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ABSTRACT

Adolescent Reproductive Health (ARH) problems are cmerging public health concems n
Nigeria; yet they can be tackled through Parent-Adolescent intcrvention. How'ever, paucity of
information cxists on knowledge and quality of parent-adolcscent communication. This study
was, thercfore, designed to ovaluate the clfects of training on knowledge and quality relaling

to ARH communication between parents and their adolcscents in Ibadan, Nigeria.

A quesi-cxperimental study waps conducled in Egbeda and Ido Local Govermment Arcas,
which were randomly sclected and allocated into Experimental Group (EG) and Control
Group (CG). respectively. A threc-stage sandom sompling technique was uscd io sclect |09
Parent-Adolescent Pairs {PAP) from compounds, houscs and houscholds in G and 106 PAP
from CG. Imcrviewer-administered instruments werc used (0 collect dota from the parents
and adolescents at bascline. Both instrumenis included a 30-point knowledge scale and
qucstions on ARH practices. The instrument for adolescents containcd an additional 15-point
Percecived Quality of ARH Communication {PQARHC) scale. Knowlcdge scorcs <10, > 10-20
and >20 were calcgoriscd as poor. fair and pood, respectively for both parenis and
adolescents. The PQARHC scores <5, >5-10 and >10 were categoriscd as poor, fair and
good, respectively. Bascline rcsults were uscd to design a training intervention for parcnis.
The intervention cnhanced the capacity of parcnts in EG to discuss ARH issues with their
adolesccnts. Parents in CG were provided lcaflet on personal hygicne. A posi-intervention

survey was conducted among the 1wo groups. Data were analysed using descriplive statistics,
Chi-squarc and Studenis’ t-lcsts at p=0.0S.

Apces of adolescents were 13.9224 (EG), £3.9:£2.3 (CG) ycars whilc parents’ ages were
43.629.5 and 42.628.5 ycars, respeclively, Parcnts knowlcdge scorcs at baseline were
21.5£3.4 and 21.3%3.3 for EG and CG, respectively with no significant dilVerence.
Knowledge of LG and CG ot post-inicrvention were 27.041.9 and 23.143.0, respectively with
asignificant dillercnce. At bascline, adolescents in EG and CG whose parents cver discusse!
ARH issues with them wete 20.2% and 21.7%, respectively. At post-intcrvention, all the
adolescents in EG (100.0%) and 4.7% in the conirol reporiedly reccived AR} infornation
from their parcnts. Adolescents’ knowledge increased from 14.745.5 at bascline, to 22.9x1.6,
significantly, 81 post-intervention in LG no such difference was noted among CG. Parcnls in

EG and CG with good knowledge were 84.4 and 84.0%, rcspectively with no significant
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difference at baseline, Significantly, more parents in EG (100.0%) than contro! {(90.7%6) had
good knowledge at post-intervention. Adolescent respondents with good knowledge in EG
increase significantly from 8.3% 1o 92.9% ot post-intcrvention. The proportion with good
knowledge at the basclinc and post-intervention among CG were 6.6% and 22.1% with
significont difference. Adolescent in EG whose PQARHC with their parents was adjudged 1o
be of good quality were 17.4% and 100.0%. respectively with signiflicantly differcnce at post-

intervention. Among CG. the values at bascline and post-intenention were 20.8% and 4.7%,
respectively with significant difference.

Training was cllcctive in improving knowledge and qualily ol communication among parents
and their adolescents in Egbeda Local Government Arca, Policy intcrvention and social-
markcling stratcgics arc rccommended for nstitutionalising and scaling up the intcrvention.

Kcywords:  Adolescent reproductive health, Parent-adolescen: communication, Quality of

Reproductive health communication
Word caunt: 498
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OPERATIONAL DEFINITION OF TERMS

Purcnts: A mother or father who has at Icast a child ~malc or female, aged 10-19 years in the
study arca.

Adolescent: A person male or female within the ages of 10-19 years and is cither in or out-

of-school in the study arca.

Adolescence: A period of tronsition from childhood to adulthood within the age bracket 10-

19 ycars.

Adolescent Reproductive Healtls Issues: Acconling 10 this siudy. Adolescent Reproductive
Health is limited 10 pregnancy prcvention, abortion prevention, Sexuelly Transmitted

Infection including I HV/AIDS and physiological development.

Scxuality Eclucation: Scxuality cducation is a process of providing information. skills and
scrvices that cnable persons adopt safe sexual behaviours including abslinence, non-

penetrstive scx such as hugging, holding hands, as well as correct snd consisient use of

condoms.

L
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CHAPTER ONE

1.0 INTRODUCTION

I.1  Background to the Study

According o the World Health Organisation {\W!10) (1989), an adolescenl is somcone aged
between 10 and 19 years. The period of adolescence has been regarded os a stressful time in
which the adolescent gioup has its own sub-culture thot differs fron other devclopmenial
periods. This period is charactcriscd by plenty of energy and drive, a desire for change,
ncwness ond o high sense of idcalism, which when coupled with lack of cxperience and
wisdom result in mistakes and frustrations (Asuzu, 1991; Salawu, 2007). Adolescence is also
o period of remendous opportunity as well asof risks, 1t is a pcriod which is characterised by

physical, psychologica! and social change (Nanada, 2003; Snlawu, 2007).

During this period. the individual is in the process of achieving, through lcaming and testing
himself (or herself) and socicty, the altitudes, belicfs and skiils nceded to be an adull, and
hopcfully, an cifective participant in sociely (Action Health Incorpornted. AllS, 2002). It is 4
common praclice lo shield young people from receiving education about sexuality because vl
the beliefl thot access to such information will encoursge them to become sexually aclivc
(Salawu, 2007). Unfortunatcly. wheseser peopic try to provide youths with scxuality
cducation result in heatled debates (Abl, 2006; Salawu, 2007). This is undcrstandablc to the
extent that nobody wants his or her child to become involved in frivolous discussions aboul
sexuality or carly scxual relations (Salawu, 2007). lHowever. the 1993 World Health
Organization (\WHO, 1993) study on the effects of cducation on pecople’s scxunlity behaviour
showcd ovenwvhelmingly that there is no evidence to support the conlention that scxuality
cducation in schools leads to ecarly or incrcased scxual octivity among young pcople

(Sexustity Infonnation and Education Council for United State, SIECUS, 2001),

Empirical cvidences have shown that sexuality is a central aspect of being human thtoughout
life ond encompasscs scx, gender identities and roles, sexual orientation. croticism, pieasure.
intimacy and reproduction (WHO, 2002; Ferguson. 2010). Adolcscents require infonnation
and skills to assist them to leamn aboul sexualily, to explore their attitudes and valucs, and to
practisc the decision-making and other life skills they nced 1o mekc informed choices about

their sexual lives and protect their healih. Good international technical guidance and country

\
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cxamples exist on which to inspirc cxpanded and improved cfforts on sexuality cducation
(\WVIHO. 2002; Ferguson, 2010).

Sexualily is ofien broadly defined as the social construction of a biological drive (\WHO,
2002) which oflen deals with issues such as whom onc has sex with. in what ways, why.
under whal circumstances and with whal oulcomes o person cngoges in sex (National Aids
Contiol Council (NACC), 2002: Ajuwon, 2005). Thus, sexuality perains 1o the lotulits ol
being human - being a female or male - and this suggests a multidimcnsional perspective ol
the concept of sexualily which is shaped by biological, psychological, economic, political,

social, cullural and religious [aclors operating within a particular culture in each secicly
(Ajuwon, 2005).

According 10 Ajuwon (2005), scxuality cducalion is a process of leaming about how an
individual can be coinfortablc about all aspects of being human. Sexuality educaltion can also
be described as a process of providing information, skills and services that enable persons to
adopt safe sexual bchaviours including abslinence, non-penetrative scx such as hugging.
holding hands, as well as corvect and consistent usc of condoms. Scxuaily hcaithy bechaviours
also include sceking care (fom treined hcalith workers during incidence of any reproductise

morbidity such as sexually transmiticd infections (STIs). unwanted pregnancy, and intertidits

Although pcople of all age groups can benefit from sexuality education, targeting young
persons with sexuality cdueation scems much more imporant due 10 the fact that adolcscents
reach scxual malturity before they develop mental/emotional maturity and the social skills
nceded to appreciate the consequences of their sexual activity (Fee and Youssef, 1993;
Ajuwon, 2005), 1t was also rcvealed that girls of nowadays enter puberty as young as age of
cight (8) and rcach menarche (first menstruation) earlicr than the previous generations did;

this is believed %o be due to improved hcalth status and nutrition {Ajuwon, 2005)

1.2 Statement of I’'rohlcm

According to Dameth (1997) tccnagers that live in stablc 1amily environments, and are clow
0 their parents, arc more likely to iemain sexually abstincnl, posipone intercourse, hasc fewer
partners, and use controccption. In almoslt all societies, educaling children about sex is not a
task that parents and other family members {ind casy. Many feel uncomfortablc talking with
their children about the subject for cultural and traditional beliefs.

2
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In Aftica, coinmunication about scxual and reproductive hcalth issucs (e.g.. relationships,
menslruation, and matermnity care) penerally is considered the sesponsibility of motheis
(\vamoyi. Fenwick, Urassa, Zaba and Stones; 2010), Parent-child communieation about
scxuality was common in families and mainly on same sex basis. [t typically consisted of
wamings. threcats and physical disciplinc and was triggered by sceing or hearing soincthing a
parcnt perccived as a negative cxperience (such as a death attributablc to 1V and uninarricd

young person’s pregnancy) ( Wamoyi er af., 2010).

According to Kiragu, Obwaka, Odallo and Hulzen (1996), in many traditional seuings in
Africa, particularly in Nigeria, parents are not expected to educate their adolescent
childrcn on sexuality. These days however, parents tend to be divided on the issue of scxuality
cducation communication with their children based on gender. Fathers find it casicr (o

communicatc with the son on such issues while mothers communicate berter with the daughter
(Olatindc, 2006).

Lagina (2002) rcporicd that in the African tradition, parents play a sigaificant role in
molding thc characters and behaviour of their children. When parents affirm the value of
their children, young pcople more oftecn dcvclop positive and healthy atitudes about
themselves. Norms, valucs and beliefs are passed from onc gencration to another, Jn some
cullures, parents and family members such as aunts, uncles, clder sisters and grandpuients arc
inNuential sources of knowledge, beliefs, atitudes and valucs for children and youth. They asc
role models who shape young people’s perceptions of gender roles. Parents and family
mcmbess also influencce the choices that youths make about their sexual bechaviours. Parents
and other family members oficn have the power to puide children's development and
behaviour toward healthy sexuality as a natural, normal and progressive cxperience within the
life cycle. They can help their children develop and practise responsible sexual bchaviour and

personal decision-making (Lagina, 2002).

However, there are worries about how much information to give children and at what age
based on the beliel that the provision of scx-relaicd information willi prompt them 0
experiment with sex. Many adults did not receive sexuality education thecmselves as they were
growing up, and some have fcars arising from their own negative sexual cxpericnces
(UNFPA, 1993). Aduh family members, therefore, tend to shy away from actively educating

the youths about issues relating to scxuality. \WWhat many fail 10 realize is that giving no

3
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information or evading young pcople's questions relating 10 scxuality can send negative
messages (UNFPA. 1993).

Most alicmpis by some parents to impart sexuality cducation on the young ones tend (o usc a
'“top-down” communication style that denies adolesccnts the opportunity 1o express
themsclves and make decisions about their reproductive health (Yowell, 1997). For example,
the result of a study conducted among adolescent mothers in Ibarapa district of Oy'o State
Nigeria, showed that nonc had ever communicated with their mothers on human scxuality
while they were teenagers (Oladapo and Bricger, 1997).

