Method at Fist Sex
Percentage of Adolescents using Modern Contraception in Subsequent Sexual 46 48.4 7| 9.7 38.7-58.1
Experiences
Incidences of Pregnancy 11 11.6 | N/A +6.2 54-17.8
Incidences of Sexually Transmitted Infections (STIs) 19 20 1|78 12.2-27.8
Treatment for Sexually Transmitted Infections (STIs) 15 15.8 171 8.7-229
Sexual and Reproductive Health Care and Services Seeking Behaviour of 61 64.2 10 | £9.3 54.9-735
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