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ABSTRACT

Despite the number of sexually active among yobthag high, very few youths engage in safe
sex. They had rather involve themselves in riskyaveor. The overall image of literature is not
encouraging, youths do not use contraceptive tegmtethemselves from unplanned pregnancies,
Sexually transmitted diseases (STI's) and Humanunwodeficiency virus (HIV).There is need
to increase the knowledge and practices of conttaee use among youths for a better sex
reproductive health. The major objective of theeeesh objective was to determine the factors
that influence youths to use contraceptives.

METHODOLOGY : A case control study done in Kayole and Mukuhnalysis was done
using binary logistic regression.

RESULTS: When it comes to gender, more females 45% liteelyse contraceptives compared
to men, youths who are from religions like Cathdit% more likely, Protestants 24% more
likely and other Christian denomination are 52%s lekely to use contraceptives unlike their
Muslim counterparts who are 72% more likely to asetraceptives. Level of education and use
of alcohol does not have association with the ws#raceptives. Youths who have Secondary
are 23% more likely to use contraceptives, Collegeiversity 29% more likely to use
contraceptives, Technical/Vocational are 30% ldssyl to use contraceptives and others are
50% more likely to use contraceptives. All this eg@ompare to primary school. Youths who
take alcohol are 1% less likely to use contracegtistompared to those who don’t take alcohol.
As well as very few sexually active youths use rao#ptives. Sexually active are 16% more
likely to use contraceptives.

DISCUSSION: youths don’'t use contraceptive use, gendercatitin, religion, alcohol and
sexual activity doesn’t seem to have much impacthair decision. Therefore no association
between gender, education, religion, alcohol & séxactivity with contraceptive use on cross
tab. However, on a binary logistic regression gemhde an association with contraceptive use.

CONCLUSION: Contraceptive practices among youths to prewemilanned pregnancies,
sexually transmitted diseases (STI's) and immunogefcy virus is low despite a large number
of youths engaging in sex.

IMPLICATION: There is need for more research to be done on tealysdge the gap among
sexually active youths and contraceptives.



CHAPTER 1
1 INTRODUCTION

1.1 Background

Understanding the drivers of sexual and reprodachealth (SRH) outcomes is critical for
improving individual health outcomes especially uetibn in unintended pregnancies and
sexually transmitted infections (STIs).

Young people comprise a considerable gntagn of populations in sub-Saharan Africa.

These young people face numerous sexual and regreeliealth (SRH) challenges during their
transition to adulthood. These challenges incluamong others, limited access to SRH
information and services. The long-term impactsuoimet SRH needs are telling - high
incidence of HIV among young people and a substdythigher contribution of adolescent
childbearing to total fertility rates than in othgarts of the world. While ages at puberty and
initiation of sexual activity have declined in mapgrts of sub-Saharan Africa, age at first
marriage has increased over time, thus increasiageériod that adolescents are susceptible to
pre-marital pregnancies and poor SRH outcomesubrSaharan Africa, adolescents who initiate
sex are exposed to sexually transmitted infect{@¥ds) including HIV/AIDS and unintended
pregnancies. For example, the proportion of youognen who have a child by age 20 ranges
from 47% to 75% in Kenya Risk of unintended pregmes is heightened for adolescents
because of low contraceptive use during early desxjzeriences. Unintended pregnancies often
end up in clandestine and unsafe abortions, whigh associated with adverse health
consequences, including maternal deaths. Ovek, gexual and reproductive health outcomes
among young women and girls have long-term advemesequences on women’s status
including poor educational and employment oppottesi & ° 10:11:12

In south Africa, Among women who reportedo currently using contraception (89.1%),
9.3% were using the Pill, 5.2% the intra-uterinatcaceptive device, 25.6% injectables, 57.6%
male condoms, 5.9% female condoms, and 8.9% dutiloak® other methods used were the
rhythm method (7.0%), withdrawal (11.5%), and ereemy contraception (5.5%35

In three Francophone West African countrideere was a relatively high level of
knowledge of contraceptives among young women; afseontraceptives is relatively low
among married women, but higher among sexuallw@ainmarried women. In Burkina Faso,
only 8 percent of married young women use modemntraoeption; in contrast, 56 percent of
unmarried sexually active young women use modentraoeption. Prevalence between both
groups of young women in Mali was lower: 6 percantong married young women and 20
percent among unmarried young women. In Senegagréent of young married women use a
family planning method, but the number of sexualtyive unmarried women was so low that the
survey did not estimate a prevalence rate. In lake countries, the number of unmarried



sexually active young women was quite small, sboalgh their contraceptive use may be
higher, they represent a very small percentag®ofig women! 8

1.2Broad objective: To determine contraceptive use among the youthkaiyole and
Mukuru aged 15 - 24 years and the various factbad influence them to use the
contraceptives

12.1The specific objectives of the study are:

To estimate the effect of sexual behaviour on @mefptive use among youths in Kayole
and Mukuru.