\When young peopic do not get the needed sexuality information at home, they look elsewhere
-10 peers, the media or their observations of other adults for answers, This can lcad (o
misinformation and the persistence of myths, thus making young pcople vulncsoblc to
pasticipating in risky sexual activitics including early sexual debut Icading 1o unwanted and
sex-reloted expericnces such as unplaaned pregnancy, sexually transmiticd infections, and

scvere psychopathologics including low sclf- estccm (FFasula and Miller (2006).

fn cultures where young people report desiring information from adult family members about
sex and reproduction, educating parents and other family members can help adults feel more
confident in addressing the reproductive health questions and concerns of youths (Fasula and
Miller, 2006). According to Fasula and Miller (2006), adolescent scxusl cxpericnces an:
dynamic, varied snd embcdded in a complex social conicxt in which adolescents are
confronted with a multitude of conllicting messages. Within this bastage of sexual messages,
parents can make their voices stand out by opening up a dialoguc with their children so that

their children feel safe to ask question and leam about sexuality.

In many parts of the world the sexual and reproductive health necds of adolescents arc cither
poorly understood or not fully appreciated. Evidence is growing that this neglect can scriousiy
jeopardize the health and future well-being of young people (WHO. 2013) In Africa,
discussion on scx-related matters is still considered a taboo. 1t is even worsc if it involves
intcr-generationsal communication (Focus on Young Adults, 2001). Perhaps this is one of the
reasons studies on parceni-Childten communication on sexual matiers are rarc in sub-Saharan
Alrica. Most of the studics that investigated diflcrent ways young people get knowledge on

scx-related matters usunlly focus on school-based family life education (Adegbento, 2008).

4

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



F

peer education (Osowole, 1998; Ajuwon, 2000 and Adegbenro, 2008) and media (AHI, 2002
and SIECUS, 2001) to mention a few. Yet, young people spend a lot of their time at home
wilth their parents. creating oppor.unities for discussion on sexuality and other matters
pertaining Lo their lives. In most cases parents become role models who shape young people’s
lifestyles including their sexual behaviour. Howcver, parents are teluctant to talk with their
adolescent children about reproductive health motters because of lack of knowledge, or the
concem thot the discussion will influence adolescents to engage in sexual aclivity (Focus on
Young Adult, 2001). Hence. there is need to implement interventions that cmpower parents (0

communicate with their adolescents.

1.3  Juslification of the Study

This study is justified for three reasons. One. according 10 Ajuwwon (2013) adolcscents arc o
significant component of global, as well as Nigeria, population by viituc of their size. One-
third (46.6 million) of Nigeria's total population of 140 million are young person between the
ages of 10 and 24 (UNFPA, 2010; Ajuwon, 2013; PRB, 20i3). So addressing the Adolescent
Reproductive Health (ARH) education of this population 1s an appropriate investncnt.
Educating adolescents 1oday is an investment for the future since these adolescents will be

parents of lomorrow.,

Two, there are suflicient evidence that lack of sexual health information ond services places,
young people at risk of pregnancy. abortion, Sexually Tronsmittcd Infecnons (N1ls) and
HIV/AIDS. According lo Amoran and Fawole (2008), the prcvalence of 1HV/AIDS 15 highest
smong the 10-19 years age group in Nigeria. According o Ogunjuy'igbe and Adepoju (201.1)
major adolescent reproductive hcalth problems in Nigeria inelude teenage pregnancy.
sexually transmitted infeclions (ST'Is); illegal abostion which constitute the major cause of
deaths among adolescents; high and carly entry of adolescents into sexunl octivity, and lack
of adequate informatlon aboul safe sex (Ogunjuyigbe and Adepoju. 2014; Adeokun.
Ricketts, Ajuwon and Ladipo, 2009; UNFPA, 2006).

Africa accounted obout four-[ifth of the estimated five mitlion young peaplc livng with HIN
(UNAID, 2011). and unsafe abortion due (o unwanied pregnancy have been intlicling about
onc fourth of the four million unsafe abontion smong the adolescents (W IIQ, 2011) [he
common reason for ocquinng these heallh problems is lack of basic knowledge on

reproductive biology and prevention methods, The prevailing potential sources of SRI4
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infonnation for the young people arc their peers whom their knowledge are infirmcdicqually
ignorant or from school which is blamed for the lack of sustainable behavioural changes or

hom media and religious institutions that occur inficquently (Jewkes, 2010).

This underscores the imporiance of impleinenting prevention programme long before sexual
activily begins, as many young people are unawarce of the threat posed by HIV (UNAIDS,
UNFPA and WHO, 2004). Early parental guidance and communication on IV and AIDS
statting from the home servcs as a strong tool for HIV and AIDS prevention among
adolescents (UNAIDS er al. 2004; FMOH and \VHO, 2007).

According to Cascy (2001), Nigeria's adolescent fertility mie was 1118 births per 1,000 among
women aged |5 to 19, and Nigerian women averaged more than livc births duning thew
lifctime. Teenage mothers were morc likely than older women fo sufier from serious
complications during delivciy. resulting in higher morbidity and mostality for both mothers
and infants (Casey, 200¢).

Thirdly, the study is signilicant becsuse bulk of previous studies on ARH in Nigeria were
exploratory, documenting the reproductive health nceds, concems and problems of this sector.
Most of the studies were also conducted either in rvral or urban communities Icoving out those
in peri-wban dwellers. Few of sueh studies actually led to interventions through parents. thus
the study design is unique in these regneds.

This study will also provide empirical support for the theoretical framework applicd in
designing the infecvention. Theorelical constiuct was used to design all aspect of the study
including the design of trining cuiriculum and training intervention. The outcome of this
study’ would provide rational basis for moditying cxisting heabih education aclivilies designed
for adolescents a1 community level and providing evidence for policy reform on adolescent
repioductive health, The study will also enhance the health education prolession by
documenting the oulcomes so that othcr professionals can use it 1o enhance parent-adolescent

reproductive health,

Few studies exist on ways parents can be cducated to facititite parent-adoleswent
communication on Reproductive Health (REf) in Nigeria, The quast-caxperimental sud)

presented In this thesis was conducted (o address this problem. This study therelore (ocused
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on the cffects of educalional interventions on knowledge and quality of reproductive health
communication betwcen parents and their adolescent children in two communities in Ibadan,

Nigeria.

1.4  Rescarch Quesiions
The seven rescarch questions that guided the study are stated below:

t. \Vhat is the level of knowledge of adolescents and their parents on ARI{ in the study

area?

!\J

\Vhat is the pattern of communication on ARE issues beiween parents and thewr

adolescent in the sludy arca?

3. Whatis the quality of adolescent reproductive health communication betwecn parents
and 1heir adolescent children in the swudy orea?

4. What factors affect parent-adolescent communication on adolescent reproductive
health in the study arca?

5. What parentadolescent ARH intenvention would be suitable (o address the findings
from questions 1-5?

6. How effective is a wilored educalional intervenlion on the parent-adolescent

communication in the selected communities Ibadan?

1.8 Objectives of the Study

1.5.1 Broad objective

The broad objective of this study was to investigate the elfects of trainmg on knowledize aml
quality of reproduclive health communication between parents and their adolescents in iwo

communities in Ibadan, Nigeria.

1.5.2 Specific obfectives

To provide answer 10 these research questions. the following specific objecines were

formulated for the study:

). Detlermine (he baseline knowledge of adolescents and their parents: on AR issues
including patiem and quality of communication between parents and their adolescent
children and factors influencing paent-adolescent communication on AR issuca

2. To design and implemenl a Iraining inlervention in prumoting quality payentchitd

communication on adolescent reproductive health; and

?
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3. Evaluate the cffects of the training intervention on knowledge. frequency’ and quality

of ndolescent reproductive health communication.

1.6  Research Hypotheses

As a result of the intervention and outcome varinbles involved. the study hypothesizes that

there will be significant different between experimental and controt groups before and after
the intervention in respect to:

1. Parents and adolescents knowledge of ARH issues

2. Quality of parcnt.adolescent communication and

3. Adolescents sexual practices
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CHAPTER TWO

2.0 LITERATURE REVIEW

2.1 Adlolescence and Sexuality Educotion

‘The World Health Organization (WHO. 2003) defines adolescents ns the age group 1 0-19, which
ts considered a time of transition from childhood to adulthood. during which young people

experience changes and responsibilities of adulthood. As a group, however, adolesccnts have

sexual and reproductive health needs that dilTer from those of adults in unporiant woys and

which remains poorly understood or served inmuch of the world (Bott and Jejevbhoy, 2000)

Adolescence is o period of risk. oflen marked by heallh problems as {00 carly and unwanted
pregnancies and such bchaviour have serious immediate or longer term coOnseyuences.
Alongside this, there are enormous changes in the person®s social interaction and relationships
(Chandia, 2003). Adolesccnce as a physiological state ts o universal experience. This siage
also marks the beginning of intense involvemenl in peer sub-culture, conformily ‘with the

ideals of this group and sexual experimenuion (Selawu, 2007).

Globally, there is an increase in the demand for greater involvement of parents in adolescent
sexuslity education (DiClernente. \Vingcod, Crosby, Cobb, Hursington and Davies. 2001 and
UNAIDS, 2010). Many factors have becen idenlified as barriess 1o parent-child adotescen
sexunlily conversalion, among which are pasental lack of capauity, ignorance, {ccling ol
cmbanassment, gender, parents’ perception of adolescent sexuality, their lack of knowledgc
of when and how to initiate sexuality discussions and the fcar of encouraging sexual aclivity
prematwely (DiCiemente et al, 2001 and WHIO, 2011). Smce parents are the initial foundation
of characier formalion and primary agents of socialization, their role in adolescent
development cannot be overemphasized. Parents, particularly mothers. influence sexual
attitudes, belicfs, and behaviours of their adolescent children and they do this in a variety of
ways, including modelling, maintaining o warm and close relationship that facilitites oP<n
communicalion, monitoring adolescent activities, and encournging religious beliels and

praclices that influence morality and sexual behaviour {DiClemente et al, 2001)

9
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Communication about sexuality between porents or cancgivers and offspring has also bxen
identified as a protective {actor for a range of sexual behaviours. including & delayed sexual
debut, paiticular for females (Markham, Lormand, Gloppen, Peskin, Flores, Low and llousc,
2010). Parcnt-child discussions about sexuality arc not common in rural Nigena where 1
remains taboo to do so. Parcnts tend to poriray sexuality as ‘dangcrous. unpleasant, and
unsavoury’ in discussions with their children and tended 10 use thrcals and indirect speech in

discussions. Porcnts worried thot discussions would encourage eorly sexual expenmentation
(lzugbara, 2008).

Improving the sexual and reproductive health of young people is a global priority. The rale of
parents in the sexual and reproductive health of adolescents in sub-Saharan Africa has been
studied as past of broader elforts to understand sexual socialization and scaual agency

(Bastien, Kajula, and Muhwezi, 2011). In most cases adolescents expect their parents 10 be the
primary source of information on sex and sexuality. More often than not. parents fail in their
responsibility of timely transfer of appropriate sexuality information to their children (Richter.

2006 and Paul-Ebhohimhcn. Poobalan and Teijlingen, 2008).

Study conducted in suburban Ibadan, Nigeria found that low levels of coinmunication were
related to parental perceptions of their child's readiness or maturity, the assumption that their
child would have heard about these issues elsewhere, 1hat discussions of contracepiion lor
instance should be restricied to married people, and the ofien cited concem that such
discussions may ‘corrupt’ young people or encourage corly cxpcnmentation {(Adeyemo ond
Brieger. 1994),

Communication 1S an imponant, [egitimate activity of family life and sea cducation progrumnics
Information cnables the target group to make informed choices related 1o sexual praclices. but it
does noi necessary molivale them lo act (lyaniwura, 2006). Communicaling the scauality
cducation message 10 Nigeria adolescents remoins challenging task (Alll, 2002). Communication
can play a powerful role in sexual health development by helping to difTuse knowledge in respect
of the goals of development snd preparing people for the roles expected of them (Parks, 2002)
The goal of sexuality information communicated §s to promote rcproductive health ond cnabfe
teenage o undcrstoand why they need lo choose o good sourcc of sexuality information

communicated and act responsibly in maiters of sex (SIECUS. 2001)

10
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Most sexually active adolescents living with their parents usually do not want their parenis ta
knovv of their sexual activities, This is worse where parenis do not communicate on seual
issues w ith children or where the adolescent cannot discuss such issues with parents. Some
mothers opined that adolescents of ages 10 to |3 are too young to have sexual know lcdge or
be involved in sexual activities. However, it has been noted that boys and girls experence
puberty at younger ages compared to previous generations (Akin-Oliko 1998), many of them

rcach sexual maturity before they attain emotional or social maluriy .

Clear parcntchild communication on values and behaviour about sex is an important step in
helping adolescent delay sexual inijtiation and make responsible decisions about sexual
behaviours later in life. Parents have unique opportunities to diseuss HIV/Aids, STD and
teenage pregnancy prevention with adolescent on regular and timely' bases (Dittus. Miller.
Kotchick, and Forehand, 2004). Adolescents oflen cite their parents as their prederred source
of education about sex (Alexander 1984); however. many studics havc shown that parcnts
find it difficull to talk with their children about mensiruntion, contraception and pregnanc)
(Liskin 1985). Generally, mothers have been found to discuss sexuality with adolescents
more than fathers, this parental gender difference is oftcn allected by gender of the
adolescont (Miller, Kotchick, Dorsy, Forehand and 1 lam 1998).

Lagina (2002) noted that older people expecls the youth to know about abstincnce,
contraceptives, and other means of preventing I{IV/Aids infeciton. The media however, has
been noted 10 be a main source of information 10 adolescents about sex. In Nigeria, the most
common sources of tnformation on sexuality among secondary school students were the
television, radio, health workers and newspaper in that order, parents ranked [ifth (Oladepo
and Brieger 1997). Studies also revealed 1hat adolescents were more comfortable discussing
sexually reloted issues with older sisters, brathers, mothers, and fathers in thm order, Aboul
30.3% of 2145 adolescents felt comfortabje discussing with older sisters, 21 .19 with older
brothers, and 19.8% with mothers while only 8.7% felt all right discussing 111V/Aids and
related issues with fathers, The study revealed that many parents and adolcscents alike find it
difticult discussing sexual matters; parents did nol communicate much on sex with

adolescents though more information was given to daughlers Lthan sons (NARHS 2003).
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Studies showed that adolescent girls find it ensicr lo dlscuss sex and rcproductive health
with their mothers (Griftin-Carlson and Schwanenf'ugel, 1998). Many girls 1n Pakistan also
reporicd their mothers and older fcrmale siblings or relatives as their sources of infurmation

on reproductive health issucs (Ilaque and Faizunnisa, 2003).

2.1.2 Characleristics of Adolescence

Adolescence is traditlonally a lime of growh and development when young men and women
cxpericnce great and fapid changes in their bodies, concems, rclationshsp and roles in the
socicty. It is also a period when young people seek to sircich beyond protective shelier of the
{amily and begin to crealc an independent vision and life. Adolcscent age can also be grouped
into three phases which arc carly adolescence (1 1-14 ycars), middle adolescence (14-t7ycars)
and latc adolescence (18-20 years) (Ajuwon, 2000). Howcver these age dilfcrences arc
arbitrasy, the three phases may occur at different chronotogical ages for ditfcrent indiveduals

but they all have distinct characicrislics.

Adolescents arc Icaming to think abstractly, which allows them 10 plan their luturc
Expenimentation and risk-taking are normal during adolcscence and are part of the process of
desclopmpg decision-making skills; adolescents arc both positively and negatively influenced
by their pcers, whom they respect and admire. Adulis pley an important role in this regard and
can help adolescents weigh the conscquences of their behaviours (particulorly risky
behaviows) and help them b identify options. The influcnce of at least onc positive adult and
a nurtusing lamily arc proleclive factors during this period of devclopmeni and can help

adolescents cope with siress and develop 1esilience (UNFPA, 2009).

The carly adolcscence is characlerized by fealures of puberty; the individual caperiences
physical, emotional and social devclopment. As cxplaincd by UNFPA (2009). siame ol the
charactensucs at one end of the conlinuum, thal is very young adolescents (10 to |1 years ul
age) may' be physically, cognitively, emolionally and behaviourally closer to children than
adults. Rezsons for these are not farfetched as very young adolescents atc just beginning 0

formn their identities, which are shaped by intemal and extemal Influences.

2.1.2.1 Physical Developinent

The physical growih includes the giowth spuit In which the siz¢ and shape of the body change

maikedly and sccentuate the dilferences between boys and girls. There are signs of puberty
12
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with the appearance of facial, auxiliary and pubic hair, testicular ¢nlargement and deep voice
for boys; the growth of auxilinmy and pubic hair, development of breasts, broadening of hips

ond loter onset of monthly menstrual cycle (menarche) occur in girls (1 1IZLISAED, 2000)

[t is a period when the reproductive copacity ofthe individual is established. [lowever there 1S
great variation in the individual and in gender for the timing of these changes. in normal boys
for example, there is roughly a live year range to reach puberty, from about |} and 6 years;
whereas in girls on the average, it usually starts obout 2 years earlier and extends over o
slightly shorter period. Although girls nowadays enter puberty a1 younger age of 8 and reach
menarche (first menstruation) faster than the previous gencrations; this is due o improved

health status and nutrition (Ajuwon, 2005).

Early adofescence oflen brings with it new concems aboul body image and oppearance. Both
girls and boys who never beforc gave much thought to their looks may suddenly spend hours
primping. wonying and complaining—about being 0o short. oo tall, too lat, too skinny vr
oo pimply. Body parts may grow at different times and sates, Hands and fcet. fur cxanple.
may grow [aster than amms and legs (Birtwhistle, [.efkovitz, Nechan, Needham and [I*aul,
2004). Becouse movement of their bodies requires coordination of body partss—and beeausc
these parts are of changing proportions—young adolescents may be clumsy and awkward in

their physical aclivities (Bintwhistle, Lelkovitz, Meehan, Needham and Poul, 2004).

According to Birtwhistle et al., (2004) the mate at which physical growth and development
lakes place also can influence other poarts ofan adolescent’s lifc. An 11-vcar-old girl who has
olready reached puberty will have different interests than a girl who had not done so until she
is }4. Young leens that bloom very corly or very late may havc spccial concems, Lale
bloomers (especially boys) may feel they can't compete in spoits with morc physically
developed classmates. Eorly bloomers (especially girls) may be pressured into adult situations
before they are emotionally or mentally able to handle them. The combined eliect of the ape
on the begianing for physical chonges in puberly and the ways in which friends, classmates,
family and the world around them respond to those changes can have long-tasting effects on
an adolescent. Some young teens, however, like the idea thot they ore descloping differently
from their friends. For exampie, they may enjoy some advantoges, especially in spoits, over

classmotes who mature loter. Wholever the rate of growih, many voung teens have an
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unrealistic view of themsclves and need 1o be reassured that diflercnees in grovsth rates are

normal (Birtwhistle, c1 al., 2004).

2.1.2.2 Psychosociul Development

Psychosocial development in adolescence is a period when young people acquire sense bl
identity. At this time they have feeling and attitude towards themselves, their peers and family'
members. They' also move towards independence from parents and clders and prefer 1o
establish new’ interests and intense relationships thereby socializing with the environment and
takiitg major life decisions. Because girls malture earlier, they tend lo experience romantic

interest before boys and consequently commence sexual activities earlier (McCauley and
Salter, 2005; Sunmola, 2003).

These developmental changes are cvident during the middle adolescent age. characterized by
peer orientation with all the stereotypical adolescence preoccupations which include music.
culiure, appearance, language and behaviour. Late adolescence is a phase characterized by the
adolescents taking up rolcs and responsibilities of adults. As adolescents become adubta, they
consider sexual rclations, mamage and parenthood as signs of maturity and seek information
about sex life from a variety of sources which include parents, tcachers, friends, magazincs,
books and mass media (UNICEF, 2003). A large proportion of this inforrnation. though from
diverse sources, is unfortunalcly incorvect, incomplete or misleading. Decision and actions
based on this information by adolescents and youths render them vulncrable and ot high 1isk
of conuacting various diseascs such as HIV/AIDS and STIs. Their vulnerability is further
compounded by the poor school attendance and cconomic hardship in the country and their

sindulgence in violence, drug and alcohol abuse (World Youth Repont, 2003).

2.2 Scauni and Reproductive l{calth Problems among Adolescents

Adolcsecnts arc the age group at greatest risk for nearly all S1is (11l and Biro, 2009) In
2007, WHO estimated that a third of the 333 million cases of curable ST]s occurred among
young people under the age of 25 (WHO, 2009). One out of four sexually active adolescent
women is disgnosed with an ST| every year (Hill and Biro, 2009; Yarber and Parrilo, 1992),
The highest infection rates arc in 20-24 year olds, follovved by ndolescents aged 15.19 years.

Young people were also more likely than adults 1o be re-infected aller having been treated
(Dehine and Riedner, 2005; W10, 2009, Hill and Diro, 2009), Mlore tlan 40% of adolescents

id
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are subscquently infected by ot lcast onc STl other than the initial infecting organism -
(Fortenberty, 2009). Adolescenis and young people make up only' 25% of the sexually active
population but reprcscni almost 50% of all new STIs (Da Ros and Schmitl, 2008) and new
STls are still detectcd in adolescents with tow and high virl loads of HIV (Trent. Chung and
Clum, 2007).

Chlamydia trachomatis is the most common cause of STDs worldwide, with highest inteiion
ratcs among females aged 15-24 years (Reitinan, 2009). One third of all C. trachomatis cases
worldwide occur among adolescents (Cates and Pheeters, 1997). Chlamydia has rcceived
significant attention as the most common bacterial STI and the piimary actiological culprit for
cpididymitis in males, PID, tubal infenility, and ectopic prcgnancy in females (Dcbaltista,
Manrtin and Jamieson, 2002).

Sexuolly Transmitied Infccuions found in adolcscents include gonorthoca. Chlamydia
infection, syphilis, trichomoniasis, chancroid, genital hetpes. genital wants, HIV infection and
hepatitis B inlection (\WHO, 2009). Several STls, tn pasticular HIV and syphilis, can also be
transmitted from mother to child during pregnancy and childbirth, and through blood producis
or lissue tiansfer (Mwapasa, Rogetson and Kwiek, 2006). There aie more than 30 diflercni
cexually transmissible bacteris, viruses and parasites but only 19 of thesc are listed as the
meain caustive agents of STls (WIIO, 2009). Bacienal palhogens includc Neissera
gonorvhoeae (causes gonorrhoca or gonococcal infection), Chlamydia trachomatis (causes
Chlamydual infections), Treponema pallidum (causes syphilis), | lacmophilus ducrcyi (causes
chancroid), and Klebsiclla granulomatis (previously known as Calymmatobacterium

granulomatis causcs g1anuloma inguinale or donovanosis).

Viral Sexually Transmitted Discases (STD3) arc caused by lluman immunodeliciency viruy
(causes AIDS), 1SV type 2 (causes genital heepes), HPV (causes genitsl warts and cecrtain
sublypes lead to eervical canccr in women), Hepatitis B virus (causes hepatitls and chronic
cases may lead 10 canccr of the liver), HI{V.8 causes Kaposis Sarcoma, and Cytomegalovirus
(causes nflammation n 8 number of organs including the brain, the eyc, and the bowel)
Parasitic organisms include Trichomonas vaginalis (couses vaginal trichomoniasts), znd
Candida albicans which causes vulvovaginilis in women and inflammation of the glands penis

and foreskin (balanoposthitis) in men (WHO, 2009)
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The World Health Organisation estimates that worldwide, ! out of 20 adolescents corilfacl :
sexually transmitted infection each ycor, while one-fifih of the world’s population infected
with HIV and AIDS are in their 20s. This is an indication that they probably got infected
during their adolescence but it is being manifested now in their 20s because of the long
latency' period of HIV/AIDS (AHI, 1996). Youth aged 15-24 ycars account for an estimated
42% of new [V infections in people aged 15 and older. Nearly 80% oflyoung people fiving
with HIV live in sub-Saharan Africa, highlighting the critical imponance of youth-focused
HIV precvention strategies in this region (UNAIDS, 2012).