To determine contraceptive use among the youtKayole and Mukuru.

To determine factors that contributes to contraeeptise using logistic regression
analysis.

1.3Research question:Do the youths in Kayole and Mukuru use contrasepto protect
themselves against unplanned pregnancies, Humammauheficiency virus (HIV) and
sexually transmitted infections (STI's)

1.4 Research hypothese€ontraceptive use reduces the number of unplanresghancies
increases knowledge of different methods thereforgroving the sex reproductive
health

1.5 Statement of a problem:a study done on youths in Kayole and Mukuru toeusiénd
their sexual behaviour and contraceptive use targetmation to help in reduction of
unplanned pregnancies, sexually transmitted diseek human immunodeficiency
virus.

1.6 Methodology: Case control study in Kayole and Mukuru. Analysidone using a
binary logistic regression to determine contraceptise and few factors associated with
contraceptive use.

1.7 Inclusion and exclusion criteria
Inclusion criteria: Youths aged betwé&rand 25 years living in Kayole and Mukuru.
They shibubt be married.
Exclusion criteria: Youths, who cannedd, write and speak english or kiswahili
Key inforniahas to be youths between 15 and 25 year.



CHAPTER 2

1. LITERATURE REVIEW

There is need to understanding sexmdlreproductive health of adolescents its utmost
important. It carries with it implications for impving individual health outcomes especially in
reduction of unintended pregnancies and STIs ssa¢h@AIDS. *did an analysis using data
from poor urban youths in the slums Nairobi. Thegnprehensively look at the individual level
factors that may influence contraceptive use aedmancy outcomes among adolescents as they
transition to adulthood, in a bid to understandrtBeds and challenges that they face. Results
pointed to the fact that there is a diversity ghexences among adolescents with regards to
knowledge, attitude and behavior. Age, educatiahraarital status were often strongly
associated with sex reproductive health (SRH) e&pees of adolescents, pointing to fact that
targeted programs are needed to reach them wige r@ainSRH info and services at different
stages — before they initiate sex, as sexually@actmarried youth, or as married individuals
and coupleg!

[218hrgued that the dominant conceptual framework fisfeustanding reproductive
behavior is highly individualistic. In one of thetiale a conceptual framework for the social
analysis of reproductive health, they demonstrtatisuch a conceptualization is flawed, by
emphasizing that behavior is shaped by socialioglstand institutions. They used ethnographic
evidence to highlight the value of a social analyggithe local contexts of reproductive health.
Setting out a framework for conducting such a danalysis, capable of generating data
necessary to allow health programmes to assesgpfhvepriate means of improving the
responsiveness of service-delivery structurese¢mtreds of the most vulnerable. They identified
six key issues in the framework for the analysisaifial vulnerability to poor reproductive
health outcomes, namely: poverty and livelihoodtsties, gender, health-seeking behavior,
reproductive behavior, and access to servigés!®

‘A significant proportion of youth is e€ted by HIV and other sexually transmitted
infections mainly through sexual intercourse, wiile prevalence of unwanted pregnancies is
rising’ . A study done in Kisumu town in western Kenya ke at knowledge, attitude and
practice and factors influencing sexual relatiopskand contraceptive practice among the youth
showing that majority of the youth are sexuallpertenced (73.5%) with most of the first
sexual experiences occurring within the 15-19 yagesgroup. There is a high level of
knowledge (99.2%) of contraceptive methods andsiige attitude towards contraception.
However, the level of contraceptive use is reldyivewer (57.5%) even for the sexually active.
Factors influencing this practice are associatet thie individual's background as well as health
delivery systems and policy. The factors influegatontraceptive practice were demographic
factor, which consisted of age and sex; social eson factors focus being in occupation,
marital status, level of education and social @gtiwther factor-included culture where the
study was done on culture then there was servaterféhat looked at range of service and
adequacy of service facility then policy factor eTitesult showed that there is a wide disparity
between contraceptive knowledge and practice, wiads to be bridged. There is the need to
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[rgfel\éii\a/]v policies and practices regarding reprodechigalth, sexuality and family life education.