Adolescents are o key population for HIV prevention because during this stage of
development, sexual behaviours are generally initisted and risk patterns established (Meschke,
Banholomae and Zentall, 2000). Approximately one-third 1o two-thirds of rape victims
worldwide arc 15 years old or younger. and young adults who are viclims of abuse are more

likely 10 engage in risky behaviours such as drug use and prostilution .

The high incidence mate of induced abortion among unmarried adolescent girls 1s unother
indication of unprotecled sexual activities of this age group. Premacital childbearing
especially among tecnagers atiending schoel 1s highly fromwned at in Nigeria because it 18 seen
as the end of education for the girl<child signifying the end of a wonhy' life. It ts because ot
this among other reasons that some adolescents reson to illegal induced abonion, which at
time result in complications. Adolcsccnls constitute the majority of cases of abortion-relateyd

complications admitied in Nigerta hospitals (NARHS, 2003).

The reasons for this trend are many, including cognilive development, physiologic
susceptibility, peer pressure, logistic issues, and speeific sexual behaviours (Hill and Biro,
2009). In the USA, for example, 15 million people become infected with an STI each year
(CDC, 2000; Cates and Phecters, 1997). Adolescents aged 15-19 years acvount tor
approximately 3 million cases, meaning one out of four sexually active teenager repors an
STI every year (Cates and Phecters, 1997). This high prevalence will not only afiect them
during adolescence, bul slso have an impact on thewr adult ycars through long-tem seQue!
cclopic pregnancy, chronic abdominal pain, or infenility which can result from pelvie
inflammatory diseasc (PID) (H Hilbnd Biro, 2009). Most STis arc sub-clinical and
asymptomatic, making them & hidden epidemic (Cheng and Lo, 2002)
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2.3 Risk bchaviours among ndolescents

Risk behaviours are attitudes. lifestylc such as unprotected sexual intercourse, multiple sexual
paitners, sex for money, early sexual initiation, alcohol consumption, tobacco smoke and drug
use. These predisposes an individual or group of people to markedly increased risk of having
casual, unexpected sexual intercourse and by so doing, cxpose them (0 unwanted pregnancy
sexually 1ransmitted infections (STIs) and 11IV/AIDS (Olugbengs, Adebimpe. and Akandec,
2014). Risk behaviours are those that can have adverse effeets on the overall development and

well-being of youth, or thet might prevent them from future successes and development-

2.3.1 Types of risky behaviours

Scvern! risky behaviours are common among adolescent. Early sexual initiation. multiplc
sexual pariners, limited contraceptives use and transactional sexual rcintionship have been
identifed as types of risk behaviours among adolescents that piedispose them to unwanted

pregnancy, unsafe abortion, HIV/AIDS and STIs.

2.3.2 Early sexual initlation

Accoiding to Darroch, Frost and Singh, (2001) early sexual initiation mecans having sexual
intercourse for the first time before age 13 ycars. In the US, sesual debut belore age 16 1
genevally considered carly. Hovy one defines early sexual intercourse should be delined
according (o stotistical distribution of age a lirst intercourse within the countsy ol residence
Findings from National AIDS and Reproductive Health Survey shovy that the median agc of
scxual debut among youths in Nigeria is 17 years in females and 21 years in males (NPC and
ORC Macro, 2008). The age of initiation of sexual intercourse is one of the types of sexual
nsk behaviours, given that sexually active young women ore at risk of muluiple outcomes
including early pregnancies, vesico- vagina fistula, and scxually tiansmitied infections. This is
because young people who begin scxual activity carly may appear morc likely to have scx

with high-risk partncrs or multiple partners and less likely 10 use condoms (W10, 2000).

In Nigenia and all over the vworld, the long years of continued education has crealed a big gap

between the agc of pubcrty and age at mamage, thus increasing the dikehihood ol ~eaual

initiation and unprotecied premanital sex, In Northem regions ol Nigeria. swhere ¢hild

mairiage is common, ncasly 80% of girls marry by age 18 (NI*C and ICF Macro, 2009).

According 1o a study conducted by Duru, Ubsjaka, Nncbue, lleadike and Okoro in 2013

among adolescents in Anambra, abaut one third of the respondents, 120 (34.37%) werc
17
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seXxually active as ot the time of their survey with 65.7% (230) being males #nd 34.3% (120)
being females. The mean age at initiation of sexual activity was 15.08 years while modal age
was 15 yeass and the youngest was 10 years. The findings indicating similaritics with that of
thc National Dcmogtaphy Survey Data (NDHS) revealed that nearly half (48.6%) of
adolescents aged 15-19 are sexually active (NPC/ORC Macro, 2008 and 2013),

2.3.3  Muliiple sexual pariners

Multiple sexual partiners’ means having scxual intcrcourse with more than one sex partners in
the past 6 months. Scx with multiplc scxual par:ncrs is common among Nigerian adolesccnis.
Multiple sexual partners are associated with other risk behaviours including noi disclosing
HIV status to sex pattners and less consistent use of condoms. Such risks include transmission
of HIV/AIDS and STIs unwanted pregnancy, leenage births and induccd abottions, often by

quacks, are however associated with their sexual practice lifc threatening complications,

matemmal deaths, and morbidity in survivors being the result.

Amazigo, Silva, Kaufinan and Obikeze, (1997) reporied that in Niger State. 54% of scxually
active adolescents have more than one sexual pariner. Most of them were moles (66%) than
females (44%), more in school (55%) adolescent than out of school adolescents {33%)
Among adolescents university students in Ibadan. 48% ceported having many scxual paniners
(Makinwa- Adebusoye, 1992). A swdy repostcd benefits associated with multiple scxual
partnership among adolescents. Generally, the perceised bencfits that study paiticipanis
associatcd with hoving scveral sexual partncrs centred on the perceived potential to reinforce
their acceptance among their peers (lzugbara and Modo, 2007), The brief review suggests that
most adolescents in the countty are sexually expericneed, with @ tcndency for multiple sex

patinerships.

2.3.4 Limlied coniruceptive use

Conitraception is the deliberate use of actificial biith control methods to prevent pregnancy as
a consequence of scxual intercourse. The major forms of antilicial binth controls are tarricr
methods, of which the most common is the condom: the contraceptive pills. which cuntainy
synthetic scx hormones that prevent ovulation in the female, intrauterine devices sivh as the
coil, which prevent the fertilized ovum from Implanting in the utcrus, Limiled contraeeplive
use such as, condoms or in consistent use of condoms during scxual intcicourse is also o
sexual risk behaviour among fcmale adolescenis as this predisposes them (0 unwanted
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pregnancy, unsafe abortion, HIV/AIDS ond STls. Adolescents' specific attitudes tavard
pregnoncy alTect the likelihood that they will practice contraccption and use condoms (Moore,
1995). Many of the femalc adolescents lack negotiating skills of condom use with their sexual
pariner due 10 fear of rejcction resufting into serious health challenges. Female educauon has

been seen as a key deicrminant of contraceptive use (NPC and ORC Macro, 2003).

Sevcral studics show that sexually active Nigerian adolcseents do not use coniraceptives. It
was reparted by Abdullahi, (2012) from the National Demographic Fcalth Survey conducted
in 2010 that 90% of Nigcrian adolescent women from the age of 14-24 in Northern Nigerio
have no access 10 contraceptives. Also, another study in Nigeria indtcates that more than 60%,
of women with unplanned pregnancy did nol use contraceptives 01 the time of the study
(Oladepo and Faycmi, 20tt). Other reasons for poor contiaceptives use include fack ot
awarcness, limited aecess 10 contraception, fear of side effects and objection to its use by

pantners or family members

2.3.5 Transactlonal sexual refationship

Transactional sexual relationships are sexual relationships where the giving of gifls or
services is an important factor (1{unter, 2002). In western world, transactional sex is common
in the form of sex in exchange for renl. phones, clothes. drinks, drugs. gradcs or school
ilion. This sexual relationship is very common in sub-Saharan Africa where it involves
relationship between older men and younger women or girls, The participants thal cagage
vrnsactiond| sexual relationships frame themselves not in tcrens of prosulutes/clicals hut
rather as girllriends/ boyfriends, or sugar babies/sugar daddtes {lloclingcr, 2010: 2013).

Factors influencing involvement in transactional scx among students include pasvcrty, beokcn
homes, peer influence and desire o make cheap money. Itoelinger, (2013) found out that
most of the students who engage in lansactional sex rarely use mcasures of protection such as
condoms and his predisposes them to SITs and HIV/ALDs, Most of the partners who engage
students in risky sexual behaviour are of higher social and cconomic status. Wusu, (2011)
reported that in Nigeria, about 10 percent of females and 26 percent of males aged 15.24 yean

engoged in transactional sex in 2005.
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2.4  Level of Knowledge of Adolescents and their I"arenis on ARl issucs

2.4.1 Knowledge of Sexual and Reproductive Health among Adolescents

Studies suggest that adolescents have limited knowledge about sexual and reproductive
health, and know little about the natural processes ol puberty, sexual health, pregnancy or
reproduction (Shifcraw. Getahun and Asres, 2004; Muzwnmil, Kishore, Semwal. 2009) . This
lack of knowledge about reproductive health including the emerging threat of IV-AIDS may

have giave conscquences for the country,

In Nigena, correct and adequaic knowledge of HIV-AIDS fransmission among young people
remain low. Many' adolescents have o misconception about AIDS and also belicve thai they
are al low risk of controcting AIDS. Inthe National 111V and AIDS and Reproductive | leahih
Suney (NARIIS) done in Nigeria 2003 revealed that 74% of 1791 adolescents reporied that
they' were at no risk at all of contracting AIDS and yet about 60% of them had unprotected sen
witbin the last 12 months, Many adolescents are unaware of the threat posed to them by IV
and AIDS; a lasge proportion of them are affectcd by the virus datly and yet they have o 4
misguided knowledge on prevention methods. Despite o prevailing high incidence of HIV
among youth, comprehensive and correct knowledge about HIV among young people remains
low (UNAIDS, 2010). :

The absence of the traditional SRI{ communication channcls has created a gop in the
communication system (Malcta, 2006). As a8 resuh. traditional salues on sesual and ivf-l
reproductive health arc not passed on from parents o their childeen. Young people therelvne ) :{" ‘
giow' in an environment without knowledge of values on sexual and reproductive health o
conduct (Maleta, 2006). Subscquently they tum to peers for answers 1o their scxual and
reproductive health concerns. Unfortunately studics on youth reveal widespread myths and
miseonceptions about male sexualitly among young people. which increase their vulncrability
to STIs and HIV and AIDS despite considerable knowledge of sexual risks, Some of the
myths include fear of being suspected that onc does not function if they do not havce sex; onc
is not o real man il they do not have sex and in kecping with the predominant view of
masculinity s the view st contracting STI but not VIV s acceptable as pant of the
cxperience, Youlh are eager 0 boast sbout their sexual conquests W0 their peers but
embarrassed o discuss sexual Issues wilh adults including their parcnts, (McAulilfe and

Ntata, 1994; Nzioka, 2001)
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The dominance of myths related to sexuality, the poor literacy levels of young people largely
duc 10 the poverty situation in the countiy and young people’s inability 1o communicate SRH
concemns with their parents mean that young people do not have a readily’ means to validate
any distoricd SRII information that they receive. More and more, young people therefore fall
into traps where poor sexual health practices become incvitable as cvidenced by the poor
reproductive health indicators of young people discussed catlier in the chapter. Young people
arc therefore very vulnernble to unwanied sexual expericnces, pregnancy, STIs and HIV if

they largely depend on each other for SRI{ information (Mlalcta, 2006).

2.4.2 RKnewlrdge of Sexual und Keproductive Fealth amwng Parcnis

Many parents may not want 1o admit that their adolcscents are sexwally active, thes thes
cannot reafly know unless they ask their children dircetly. Since sexual acnivitics amony
adolescents are usually hidden practices with no proof, parcais will not be able to tell by mere
looking at them. Many parents though admit that they know unmarricd adolescents do get

involve in sexual activitics (Mturi, 2001).

[liyasu, Aliyu, Abubakar and Galadanci (2012) documented that parents. especially mothers.
need to be empowered with knowledge and skills for the provision of home-based sexuality
education. This should supplement school-based sexuality cducation, pecr-led education, and
culturally appropriale mass mcdia messaging. The mojority of daughiers acquired RH
education from their mothers. Parents weee more likely 10 discuss marriage. mensiruation,
counship premacital scx, and sexually transmitted infections ($11s) than other sea education
topics. Mothers in noithem Nigeria need 10 be empawered with knowfedge and Lills i

improvc the scope and quality of home-based RH education (lliyasu et al, 2012).

Accarding 1o Mtun, (2001) most adolescents that are sexually active and living with their
parcnis usually do not want their parents o know of their sexual aclivitics, This is made
worse in o situation where parents do not communicale on sexual issues with childeen or
where the adolescent cannol discuss such issues with parents, Some mothers arc of the
opinion thal their adolescents (10-13 years) are 100 young 10 be involved in sexual activities or

have any knowledge of sexual activities (Mturs, 2001)
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llowcvcer, it has been noted that boys and girls come into puberty at youngcr ages compated
with previous generation (Akin-Oliko. 1998), and as a result of this many of them rcach
scxual maturity before they attain cmotional or social maturny. [t is suggested thai parental
communication on scxuality should begin as early as pre-adolcscence because children tend to

imbibe and believe what they hear from their parents.

In a rescarch in Lesotho, parents in the urban arcas acccpted that it was okay for therr older
adolescents childeen 1o be sexually active before marviage (Muwuri, 2001). This point 10 the
fact that parents believe thal the adolescent ot this stage is knowlcdgeable and maituted to
engage in sexual aclivities; in reality the facts prove othenvise, Adolescents have littlc
knowledge aboutl sexuality, in Nigeria only 23% of adolescents know liow 10 get

contraception and only 36% know how conception takes placc (Mturi. 2001 }.

2.5 DPattern of Parents and Adolescenls Communication on ieproductive Health {ssues
Communication aboul sexual health between parents and sdolescents has becn shown to have
a prolective influence on good relationships between parents and their children as well as
healthy sexual behaviours of young people. Young pcople find the conversations on SRI|
maners with parents helpful and that they increase their comfon with parents when faced with
other problems as well. Good relations beiwcen adolescents and parents ore consisicntly
associoted with posilive emotional funciioning and healthy self-estcem (Soon. Koida, Nkala,
Dicwrich, Cescon, Gray and Miller, 2013: Kaiser family foundation and Children Now (998
and Flannery, 1994),

As gatckecpers, parents play an important role in influcncing adolescent sexual decisipn-
making and behaviour, including access 0 information about HIV and sesual health (HSIH )
(Whitaker and Miller, 2000). Postlive communication beiween parents and youth wbout sea
has been identified as wnfluencing behaviour, including increased coniraccptive use and
delayed sexual debut, panticularly for females (Halpem-F elsher, Kropp, Boyer, ‘T'schann and
Ellen, 2004; Maikham. ct al. 2010; Miller, Benson and Galbraith, 2001), and incrcased
willingness (0 participate in IIIV preventlon trials (Otwombe, Dictrich, Sikkcma, de Bruym,

van der Watt and Gray, 2009).

lHowever, rescarch shows that there ore numerous aspects of communication that determine s
ciTectiveness and ability to influence nisk behavioue, including qualily of the source {parcnt)
)
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and recipicnl (adolescent), content of the message, how the inessage is communicated. and the
conicxt (Bastien, Kajula and Muhwezi 2014 Jaccard, Dodge iand Dittus. 2002. Poulsen.
Miller, Lin, Fosula, Vandenhoudt, Wyckofy. ct al. 2010). Whilc most parenis and children
desirc open, direct and musually valued discussions about scxuality, studies shew that

communication tends to be unidirectional, top-down and ncgative (Dasticn ct al- 201,
Wamoyi, et al 20§ 0).

A study conducted in South Asia has revealed that parents ofien obstruct rather thon facilitatc
informed choice in sexual and reproductive health issues (Bout, Jejecbhoy, Shah. and Puri,
2003). Adolescents commonly report that discussions wilh parents about sex or reproduction
are Wboo. There was no diffcrence in porents from both ruel areas and urban slums, os
patenis often want and expect their adolescent children, panucularly daughters, to remain
uninformed about sex (Boit. Jejccbhoy. Shah, and Puri, 2003).

One of the major outcomes associated with parent<hild communication on SRH mastters is
risk reduction behaviours among youlh. These behaviours inciude delayed sexual debut,
condom usc and prevention of pregnoncy. Evidence shows that adolcscents who discuss
condoms with their mother are three times more likely to usc a condom than those who ncver
discussed condoms with their mothers or those who had discussed condoms afier initial sexual
intercourse.  Stratcgically parcnt-child conversations on sexual health facilitate the
development of risk reduction behaviours among couples as evidence shows thal young
people who repost previous discussions of sexuzl malters with parents are seven and a halfl
times more likely to feel obie 10 communicatc with a parincr about ALDS than those who have

not had such communication {Center for Discases Control 2002; Shoop and Davidson 1994)

2.5.1 Contents of Pareut-Chitid Communication on /tdolescent Reprodicctive Health

Although many parents want their adolescent children to know about abstinence,
contraception, and how to prevent HIV and other sexually transmitted infections (STIs), they
ofien have difficulty communicating about sex (Akinwalc ct al, 2009; Nicholas, 2002). Most
Nigcrign cultures fmme good parenting in terms of parental ability to shicld childien from
early sexual knowledge (Akinwale et al, 2009). Howcver, studies have shown that effective
communicalion on s¢x does not encourage eatly initiation ol intercourse but on the contray,
communication concerning sexual matters between parents and their adalescent childeen sene

as a protective factor. This discussion helps adolescents establish individual values (lladicy,
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Brown, Lescano, Kell, Spalding, DiClemente ct al. 2009) and make sexually healthy decisions
(Akinwale et al, 2009). AKinwale et ol, (2009) recommended that more cfforts be geared
towards developing intervention programs torgeting different categones of pancnis
paniicularly those with liltic or no education and older oncs, who are usually nol k'

eomfortable in discussing issues rcloting to sexuality with their children in the home.

In the study in Soweto in South African by Soon ct al (2013). odolescents want their parents
10 1alk about the sensitive things tike HIV, sex and so on like when you want to have sex usc a
condom and make sure you know the status of the person You vvant to hove sex with whether
it's a female or male (Soon ct al, 2013). Adolescents reported that parents’ unwillingness to
discuss sensitive topics somctimes led to uncertointy and fear when faced with a difTicult
situation (Soon ct al, 2013).

Matters on HIV-AIDS seems to be onc of the major ARH issues discusscd between parents
and children as revecaled by the study of Olarinde (2006) where 96.4% respondenic reparted
discussing HIV-AIDS issues with their daughters while 97 9% havc discussed sume with
sons. In a study in Deha Stawe, Nigeria, 70%% of 300 mothers said they sc1 rules on whai their
young people watch or read the home {Okonkwo and llika. 2003). Instead of providing
adolescents with factual information on ARH issues, studies have revealed that some parents
who inijtiatc sexuality discussion at this stagc rather instill fcar and communicite in
authoritative one-way flow instructions that leave the adolescent morc confused (Okonkwo et
al. 2003).

25.2 Frequency of communication

Some studies have shown that open and frequent parent-adolescent communicstion about scx
ls associoted with adolescent not having sex or postponing scxual debut {Caspcr, 1990)
Many young people unknowingly cngage in risky sexual behaviours when they are not guided
aright; they end up bearing 1he consequences of such behaviour alone. Pregnancics amung
unmairied adolescents arc usunlly unplanned; poor parental communication and information
on sexuality and reproduction is grossly lacking (Mngadi, Zwane, Ahlberg and  Ransjo-
Arvidson 2013).

In a similar survey, daw suggesting that communlcation between parents and children on
topics of sexuality and repioduction in Bangladesh is limited; particulacly betwecn parenis
24

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



and boys. The study found that although a majority of girls had discussed reproductive health
issues with their mothers, very few boys had discussed such matiers with their pasents or other
family members, (2% with fathers, 3% with mothers and 6% with other family members)
(Sarah and Shireen, 2009).

Despite the fact that many studies have suggested that adolescenis preter mothers as source o
ARH issues, the sudy of Akin-Otiko (1998) suggests thai the frequency’ of the parent<hild
communication on ARH issues is usually detennined by the courage of the adolescents to
raise such issues as even some molhers that arc aware of their adolescents sexual activities
often find & difTicult 10 discuss ARH issues openly and have to wait for the adolescent
initiate the discussion (AKkin-Otiko, 1998).

2.5.3 Parent/Adotescont Quality of Communication on Reproduciive Health

The quality of parent—child communication about sex is pivotal, and there s evidence that
certain sty listic aspects of parent communicalion aboul sex arc morc important than the
fiequency of sexual communication in teems of risk associations {Wilson and Donenberg.
2003). Parents who are comfonablc communicating with theiradolescents about sex, are open
and receplive duning these consersations. give their adolescents direct advice about sex. and
openly disagree with their children about sexual tssues have adolescents who report [evwer
sexual tisk behaviours (Donenbeig and Pao, 2005, Wilson and Donenberg, 2004). Elfective
communication aboul scx could be s more dithicult task for parents of Young Men that have
Sex with Men (YMSM), making more frequent effons by’ these parents less efleclive in
1educing risk For example, parents of YNISM frequently tell their sons they are worried they
wil{ contract HIV (LaSala, 2007)

Findings of Akin-Otiko (1998) suggesis that the quality of adolescent reproductive health
communication between parents and children is poor because even many paients that have
ideas that their older adolescents do engage In sexual activities da not know how
communicate their concem [reely to their adolescents in ways that will be helpful to the soung
person (Akin.Otiko, 1998). The swdy of Olasdepo (1994) conducted in Nigeria amung
pregnant adolescents further strengthened this finding on poor communication by revealing
that out of 127 pregnant adolescent sampled . none of the girls had ever communicated with
their mothers on human sexuality (Oladepo, 199-1). In a swudy' of Hispanic teens, 77% of
pregnant females reponed having their first sexual experience by the 10* grade compared
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with less than 20% of the non- pregnant teens (Adolph, Ramos, Linton, Grimes, |995).
Communication with their mothers was found to be significantly poorer among the young

pregnant adolescent women compared to their non-pregnani counlerparts,

Adolescents pereeive discussions with parents about sexual and reproduclive lopics 1o be
1aboo and express embarrassment at the prospeet. As a resull, adolescents tend to g their
infortnation (rom peers and the media, despite the fact that adolescents ollen eapress a desie
lo be able o lum lo parenis for information and counscl. These papers clcarly suggest a4 need
for cducators and parents to improve tlieir abilily to communicate with young people, Gender
of adolescents and parents may be of importance conceming the quality of parent-adolescent

communication. [n general, adolescents rcport they communicatc belter with parents of the
came sex (Youniss and Smaller 1985; Jackson, Bijsira, Oostra and Bosmna 1998) while other

studics have shown that both boys and girls communicated better with mothers than farhers

{Bames and Olson, 1985: Lanz, lafmie, Rosnali and Scabini, 1999}

Many studies done on adolescent heallh secking behaviour had secommended the need for
parents’ involsement on prevenling adolescent’s nsk behaviour. A stable family and parental
guidance is known to have a positive effect on adolescent’s health secking and prescnuon
behaviours (Astou, 2002). Children generally tend 10 leam by example and doing what aduhs
do. adolescents particular arc at a cross road where they' need corvect information to lorm a
healthy sexual behaviour. Though pecr influence may be significant al this stage. many
adolescents sitll prefer 10 seek directions and guidance from their parents (Hacker, Amare,
Strunk and Horst, 2000).