According t8, ‘several developing countries introduced familgrming programs to
reduce their population growth rates. The rapi@agrof birth control programs in the
developing countries was at times accompanied kasares which violated human rights. In
response to the ethical violations and coercivejgs on population control, toward the end of
1980s various international committees formulateelproductive health approach to overcome
the limited population control approach. Unlikeatipopulation control programs, the focus of
reproductive health program is on “reproductivecess,” whereas the most immediate focus of
family planning programs is on fertility’. Althouggtudies refer to reproductive health approach
as an extension of fertility control approach raterre on reproductive health provides very few
systematic approaches toward developing explareatbreproductive health. The current
approaches on population control are influencethbydeological shift towards a broad based
approach which involves fertility or family size ase of the components of reproductive health.
The present study uses intermediate variables framkesuggested by Davis and Blake to
organize reproductive health explanations. The ggeg framework suggests that the state of
reproductive health is indicated by intercourseception, and gestation variables and assumes
that reproductive health is a latent dimension&t@me indicated by the measures of the
intermediate variable§%%212%

A study investigated youth and theirtcaceptive usage toward reproductive health in
Ekiti State. The study revealed that there waguifstant difference in education of youths and
their contraceptive usage, and no significant diffiee in the location of youths and their
contraceptive usage. It was therefore, concludatiybuths should have access to all forms of
contraceptive, which will lead to a healthy repraiile living, and this should not be seen as a
way of making our youths promiscuous, but rathad$eto a reduction in the rates of abortion
and morbidity among the youtH?324

‘Reports indicate that contraceptive use rgradolescents in Kenya is lofised a case
study in Nairobi to investigate perceptions théuience contraceptive use among adolescents
15-19 years old. The study utilizes informationlected using structured interviews, focus group
discussions (FGDs) and in-depth interviews (IDisNairobi. The results show that the main
perceptions associated with contraceptive useaengal approval, opinion of adolescents,
ability to get a method for self and discussiorhvaéxual partner. Results of FGDs and IDIs
show that teachers lack adequate skills while parfeel inadequate to teach sexuality issues.
Despite the fact that the family and school argcati socialization institutions, teachers and
parents focus on discouraging use of contraceptivismore adolescents using contraceptives
getting sexuality information from other sources #ms poses a significant challenge for
policies and program$.

Involvement in romantic and sexual relasioips increases during adolescence and young
adulthood as does the significance of these relsiips. Relationship experiences during this
period are influential for reproductive health ares and set the stage for future family



formation choices and behaviours. A study donézirtg retrospective sexual relationship
histories of young adults available in the mosergavave (2001-2002) of the National
Longitudinal study of Adolescent Health to obtaibetter understanding of the factors
associated with contraceptive method choice, withcas on relationship context. Results
indicate that for a given individual, contraceptmethod choice varies across relationships as a
function of relationship commitment and couple hagamy, even accounting for individuals’
own characteristics and prior relationship expex@sn The results also confirm the importance
of individuals’ own characteristics and reveal teatly perceptions of risk and severity of
negative reproductive health outcomes and contteveegelf-efficacy have enduring effects on
later contraceptive method choices. Furthermoreptitterns of associations between both
relationship and individual characteristics andtaseptive use differ depending on the specific
type of contraceptive methdd?®!

Sub dermal contraceptive have low diticoation rate but are under used among young
women in Africa. The study aimed to isolate thesroitial contraceptive method has on
preventing unintended pregnancy. The study was dor899 Kenyan women aged 18-24 years
into prospective cohort study if they wanted stamting hormonal method (injectables or oral
contraceptive). The results showed twenty-four @eropted for an implant (n=97), and the
remainder opted for a short-acting method (n=298¢ 18-month discontinuation probability
was 21 per 100 for implant users and 43 per 10€hshort-acting method group (p=.001).
Twenty-two unintended pregnancies occurred: alkevaanong the shortO acting group vs.
Implant group was 7.4(95% confidence interval;-134.5). The study Conclusion showed that
many young Kenyan women found implant to be a mealsie alternative to short-acting
methods. Having choice essential and starting giaints provides substantial and clear
protection from unintended pregnancy relative torshcting method®

A study done in South Africa showkdtt ‘despite ongoing campaigns and
interventional programmes promoting safe sex, exweftive use remains a controversial area
among South Africa Youth'. The study was done te@Bstigate contraceptive use and associated
factors among South African youths aged 18-24 ywarsreported to have had sexual
intercourse. It was done on young South Africar2@4ubjects aged 18-24 years) in four
provinces responded to a cross-sectional populaésed household survey. The results were as
follows: ‘among women who reported to be currenjng contraceptives (89.1%) 9.3% were
using the pill, 5.2% the intra-uterine contraceptilevices.25.6% injectables. 57.6% male
condoms, 5.9% female condoms and 8.9% dual metbtitsy, methods used were the rhythm
method (7.0%), withdrawal (11.5%) , and emergemyraception (5.5%). In multivariable
analysis among women, ease of getting condoms @ingiaving had early sex (below 15 years
of age) were associated with contraceptive use.mgmoen, better knowledge about
contraceptives, having talked with partners abonadom use in the past 12 months, love life
and multimedia programmes exposure were assoasteaontraceptive use in univariable
analysis, while none were retained in the multsaleé model’ the conclusion of the study was
that communication with the partners about condss) aducation and being employed are
significantly associated with contraceptive. Howewse of contraceptive is still low, and this is
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substantiated by the high rate of unwanted pregeameported. It is clear the more vigorous,
effective and meticulous means of promoting comrfpéize use need to be explored, enabling
youth to take control of their reproductive headtid make informed decisior&’!

The Kenya governments in collaboratiothwather stakeholders involved in the provision
of family planning services have put in place vasigtrategies and policies to increase uptake of
family planning services. These are aimed at irsingacontraceptive prevalence rate (CPR),
reduction in both total fertility rate (TFR) andraat need for family planning services. Despite
the various strategies and policies, total feytildte still remains high at 4.6 percent, while CPR
and unmet need for family planning are estimatetbgtercent and 24 percent, respectively. The
purpose of the study was to examine the utilizalémel of family planning services and to
analyze the determinants of demand for family piagservices among women in City slums in
Kenya. To realize this objective, a survey desi@gs @wdopted. The target population constituted
women in city slums in Kenya, who were identifibdough multistage random sampling.
Primary data was collected from the women usinguetired interview schedule. A fact sheet
was used to summarize the data collected befavastcleaned, coded and edited for
completeness and accuracy. The study revealeddageuof contraceptives compared to the
national level. Use of the services varied in teaihdemographic and socioeconomic factors of
the woman and the woman'’s perception in termsefdbility/provider factors such quality,
friendliness of staff and promotion. Various fastaccounted for the low use of family planning
services. These included partner’s approval, quafithe services, friendliness of the staff
administering the services and the woman’s knovdeatgput family planning services. Other
factors included the woman'’s income level, proxynd the provider and the religious
background of the woman. To increase the use ofyfgslanning services among women in
slums, activities of community-based distributdiewdd be revived and enhanced, promotion of
family planning education and activities at the $ehold level should be accorded priority.
Formation of lobby groups to enhance cultural cleaagvareness creation and counseling and
integrating family planning services with HIV/AIDSe recommended®



CHAPTER 3
METHODOLOGY
3.1 Binary logistic regression

Binarylogistic regression is used to analyze binary auw®ariables. It also make use of
the relationship between independent variables ggmendent (or outcome) variable that is
discrete. This model can be used to examine tlextefif a particular exposure on an outcome
variable including:

» Comparing the level of an outcome variable in twpasure groups
* Comparing more than two exposure groups, throughutie of indicator variables to
estimate the effect of different levels of a categg variable, comparing to a
baseline.
Logistic regression model, models a transformatbrthe outcome variable rather than the
outcome itself that is log odd of outcome is modele

The general form of the model,

log odds of outcome = Io(gl_ln) =Bo + B1 X1+ B2 XoF e Py Xy

Binary logistic regression is a generalized lineadel. A generalized linear model is where the
linear model for the exposure variables is saitdaelated to the outcome via a link function.
The link function for logistic regression is thejib(log odds) function. The quantity on the right
hand side of the equation is the linear predictothe log odds of the outcome, given the
particular value of the exposure variables; to x,. The B's are regression coefficients

associated with thg exposure variables.