Mothers have also been found to influence daughters’ sexual behaviour once it has been
inialed. For example, mother-daughter communikation has been linked o daughters® having
increased feclings of self-eflicacy related to condom use and being less likely 1o have
unprotecicd sex (Mayaud and Mabcy, 2004) Girls who had conversations with their mothens

about sexuality were also more likely 10 have fewer partners (Yarber and Parvillo, 1992}
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2.0 Sourccs of Adolescent Reproductive lealth [nformation Available to Parents and

their Adolescents
[n a study carried out by Balaioh and Chauhau (2006), it shows that preferences \were given lo
IEC and counseling through interventional strategies. Thic intervention phase was initioted 1n
the month of December, 2004 and consisted fourtcen Information Education Communtcasion
programs in the experimental group on adolescent reproductive health were conducted for
youlhs in Colleges covering 1405 students (745 boys and 660 girls). Two programs for
ortentation involving college teachers were also conducted. Tvo counscling centers have ben
started in two experimental colleges through which [EC and counseling are provided 1o

college students and they ore referred 10 health care facilit) if needed.

Parentol carc for children starts early in the child's life and run through the life ime of the
child, this care is more needed than ever ot the adolescent yenrs when the child is most prone
10 experimentation. As ol 2001, In Nigeria, HIV prevalence among [5-19 ycars old ANC
ancndees tested was 5.9% and in 2003, this age group still accounted for a significant
proportion of those infected with HIV oand AIDS. Pareni-child communication is still being
emphasized as o key sirategy in H1V and AIDS prevention among adolescents. Involvement
of parents and other adults in communicating with adolescents is sccn as basic stralegy 1n
prevention of HIV and AIDS ainong adolescents (UNAIDS, 2003)

According (o Soon cl al., (2013) in a swudy reported that adolescents cxpress their desire to
1alk with their parents and/or coregivers when they orc struggling with personal issuecs and
wanted nformation and advice related to sex and relationships. One 16-year-old female
stated: ‘1 wish we could (alk aboul ways in which 10 handle relationships, for cxample if | do
have o relationship | would like 10 know how' 10 make sure that the boy is not abusive.’
Mothers, in particular, were common sources of sexual lwalth information; howcever,
adolescenis did not always feel that their parents were equipped with the skills or knnwledge

to discuss issucs beyond abstinence

While a study conducted in the United Stales of America (USA) found that over 50% ol
adolescents consult, al least, a parent about contsmceptive use {Pistella and Bonati. 19938),
mothers are in the best position 10 provide continuous guidance on sexual and reproduciise
hecalth issues to their adolescents, thcy understand thetr children best and can casily

manipulatc the infornmation they arc cxposcd to in the home. Adolescent gisls reported fecling
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moce fice to lalk about sex and birth control with their mothers than with any other person
(Pistelln et al. 1998).

In the study of Amoran and Fewole (2008) aomong out-of-school vouth it was revealed that
mothers had a greater influence on the youths on reproductive health thun their fothers- T his
could be so because mothers generally spend more time with the children when compared
with the fothers. The result of the aforementioned study revealed that 16.8% respondents
reporicd thal they had had comprehensive family life education by their fathers whilc .10-9%,
had from their mothers. Also, 22.3% of the youths reportcd strict monitoring by lathers
comparcd wilh 36.9% by mothers (Amoran and Fawolc, 2008). A study conducted in Liberia
fiuther strengthened this by revealing that mothess may disclose personal dating and sexuality
experiences. This has becen rcported to be rcloted ko the adolescenis’ rcporling a better
functioning relstionship with their mothers and having more conscrvbtive attiludcs towards

premarital scx (Solcrs, Miller and Whitaker, 2001).

Howcver, from the study of Amnoran and Fawolc (2008), the commonest source of
information on sexual matiers was still the peess (32.1%), 30.2% from parents, §6.8% from
teachers while 20.8% oblaincd information from other sources such as religious leaders.
relatives, books and the mass media. Other factors that influencc the outcome of sex
education by parents include the content of discussion and the timing of the discussion, The
influence of parent-teenager discussion depends on what parent say and how they say i

(Amoran and Fawole, 2008).

In many households in Nigeria, mothers are usually the ones saddled with the duty’ of passing
information on sexuality and reproductive health to their children (Astou, Morisky, Alfonso
and Tzui. 2002). Mothers arc in the best position lo provide continuous guidance on H1V and
AIDS prevention to their adolescent. they' understand their children best and can casily
manipulate the information they are exposed to in the home. Also, in the traditional Afrian
sctting. the mothers and not the fathers are the ones expecied to pass on such information 1o
their children. Studies done on adolescent health seekmg behaviour recommends that parcnts
nced 1o be involved in preventing adolescent’s risky behaviour, A stsble home and parental
guidance is known lo have a positive effect on adolcscent's heallth seeking and prevention
behaviour (Astou ct al, 2002).
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Contrary 1o many beliefs. adolescents still tend 10 learn by example and doing whot they'
obscrve their parents do, this is most critical because they arc ot a cross road. Adolescent need
correct quality information nceded to fonin 8 heohhy sex ual behavioiir. Parents must not only
be armed with the knowledge nceded but, must be willing to impart such information to the
adolescents (Akin- Otiko. 1998). \Vhatoer happens belween the ages 10-19 years whether
good or bad, cspecially in relations 10 [IEV and AIDS prevention shapes how' the adolescents
live out their lives as adults (Mensch, Bruce and Greence. 1998). HIV and AIDS beng a sea
related issuc requires more awareness and education now than beforc because in high-
prevalence, sub-Saharan Africa, the main mode of transmission among young peoPle s

through heteroscxual intercourse (UNAILDS ct al.. 2004).

it therelore, becomes impemtive (or parents 10 make sure that transition 0 adulthood happens
under favourable conditions. Cducation on HIV and AIDS prevention should begin at an
carly age, belore children and young people are exposed o risks, and should be sustained over
time (HEP/UNESCO, 2004). Unlike what many pasents believe, adolescent prefer their
pacenis 10 pecrs as their sources of information on sexuality and rcproductive health maliers
(Miun, 2001).

Studies in many countrics including Nigeria hase (ound thar parents arc influcniial source ot
information and advice (or childrcn,  Parents play an important role in the scxual heaith of
their adolescent children (Eastman, Coona ard Schuster, 2006). Parent/Aduh Child
sommunication has been shown 1o wnflucnce adolescent reproductive health behaviour.
Adulis need to pass correct information across (0 youths 10 help them make proper decisions

that will promote their_health (lyaniwura, 2006)

Communication between parents and adolescents about adolescents' sexual behaviour has
been studied. Hovvever, the types of Issucs on vwhich adolescents are willing o communicale
with their parcnis have been scarcely discussed. A survey was conduclcd among a randam
sample ol 1,204 junior high school students in Taipet. The surve) probed into adolescents’
sommunication with their parcenls as rclated to sex, including physical development, sexualin

choice of partner, frequency of dating, whom 1o date, and intimacy during deting. Anals is
showed that physical development was the 1opic most oficn discusscd. Tatking aboutl dating
was discussed less than the other three topics. Morcover, girls were more likely to

communicate with their pasents than boy s about al} sca issucs (Yang and Wu, 2006)
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Studies have shown that young women who are encouraged to guestion traditional gender
roles and those who have high cducational aspirations are more likely to avoid tccn pregnancy
(PMotnick and Butler 1991). [t has been documcnted that teens that have healthy parent-child
communication, high sclfiestcem and high educational aspirations arc more likely' o posipone
childbearing (Lecland and Barth, 1993). \When parents talk to and aflirm Lhe value of their
children, young pcople are more likely to develop positive, healthy attitudes about themseives.
Research shows that positive communication between parcnts and their cluldren can help

young pecople establish individual values and make healthy decisions.

Initiating conversations about the facis of tife may be difticult for some parents because they
did not giow up in an environment where the subject was discussed. Some parents inay be
afrsid they do not know the right answers or feel confused about the proper amount of
tnformation 10 ofler. As a resuit of adulis’ reticence to address these issues, young people tend
to rcly on peers and mass mcdia for information about scx, reproduction and ST'ls including
HIV-AIDS (Bott, Jejecbhoy, Shah and Puri, 2003).

2,7  Rolesof Parcnts in Adolescent Reproductive Health

In the Aftican sctting, parents ploy a signiticant role in moulding the characters and behavtour
of their children. Nomms, values and beliefs are passed [rom one gencmuion 10 anmher
Moshers, particularly, serve as role niodels in shaping their adolcscent children’s perception
on gender roles, ieproductive and sexual behaviours (Focus on Young Aduli, 1998). When
parents aflirm the value of theirchildren, young people more oflen develop positive, healthy
aluitudes about themsclves (Lagina, 2002). Individuals between the ages 10.19 are usually

prone to expenmental and nsky behaviour

Adolescence is a very tender stage in human gronth and development, At adolescence.
human beings begin o expenience physical and soctal ehanges. With the outbreak and
subseqguent prevalence of the HIV/AIDS in sub Saharan Africa. and its debiluating clfect,
cspecially, on the prod:lctivc segment of the population, prevention of the infection hay

become a priorily with a focus on the adolescents who are most vulnerahle

In the traditional Ugands sctling for instance, the l{ather 15 the traditional channcl G
socializing the adolescent girls into sex and marrtage {Muyinds. Nakuya, Whilworth and Pool.

2004). In many more traditional settings in Affnco, parems were not the ones expected to
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educatc their adolescent children on sexuality; appoinicd guardians for these roles were olien
available especially during initiation ceremonies (Biddlecom, Awusabo-Asarc and [ankole,
2009). How cver,things arc changing as parents often tend to divide their scxuality education
communication with their children based on gender, {ather oflen find it easicr to communicale
with their sons on such issues while mothers tend to communicate better with their daughters.
Studies have showed that adolescents often practice less risky behaviours when there (s o

sense of conncelcdness (o their parents (Slop. Huang, Daniyam, Zink and Succop, 2003).

Frequent communication about sex is associated with adolescenls not having sex ©r
postponing sexual debut (Casper. £990). Posttive communicalion belween parenis and
adolescents helps to cstablish individual valuc ond healthy scxunl bchaviour #mong
adolescents (Lagina. 2002). Talking about scxuality issues with children 1s generally viewed
as an gbomination in Nigerin, this could stream from 1hal fact that most parents do not have a

f rm grip of the sexuality issucs and lack the skills required 10 communicative elfectively with

their children.

Since discussion of sex, J{IV and AIDS and family planning bet\veen parents and children is a
recent stralegy being employed 10 curb or reduce adolescent susceptibility to infection, many
pucnis need 10 be given lime to gel used to the idea as they themselves had no fore
experience in inleraclive relationship beiween parents and children. [n genceral. many mothers
find it diflicuh to 1alk to their adolescent children on scxual health issucs hecause they do nal

want 10 expose their own lack of knowledge on these issues (Okonivs o, ¢t al 2003)

Studies olso show that parent wony that discussing sexuality with their children will
encourage the adolescent to expeeiment with the &nowlcdge. Inspite of all these eonstraints,
mothers are supposed 10 be the first 10 teach their children about sexuality education, and
should be interested in kriowing what their children alteady know ond do in sexuality
(Moronkola, Osowole and Olubela, 2002). When mothers faif 10 discuss scxuality with theie
adolescents, oc communicate about it in a diachronic manner, adolescents tend to build gap
filled with distrust, they also shy away (forn discussing personal sexuality issues, as they will
not share conf.dentiality with thewr mothers. Siudies have shown that mothers' hostilily
towards communicating seauality 1ssues with their adolescents was significantly cosrclaicd
with adolescents’ disuusts for theic mothers while perceising litite matemal suppon '3l ¢t
sl, 2000).
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should be intcrested in knowing what their children already know and do in scxuality
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2.8 Fuclors Affecting Parent-Adolescent/Child Communicativn

Communication about sexual health between parents and adolescents has been shown to have
a protective influence on behaviours that reduce the risk of HIV ransmission. This study
cxplored experiences of HIV and sexual health (HSH) communication between parcnts and/or
caregivers and adolescents in an urban HIV-endemic community in Southem Afsica (Soon,
Kaida, Nkala, Dictrich, Ceseon, Gray and Miller, 2013). Adolescents identif ed emotional,
physical and secio-culiural barrviers to inittating HSH communication with parcnts and

caregivers including fear of verbal wamings, threals and physical assault (Soon ct al. 2013).