The transformation of the probability, or riskpf the outcome into the log odds is known as the
logit function.

logit () = log (ﬁ) thus the name logistic. Odds can take any valtwdsn O and infinity.
The log odds are not constrained at all; they ede &ny value between negative and positive
infinity.

Binary logistic model has a link function of logiieasure of exposure effect is odds ratio and
the effect of the model is multiplicative.

The model is fitted using the maximum likelihoodpegach to obtain maximume-likelihood
estimates. The logistic regression model can baesfoamed (that is, p) to the logit
transformatiorf*



Logistic regression uses the logit of the proportes the outcome variable The logit of a

proportionp is the log oddstogit (p) = log, (1%7)

The logit can take any value from minus infinityhenp = 0, to plus infinity, wherp = 1. we
can fit regression models to the logit which arey@milar to the ordinary multiple regression
and analysis of variance models found for data feomormal distribution. We assume that
relationship is linear on the logistic scale.

loge <1p+p> = b() + b1x1 + bzXz + et bmxm

Where x; ~ x, are the predictor variables and is the proportion to be predicted. The
effects of the predictor variables are found as ¢aigls ratios, unlike the ordinary linear
regression equation that might predict proportitess than zero or greater than one, which
would be meaningless.

The logistic regression equation predicts the logisp a log odds ratio. The antilog of the
coefficients is thus an odds ratio. Some prograitisownt these odds ratios directly. These are
often called adjusted odds ratio.

For a continuous predictor variable, the coeffitisnthe change in log odds for an increase of
one unit in the predictor variable. The antilogtloé coefficients, the odds ratio is the factor by
which the odds must be multiplied for a unit in@@an the predictor. Two units increase in the
predictor increases the odds by the square ofdds mtio.

3.2 The multiple logistic regression equation

Logistic regression can be extended to multipleiskig regression having more than one
independent variable. Some of the independent blasacan be categorical and others
continuous. Therefore with risk variablese; x; , ... ... ... Xy , then the model is:

log(£)= a+ Bix+ . . . o+ Prxk

If the independent variables are categorical, tite ¢ tabulate by all levels of the co-variables.
The mode then implies that in a particular celtheff table we will have the same probability say
m; and this probability may differ from cell to celThenrm; can be estimated kyy which is the
proportion of individual who have a particular espee in that ceft®

3.3 Model checking

An important question is whether the logistic modiescribes the data well. If the logistic model
is obtained from grouped data then there is nolpmelcomparing the observed from grouped
data, the groups and those predicted by the model.



There are a number of ways that the model maydalkescribe the data well and these include:

1. Lack of important covariate
2. Outlying observations

3.3.1 Lack of important covariates: This can be investigated by trying all availabieariates,
and the possible interactions between them. Prdvide absent covariate is not a confounder,
then inference about particular covariate of irderg usually not affected by its absence.

3.3.2 Outlying observation:It can be difficult to check when the outcome variabldinary.
However, some statistical packages do provide staiwed residuals. That is, residuals divided
by their estimated standard errors. These valuesbeaplotted against values of independent
variables to examine pattern in the data. It is aigportant to look for influential observations,
perhaps a subgroup of subjects that if deleted filmenanalysis would result in a substantial
change of the values of regression coefficientreses

3.4 Maximum likelihood

The method of estimation by maximum likelihood, tikelihood of the data is proportional to
the probability of obtaining the data.

For data of know distribution form, and where theam blue is given in terms of a generalized
linear model, the probability of the observed deda be written down using the appropriate
probability distribution. For example, with logistregression the probability for each group or
individual can be calculated using the binomialdquat of these probabilities and the likelihood
of the whole data is the product of these prob@sliover all groups or individuals. This
likelihood depends on the values of regression fimefits and the maximum likelihood
estimates of these regression coefficients aresthrakies that maximize the likelihood that is,
the values for which the data are most likely tousc The method also gives standard errors of
the estimated regression coefficients and sigmifitasts of specific hypothesis. By analogy with
the analysis of variance for a continuous varialtlkee analysis of deviances iused in
generalized linear models®*

3.4.1 Devianceis twice the difference between the log- likelihomida perfectly fitting model
and that of a current model and has an associagee of freedom (DF) that is equal to the
difference in the number of parameters betweerethves models?

The signature of an effect on a single degreeesfdom may be tested by the ratio of its estimate
to its standard error (SE), assessed as a standdndormal deviate. This is known as the Wald
test, and its square as the Waté™*.

The procedure of fitting a model using the maximiikelihood method usually involves
iteration that is repeating a sequence of calaulatiuntil a stable solution is reached. Fitted
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weights are used and, since these depend on thmetar estimates they change from cycle to
cycle of the iteration. The approximate solutiomgsempirical weights could be the first cycle

in this iterative procedure and the whole procedsirgometimes called iterative weighted least
square™
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CHAPTER 4

4.1 Introduction

Report the result of contraceptive use among youatksyole and Mukuru. Data is from shuga

Il evaluation study. The study is a case contnadlgtdone in Kayole and Mukuru on youths aged
between 15-24 years. A simple random samplingresaurce center in the area, the study is a
cross sectional and the evaluation is on youthtsaebehavior; HIV knowledge, attitudes &
testing; Smoking, alcohol & drug use and contrawgepise..

4.2 Statistical analysis plan

The analysis plan contains a description of theaesh question; Do the youths in Kayole and
Mukuru use contraceptive to protect themselvesnagiainplanned pregnancies.

The analysis plan involved data entry, validatideaning, coding and analysis. Exploratory data
analysis was done and the data is normally digethuStata 12 will be used to analyze the data.
The data is from a cross-sectional study in EagtAfregion to assess the youth knowledge and
understanding on Hiv/Aids.

The dependent variable will be contraceptive usdewtine independent variables are gender
level of education, religion, alcohol, sexual ictaurse.

The analysis to be carried out is binary logisegression. We carry out both one variable
logistic regression and multiple logistic regressiol he missing data will be omitted.

4.2.1 Data variables

Contraceptive useTakes a binary outcome with 1 as Yes to using eceptive and 0 as No to
not using contraceptive.

Gender: 1 for Male and 2 for Female.
Religion: 1 None, 2 Catholic, 3 Protestant, 4 Muslim, 5ddin6 Jewish , 7 Christian.

Education: The different levels of education are 1 never altehschool, 2 Secondary, 3
College/ University, 4 Technical/ Vocational.

Alcohol: For alcohol, 1 will be No to alcohol use and 2 Yaslcohol use.

Sex Thevariable sex involves youths who have engagedxnaily intercourse or not. It take 1
for Yes to having had sexual intercourse in theé pasionths and 2 No to not have had sexual
intercourse in the past 6 months.

12



4.3 Descriptive statistics

GENDER

There were slightly more male youths than femaldbe study. Males were 303 (50%) and
females were 298(49%)

13



Muslim RELIGION

3%

other christians
5%

The youths belonged to different religions as foloProtestants were the majority 333 youths
(55.41%) followed by the Catholics 200 youths (834, the rest of the denominations had
youths less than 30. Namely, Other Christian denation had 28 youths (4.66%), youths who
belonged to No religion were 25 (4.16%) and the IMubad the least youths 15(2.5%).

14



EDUCATION
Technical/Vocational

3% Other
1%

College/Universiy
6%

In the level of education, majority of the youtles/a secondary school. Primary education has
194 youths (32.28%), Secondary school 344(57.2€%l)ege / University 37(6.16%),
Technical/ Vocational 19 (3.16%), Others 7 (1.16%).

15



ALCOHOL USE

About half of the youths are not taking alcoholefiénis about 314 (52%) who don’t take alcohol
and 287 (48%) who take alcohol.

SEXUAL INTERCOURSE




Majority of the youths in this region are sexualitive. Consisting of 410 (69%) who have had
sex in the past 6 months and 187 (31%) who hadualtdex in the past 6 months.

Half of the youth reported not to use contracegtisensidering majority are sexually active.
There were 396(66.22%) of the youths who said Nastog contraceptives and 202 (33.78%)

said yes to using contraceptive.

17



4.4 Social characteristics and contraceptive use ing chi-square

Contraceptive use Statistical
Characteristic Attributes Yes No significance
Gender Male 45.05 %( 91) 53.03 % (210) X?(1) = 3.4081
Female p> 0.05
Religion None 3.47% (7) 4.55 % (18)
Catholic 34.16% (69) 32.83% (130)
Protestants 56.93 % (115) 54.55% (216) X2 (4) = 4.0147,
Muslim 2.97% (6) 2.27% (9) p> 0.05
Other Christians 2.48% (5) 5.81% (23)
Education Primary 30.2% (194) 33.59% (133)
Secondary 57.02% (341)  55.81% (221) X?(4) = 2.6830
College/University 6.19% (37) 5.81% (23) > (05
Technical /VocatioRal8% (19) 3.79% (15)
Other 1.49% (3) 1.01% (4)
Alcohol use No 52.48% (106) 52.27% (207) X*(1) = 0.3275
Yes 47.52% (96) 47.73% (189) p> 0.05