Youth aged 15-24 ycars account for an estimated 42% of new 1V infections in peuple aged
5 and older. Nearly 80% of young people living with HIV live in suh-Ssharan Atrica,
highlighting the critical imporiance of youth-focused HIV prevention strutegics in this region
(UNAIDS, 2012). Adolescents arc a key population for HEV prevention because during this
stage of development, sexual behaviours are gencrally initiated and risk pattems cstablished
(Meschke, Bartholomae and Zentall, 2000).

Parents play an linporiant rote in influencing adolescent sexual decision-making and
behaviour, including access to information about 111V and sexual health (FSH) (Whitaker and
Miller, 2000). Positive communication between parents and youth about sex has been
identified as influencing behaviour, including increased contraceplive use and delayed sexual
debut, ponticularly for females (Malpem-Felsher, Krogp, Boyer. Tschann and Lllen 2004;
Markham. Lormand, Gloppen, Peskin, Flores, Low. ct ab, 2010: Miller, Benson and Galbraub
2001), and increased willingness to panticipate in HIV prevention treals (Otwombe, 1ictrich,
Sikkema, de Bruyn, van der \Wal1 and Gray, 2009),

However, resecarch shows that there are numerous aspects of communication that determine its
effectiveness and ability to infiuence risk behaviour, including qualities of the source (parent)
and recipient (adolescent), content of the message, how the message is communicated, and the
context (Bastien, Kajula and Muhwczi 2011 Jaccard, Dodge and Dittus 2002: Poulsen,
Miller, Lin, Fasula, Vandenhoudt and WyckofY 2010)

While most parents and children desire open, direct and mutually valued discussions about
sexuality, studies show 1hat communication tends to be unidirectional. top down and negatis ¢

(Basiien et al. 201 1; Wamoyi, et al 2010). Despite a prevailing high incidence of HIV amung
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youth, comprehensive and correct knowledge about HIV among young pcople remains fow
(UNALDS, 2010).

Parents should talk about the sensitive things like HEV, sex and so on like when you want to
have sex usc o condom and that make sure you know the status of the person you want to have
sex with whether it’s a female or male (Soon ct al. 2013), Adolescents repoited that parents’
unwillingness 10 discuss sensitive 1opics semetimes led to uncertainty and fear when faced
with a difticult situation (Soon ¢t al. 2013).

2.8.1 Fuactors Promuoting Porent-Chitd Communication

Both mothers and daughters mentioned television programs as an enny  pant  lor
communication, Sensitive topics could be broached by discussing them n regard tu 2
television plot line rather than in relation to personal necds or desites for rnformation
(Yasminec and i{cba, 2012). Despite the many communicntion barriers that emerged. the
study lindings demonstrate that both mothers and daughters were willing to talk and listen (©
cach other. Addressing the lack of information, misconceptions, and the barriers 10 clfective

communication with their mothers can lcad to improved knowledge for adolescent girls.

The study also revealed that mothers and davghicrs. though willing. had dilficulty initiating
and having conversations nbout SRH. A noteworthy finding is that telcvision and other forms
of media can serve as valuable cniry points for these conversations. This suggests an
opporiunily for rescarchers and health experts to swork with media to cnsurc that when these
topics are included as storylines, factual information is portraycd to avoid perpetuating

misinformation {(Yasmine and Heba, 2012).

\Vith greater knowledge about SRH issues and a feeling of support from within the family,
girls will be beiter able to lace pubeity and adolescence in healthy and empowered ways. In
the 2009 study done by Akinwale ct al (2009), younger parents were more likely to discuss

about sexualily issues than older parents.

In view of the findings of siudy conducted in Northwestemm Tanizania, # was recommended
thot more cflorts be geared towards developing intervention programs targeting dilfcn:nt

calcgories of parents, particularly those with little or no cducation and older ones. who arc
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usually not too comlortable in discussing issues relating to sexuality with their children in the
home ( Wamoyi, cl al, 2010)

2.8.2 Factors inhibiting Parcmt-Chitd Comununication

In many’ parts of the world, adolescents arc poorly informed about their health, bods
biological processes, sexuality, and physical well-being, Adolescent girls in particular ore
oflen kept from lecaming about scxuality and reproductive health (SRH) issues because of

cullural and religlous sensitivities.

Mothers and doughters in rural areas of Alcxandra Egypl identified barriers to initialing
communication. Many mothers staled thot they should only inttiate discussions about SRII
topics with their doughters on certain occasions, such as a life change or an cvent, or when
girls seek certain infonnation or ask for advice. Daughters repoited that they werc reluctant in
ask their mothers for this 1ype of information because of embarrassment, lear ol judgmuin.

ond perceived lack of their mother's interest or willingness, time, and tnist (Yascmine and
llcba. 2012).

A significant (actor that prevenicd many girls from initating such o discussion was Ifcar thot
their mothers would be suspicious of them and question their morals and bchaviour. One
doughter said. “*Sometimes swhen | feel thoat | wont to know' more aboul a certain tssue | heard
about or something | don’t understand... | want (10 ask my mother. So as not to make her
suspicious of me and ask me where | lcamed aboul the 10pic. | tell her | heard aboul # from
the Turkish television series.” A study that explored cxperiences of HIV and sexual health
(HSH) communicoiion between parents and/or caregivers and adolescents in an utban 141V-
cndemic community' in Southem Afnica identified emotional, physical and socio-cultunul
tarriers to initinting 1ISH communication with parents and carcgners inciuding [car of verbal

wamings, threats ond physical assauit {Soon cl at, 2013).

Anxicty of exposing children to pre-marital sex is o ncgative driver in parenichild
communication on ARH issues beecouse as adolescents begin (o have more interest in the
opposite gender, parents’ anxicly grows stronger and become more proicctive, Parents
eaperience new feelings and attitudes svhen their children begin 10 devclop sexual features in

pubcrty. It becoines more difficuli for parents 10 talk frecly with their children linding (1
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difficult to answer their question as carefully and honestly as they used do when the children

were younger (Soon et al, 2013).

Trado-cultural belicls have been one of the snajor factors inhibiting yuality' communixcation
between parent and children on ARH issues becsuce sexuality 15 seen as a forbidden subjcct of
discussion belween parents and children cspeclally in the African sening. WHO (2007)
observes that parents recognize that sexual nosms are changing and that premarital sex has
become common and unavoidable among unmarried youth. However parcnts arc tom between

their desire to adhere 1o traditional norms and the need to protect the health and well being of
L their unmarried children,

Lack of required skill in cffective communication on ARH issues is likely b be another
inhibitor on frequency of such communication as a study conducied among mothers in a stale
in Nigeria rcvealed that many mothcrs advocale that reproxlucnive heahh information be
provided for young people in schools. this is an indication that imothers are aware ol the lact
that adolescents could be sexually active, thus they need all the correct and approprisic
information needed 1o make right choices; however the mothers do not sce themselves

adequaltcly prepared to fulfill this role.

Okonkwo and Ilika (2003) found in & study done on maternal attitudes and values to youth
sexuality related activilics in Delta swte Nigeria, that 85% of 300 mothers believed that

reproductive health infonnation should be given in school because lack of such information

have resulled in high incidence of unintended pregnancy and sexually transmiited infection
including 111V and AIDS. Many of these mothers supporied the us¢ of contiaceplises and

encournge access 10 condom among adolescents (Okonkwo et sl, 2003)

Urban migration has led w0 disintegrmtion in the wraditional system and has affected
communication with young people as more young pcople grow out of the traditional system
(Malcta, 2006). Subscquently the mdjority of youths rely on friends as primaiy sources of

sexual and reproductive health information while this communication reinains minimal in the

family".

Young people thercfore view SRH maiters as taboo issves ond arc cmbarsassed o

communicale them with parents, hence their preference 10 fellow peers (Maluwna, Aggleton
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and Parker, 2002). l.ack of clear and adequatc information on SRH malters 1o young people
ot this stage couplcd with poor understanding of reproductive health concepts and the strong
desite 1o expcriment incrcases Lhe vulncrability of young people to poor sexual health
practices. Widespread myths about sexuality, masculinity and peer pressure among young
people further increase the level of vulnerability of the youth W poor sexual health practices

For example myths that threaten the ego and the future well being of young people such s

being suspecied 10 not function sexually if young men do not have sex (Nzioka, 2001),

Ignoring adult guidance to scxuality nceds of youth ot this siage or entsusting the
responsibllity of SRI1 guidance to fellow young people could have grave consequences as all
of them arc siruggling to cope with the physical and emotional changes. Entrusting SR
guidance for young people to peers funher burdens the peer educators with role conflicts as
trainers, lesmers and social beings who struggle with their needs and expeetations of others.
Witliout sirong parental support and guidance with open and honesi communication on

controversinl issues, young people are likely 10 fall into confusion and make poor sexual
health choices.

According o FMOI | and WHO (2007) in the National Strategic Framework on the Health and
Development of Adolescent and the young people in Nigeria, parents and guardians can pass a
sound traditional valucs (0 young pecople and provide them with correct sources of
infonnation and advices on the matiers refating o their health and development. The
document strcsscd thet they can improve communicatson with their children and ensures that

young peoplc do not engage in harm(ul practices and behaviour,

The document jusulied thal since parents remain close to the young peopic and can eacfeise
some degree of authority over their actions, they are vital to any conliguration of social
factors shaping their health and developmeni. From time 10 time. peers and the community
member may' be more or less inftucntial, but parents and lamily are constant ¢clements m most

young people’s live despite Auctuation in their relative importanee (FMOH and WHO, 2007),
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Tabic 2.1a  Interventions Promoting Parent/childd Communicatien

SN | Authors Year | Sctling Studyv PPopulation Iindings

!. | Blake, SimKin, 2001 | USA Adolescenls Adolescents who reccived the enhanced curriculum reported
1 edsky, Perkin and greater sclf<fTicacy for refusing high-risk behaviors than did
Calabrese thosec who received the classoom instiuction only (mean scorses,

16.8 vs. §5.8). They also 1cporied less intention to have sex
before finishing high school (0.4 vs, 0.5), and more fiequent
parent-child communications about prevention (1.6 vs. 1.0) and
sexual consequences (1.6 vs. 1.1). In all significant compansons.
the direction ofthe lindings favored adolescents who received the
cnhanced curriculum. Doxc-response relationships supported the
findi nes.

2. |Bhanaetal. 2004 | South A 10131 of 124 familics, | ‘The intervention group reportedly demoastrated a shifl from
| Alrica assigned to intervention or passive aggressive and manipulative communication styles to
| {urban & compaiison group pasticipated | more assentive styles in relation (0 comparison gioup.
- | |semi-ruml) |intheplotphase -~}
3. | Villasruel, Cheny. | 2008 | Mexico Mexican Parent and Parents in the HIV risk reduction intervention rcpottcd
Cabriales. Ronis, adolcscents signilicantly more gencral communication (p < .005), more
and Zhou | scxual sk communication (p < .001) and more comfort with
. communication (p < .001) than parents in the control
| intcrvention. Behavioral, nornative, and control belicfs
, sighilicantly mediated the efcct of the intcrvention on all
=l | | ______| communication outcomecs.
4. | Bastienctal. 2008 | Tanzania Students (2026) in 1992 and | Students reported higher levels of expasure to information and
| (urban & (2069) in 2005. communication {rom all sources in 2005 than 1992, Students
rural) | reported signilicantly more fiequent discussion about AIDS with
| t:;x;lts and others in the social network in 2005 in companson 10
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Intcrventions Promoting Parcot/ebild Communication contd.