Sexual Intercourse No

Yes 30.53% (66)

67.47% (135)

69.47% (273) X?(2) = 0.3275
30.55% (120)p> 0.05

There is no association between contraceptive nd@lavariables, gender, religion, education,

alcohol and sexual intercourse. One of the majggadives of the study was to find the

association between the social characteristicsrsyhe using of contraceptives. Then a binary

logistic analysis of the variables was carried out.
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4.5 Multiple regression analysis

Number of observations=594

Likelihood ratio statistic=11.35

P-value =0.4142

[95%
Contraceptive Odds Ratio p>z Conf. Interval]
Use
Gender Male 1
Female 1.450348 0.047 1.005511] 2.09198
Religion None 1
Catholic 1.267926 0.623| 0.4919789 3.267695
Protestant 1.247064 0.643| 0.4895936 3.176449
Muslim 1.721991 0.439| 0.4350897 6.815271
Christian 0.4883252 0.297| 0.1268609 1.879708
Education Primary 1
Secondary 1.226107 0.297| 0.8356329 1.799041
College/university 1.291213 0.5| 0.6142245 2.714367
Technical/vocational 0.700011 0.55| 0.2173362 2.254642
Other 1.524301 0.597| 0.3198033 7.265388
Alcohol No 1
Yes 0.8903278 0.535| 0.6167527 1.285254
Sexual No 1
Intercourse Yes 1.167042 0.415| 0.8046721 1.6926

Gender. Female youths are 45% with 95% confidence (1.0236 2.09198) more likely to use
contraceptive compared to the males holding refiggalucation, alcohol and sex constant.
Gender is a significant variable in being assodiatgh contraceptive use.
Religion: youths who are Catholics are 27% with 95% comitee(0.4919789 to 3.267695)
more likely to use contraceptive compared to thaise to those who do not belong to no
religion. While 24% with 95% confidence (0.4895986.176449) of Protestants are more
likely to use contraceptive as compared to those lmélong to no religion. 72% with 95%
confidence (0.4350897 to 6. 815272) of Muslimsracee likely to use contraceptive as
compared to the youths who belong to no religioheYéas youths who belong to other
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Christian denomination are 51% with 95% confidefc&268609 to 1.879708) less likely to use
contraceptive as compared to those who belong teligion holding gender, education, alcohol
and sex constant.

Education: youths who had a secondary school education3eWith 95% confidence
(0.8356329 to 1.799041) more likely to use confpsiwes as compared to those who had
primary school education. While the once who haae ¢ollege / university education are 29%
with 95% confidence (0.6142245 to 2.714367) mdelyi to use contraceptive as compared to
those who had primary education. The youths whend#d technical / vocational education are
30% with 95% confidence (0.2173362 to 2.254642 lé=ly to use contraceptive as compared
to those who had primary school education. Lastly,youths who had other education are 52%
with 95% confidence (0.3198033 to 7.265388) mdselyi to use contraceptive as compared to
the youths who had primary school education holdatigion, gender, alcohol and sex constant.
Alcohol: Youths who take alcohol are 1% with 95% confide(@.6167527 to 1.285254) less
likely to use contraceptive as compared to those edn’t take alcohol holding gender,

religion, education and sex constant.

Sex: Sexually active youths are 17% with 95% confidefic8046721 to 1.6926) more likely to
use contraceptive as compared to those who argematlly active holding gender, religion,
education and alcohol constant.

In multivariate analysis, Gender was the only digant variable where there 95% confidence
interval does not include 1 and therefore theemigassociation between gender and
contraceptive use whereas religion, education halcand sex were not significant because there
95% confidence interval included 1 and thereforassnciation between religion, education,
alcohol and sex with contraceptive use.
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CHAPTER 5

5.1 DISCUSSION AND CONCLUSION

The finding of the current study indicates thattise of contraceptives is low at 34% among the
youths in Kayole and Mukuru. The study showed tuoaitraceptive use is more common among
female youths at 45% more than the male youthotrthsAfrica, Among young women who
reported to be currently using contraception (89,19/48% were using the Pill, 5.2% the intra-
uterine contraceptive device, 25.6% injectablest%/male condoms, 5.9% female condoms,
and 8.9% dual methods; other methods used wemyttem method (7.0%), withdrawal
(11.5%), and emergency contraception (5%3%)

Religion is has major influencing on decision irriéd, therefore the study wanted to find out if
it does influence youths in decision making on cacgptive use. The study shows youths who
are Catholics are 27% more likely to use contracemompared to those who to those who do
not belong to no religion.24% of Protestants areentigely to use contraceptive as compared to
those who don’t have a religion. 72% of Muslims au@re likely to use contraceptive as
compared to the youths who do not belong to angiogl. Whereas youths who belong to other
Christian denomination are, 51% less likely to csetraceptive as compared to those who
belong to no religion. Muslim youths on the othandi, are using contraceptives more
irrespective of the belief of their religions tisatxually intercourse and use of contraceptive is to
be practices within a marriage. There is no astooidetween contraceptive use and the
different religions. Though religion was stated’®yVarious factors accounted for the low use
of family planning services. These included pargapproval, quality of the services,
friendliness of the staff administering the sersiead the woman’s knowledge about family
planning services. Other factors included the wdmeartome level, proximity to the provider
and the religious background of the woman'.

Education level and its influence on contraceptise, youths who had a secondary school
education are 23% more likely to use contraceptgesompared to those who had primary
education. At the College or University educatiewd they are 29% more likely to use
contraceptive as compared to those who had priedugation. Whereas the youths who
attended technical / vocational education are 388% likely to use contraceptive as compared to
those who had primary school education. Lastlyythghs who had other education are 52%
more likely to use contraceptive as compared to/thehs who had primary school education.
The level of education doesn’t have much impaatamtraceptive use as it seems relatively low
in most of the levels of education. Most youthamy level of education don’t use
contraceptives.

Youths who take alcohol are 1% less likely to uset@aceptive as compared to those who don’t
take alcohol, this is a small percent therefostdws that alcohol has no much association on
the youths decision to use contraceptives or nbetAer youths take alcohol or not, they are not
likely to use contraceptives

Sexually active youths are 17% more likely to uset@aceptive as compared to those who are
not sexually active. A small percent of sexuall§ihacyouths are not using contraceptive.
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The result can be compared to a study done in Kislarsignificant proportion of youth are
infected by HIV and other sexually transmitted atfens mainly through sexual intercourse,
while the prevalence of unwanted pregnancies isgi®\ study done in Kisumu town in western
Kenya, looked at knowledge, attitude and practiog factors influencing sexual relationships
and contraceptive practice among the youth showhiaty majority of the youth are sexually
experienced (73.5%) with most of the first sexuglexiences occurring within the 15-19 years
age group. There is a high level of knowledge (89).2f contraceptive methods and a positive
attitude towards contraception. However, the lesklcontraceptive use is relatively lower
(57.5%) even for the sexually active. Factors ificing this practice are associated with the
individual's background as well as health deliveygtems and policy. The factors influencing
contraceptive practice were demographic factor Wwimnsisted of age and sex; social economic
factors focus being in occupation, marital statesel of education and social activity; other
factor included culture where the study was donewture then there was service factor that
looked at range of service and adequacy of sefaidéty then policy factor. The result showed
that there is a wide disparity between contracepkwowledge and practice, which needs to be
bridged. There is the need to review policies angctices regarding reproductive health,
sexuality and family life educatior?.

5.2 CONCLUSION AND RECOMMENDATION

CONCLUSION

The trends are particularly worrying because thetlyo are sexually active but the they appear to
have become more risk over the years. There ayefeeryouths who are using contraceptives
as a means of protecting themselves against ungdigomregnancies, sexually transmitted
diseases (STI's) and human immunodeficiency viHI¥) although there are campaigns on
television and poster all over the areas to edubata on safe sex.

RECOMMENDATION
There is need for more information and campaigngherbenefits and effectiveness of using

contraceptives among the youths.
5.3 LIMITATIONS OF THE STUDY

This study is an analysis of Kayole and Mukuru ard#e results are therefore not necessarily
generalized to other parts of Kenya.

5.4 FURTHER WORK

There is need for research to be done on waysdgedthe barriers of the sexual behavior and
contraceptive use among the youths therefore isertbtee number of sexually active youths
using contraceptives. More so, reduce the influericailture, region and tackle the attitude of
youths towards contraceptive.
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