I !
Findings

Table 2.1

SN Authors

S. Bell et al.

6. Phetla et al.,

Findings suggest greater intervention effocts on
caregivers than on youth. Caregiver {indings show
significant intervention group difterences in
comparison 10 control with regard to caregiver
monitoring and control, as wcll as increased
ficquency and comlort discussing HIV/AIDS and
sexuality with children, among other oulcomes.
Withregard to youth, findings showed an increase
in HIV knowledge in the intervention group
compared 10 the contiol, as well as lower levelsof
HIV-related sticma.

' (rural)

Year | Scltinp Study Population
2008 South Africa Youth (aged 9-13) and their
{peri-utban) families (245 intervention
families rearing 281 children,
and 233 contiol families rearing
298 ¢hildren).
2008 | South \Women from poorest
Africa housecholds

Both qualitative and quantitative fmdings indicatc
the intervention improved participants’ motivation
and skills to engage with young people about
sexuality, Intervicws indicated women felt greater
conlidence to talk to children, used elearer
messages instcad of vague ones, and a range of
communicative sttategies. Quantitative daw

showed a significant incrcase in propostion of
women at follow-up reporting having talkcd about
sexudl issucs with children compared to the control
gioup (80% vs. 49%. adjusted risk ratio | 59 (1.31-
1.93). Young people confinmed that mothers and
relatives altered their communication styl c and
content aficr exposure (o the intcrvention.
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Tablc 2.1e  [nterventions Promoting Parent/child Communication contd.

SN | Authors Year | Setting Stwdy I'opulation Findings L .

7. Poulsen ct al. 2010 | United Ststicsand | Adults who are primasy 40% of parents in Kenya had never tatked 10 their
Kenya (ruml) caregiver 10 a child aged 10- | child about HIV/AIDS, with 3846 of parents thought

12 years a1 baseline and
lived with the child for past
3 ycars

that talking about sexuality encournges <X, and 6%
believing their child was too young (o leam

about sex. Communication was associated with
puenial perceptions of child readiness (o lecam about
sexuality;if they had received information 10
educate their child about sex and if they had greater

| sexual communication responsiveness (skill, somfort
| & confidence).

Vandenhoudt
ctal.

Wamoyi et al.

13010

2010

United States and
Kenya (runal)

:Tl'n_nmn_i; (rural)

‘| Eight weeks of participant

Parents

High antendance from patents at all interv ention
scssions and reported being satisfied with the
intervention, finding it helpful and a confdence
booster. The majority also repotied having shared
inlervention information with persons other than
their child, indicating bigh levels of dissemination.
Sigmilicant improvement in parental attitudes
conseming sexuality cducation. with parents
reporiing greater use of positive reinforcement and
monitoring

obscrvatton, 17 [Focus
Group Discussions and 46
indepth intcrvicws were
conducted with voung
peopic aged |14-24 ycars and
parcnts of those in this age
Rroup.

— —

A lack of trust in what they could say (o their parcnts|
was reported by young people for fear of
punishment.

Parents were constrained in their communication due

to lack of kriowledge and restrictive gonder and
culwral norms

i
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29  Conceptuzl franie work for the stutly
PRECEEDE-PROCEED tvas adopied for this study

2.9.1 The PRECEDE-PROCEED Model
Green, Kreuter, Deeds and Patidge (1980), developed the precede fromework. The model

helps to identify the contributory lactors to health prablems. This model explained the faclors
impotiant to an expected behaviour. The model is useful in dehaviournl duagnosis and
evalustion, to creale avenue for improvement or nesv miervention strategies where necessary

The model is broadly delined to include epidemiological, social environmeni ond econoinic
indicators.

The Epidemiological and social diagnosis phases relates 10 the issues of quality of life of
individuals and communities. The problem that negate thc impact of sexuality education on
adolescents arc socinlly indicated by health and health related problem. These include wellare
problem, however, issues like sexuality information, sexual misconduct, teenage pregnancy
and abortion handled, economic hardship, shymg away from responsibilitics, indigenous

cultural beliefs, negative opinions of significant others also had impaci on the adolescent

The behavioural and non behavioural diagnosts involves issues such as compliance to the
context of sexuality cornmunication exchange with parents and ceitam infonnation given
could havc positne or negative impact on the health of the recipient. Peccoution and measures
has 10 be taken as to how they respond to advice when they receive ARH information from

their Parents.

The aim of PRECEDE-PROCEED model was to provide a comprehensive framework for
assessing health and quality-of-life needs and for designing, implementing. and evaluating
health promotion and other public health programs 10 meet those needs. PRECEDE stands for
(Predisposing, Recinforcing, and Enabling Constructs in Educational iagnosis and
Evaluation) while the PROCECD stands for Policy, Regulatory. and Organizationai

Constructs in Educational and Environmental Development

‘The ecducational diagnosis assess factors antecedent 1o performance of behaviour -the

predisposing, enabling and reinforcing factors oflccting effcctive and application ol sexuality
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communication among parcnts and their adolescents and specifications ol appropriate

stratcgics 1o be used in solving encounicred problems,

. Predisposing faclors, which motivate or provide a reason behind any behaviour: these
include knowlcdge, attitudes, cultural belicfs. norms and perception.

*  Enabling factors. refer to their skills and compelencies, resources and favourable
environment which enable persons (0 act on their predispositions, these factors include

available resources, suppotlive policies, assistance and services.

* Rcinforcing factars, Kcinforcing lactors relate 10 things that will increase the
occurrence or strengthen 1the behaviour. This includes perception and acceptdnce 0
communicate w'ith adolescents, which come into play after behaviiour has been inttiitied:
they encourage repetition or persistence of behaviours by providing continuing rewards
or incentives. Social support praise, reassurance, and symptom reliclf migh all be

considered reinforcing factors.

Among the contributions of the PRECEDE model is that it has encournged and
facilitated more systematic and comprehensive planning of public health programs.
Sometimes practitioners and researchers attempt (o address a specific health or Quality-
of-life issuc in o panticular group of pcople without knowing whether those pecople
consider the issuc to be important. Other times, they' choose intenventions they arc
comfonable using rather than scarching for the most appropriaic intcncntion for a
panticular population. Yet. what has worked for one group of people inay nol nevesirily

work for another, given how greally people difler in their priorines. values, and

behaviours (Fig. 2.1).

PRECLDE therefore begin by engaging the population of interest themsclves in a process of
identifying their most important health or quality-of-life issucs. Then the model guides
rescarchers and practitioners to determine what causes those issuc thoi is, what must precede
them. This way, intcrventions can be designed bascd not on speculation but, rathcr, on a clear
understanding of what factors influence the health and quality-of-life issues in that population,
As well, the progression from phasc 1o phase within PRECEDE allows the practitioner to
establish priorities in each phasc that help narrow the focus in ¢ach subicquent phasc so es to
arrive ot a tightly defined subsci of {actors as targets for intervention | his is essenial, sinee

no single program could aflord to address all the predisposing. cnabling and rcanfoscing
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faclors for all of the behaviours, lifestyies and environments that influcnce all of the health

and Quality-of-lilc issues of intcrest.

PRECEDC has four phases, which ore;
Phusc L Identifying the ultimate desired outcome,

Phase 2: Identifying and sclting priorities among hcalth or community issucs and their
bechavioural and environmental detcrminants that stand in the way of achicving that result, or
conditions that have to be ottained 10 achieve that result; and identifying the behaviours.
lifestyles, and/or enviconmenial factors that afTect those issucs or condilions

Phasc J: ldentifying the predisposing, cnabling. and reinforcing factors that can nflect the
behaviours, attitudes, and cnvironmental factors given prionty in *hase 2.

I’hase 4: Identifying the administrative and policy factors that influcnce what can b

implemented.

PROCELD has four phases that cover the actusl implecmentation of the inlervention and the
carcful evoluation of the Intcevention, working back to the original staitmg point ~ the
ultimate desired oustcome of the process.

Phasc 5: Implemcentation: The design and aciuat conducting of the intervention

Yhasc 6: I'rocess cvaluattion: Ensuring thal the interventjon was cairied out as planned,

Phasc 7: Impact cvaluation: Find out if the intcevention is having the desired itnpact on Lhe
targel population

I'hase 8; Outcome evajuation: Find out if the inlcrvention teads 10 the outcome tihe desirnd

result) that was envisloned in Phase |.

Analysls of Effcct of Training on parcnts of mlolcscent on AR using ’reccde - Proceed
Motlel

PRECEED

Preclisposing foctors: Knowledge of parents and adolescents on ARIl, Adolescent
communication; thcir perccplions aboul ARH communication determine the parents’ level of
readiness 10 communicate with their adolescent’s children. These were incorpomited into the

survey questionnairc.
Enabling factors: The cnabling Iactors included availability of time for discussien. lisg iy

wilh the adolescents® children and crcating suitable enviconment (or the discussion. This als
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includes knowledge of AR issues which makes it possible for individual parcnt to discuss
ARIT issues with their adolescent children.

Reinforcing faciors: Monitoring. supervisory guidance and evaluation of the impicmentation
activities and pecr influence. suppott from the significant are some of the factors that would

encournge parcnts o open up communication with their adotescent (Figure 2.1).

This modcl was uscd 10 decsign the instrument for 1he study. Issues documented under the
predisposing lactors were the knowledge of both the adolescents and their parents swhile the
enabling factors are the capacity building provided the parents in discussing ARI i1ssues with
their adolescents and the reinfloreing factors were monthly mcetings ol rcscarch student with

the parcnts to provide suppoitive supervision and monitoring.
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Fisurc 2.1: Application of PRECEDE-PROCEED modecl 1o the clfects of educational interventions on Knowledpe and Quality of

Reproductis ¢ licalth Communication Letween I'arents and their Adolescents in two Communitics in Ibadan, Nigeria
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2.9.2 Appllcatlon of the Conceptual Framewnork

The model focused on behaviournl intervention, addressing how cogniive prxesacs
contribute to behaviours. The model was grounded in psychological understanding ot the
ecological framework of human behaviour. I1 focuses attention on identifying gaps within the
personal- level predispositions of knowiledge, perception and attitude that detract from the
desired behaviour. Interventions are therefore designed 10 specilically address these concerns
1o improve knowledge, perception and sttitude that contribute 1o the desired behaviour. The
PRECEDE model provided opportunity to diagnose the health related problem among the
parents and their adolescents and identilied 8 gap in the knowledge; proffered solutlon using

the existing structures in the communily o provide educational intervention. Actually, the

model identifies parents’ support and attitude towards ARH as reinforcing foctots in the

dynomic of Safe Reproductive health behaviour of the adolescents. Enabling factors includes

available infrasiructure of reproductive health care services in the community/school and

policy

The PRECEDLE model was opemtionalised in designing tool for this study and this provided
oppartunily to diagnose the health rclated problem among the parcnts and their adolescent and
identilicd gaps in the knowledge of ARH issues and pattemn, frequency and qualily of
comniunicalion were used (o organize training intervention for the parents. On the
predisposing lactors, knowledge of ARM of both patents and adolescent were measured by
responding 10 the sci of questions on ways of preventing peegnancy. mode of transmission off
STVIIV. Enabling lactors were measured by documenting their sources of ARH information
ond patiem and frequency of ARH communication between parents and their adolesceni
Finally, reinforcing iactors were the factors that inhibit or promoie parent/child
communication. Also included as reinforeing [actor was the weekly meeting with the pancnls

in the EG community. All these were analysed and used 10 design training inleryention Io

the parents.

The data providcd a basis for choosing the intervention that were used as explained in Chapter
Four, The training oclivitics empowered the parents wilth neeessary skill to communicate
ARII issues wilh their adolescents and thereby reducing sexual practices, Training of parents
on ARH 10 effeclively communicate ARH issues with their adolescent are some of the
cnabling factors that would assist parents in the delivery: of AR{{ intheir various homea Thus

uaining was used o ptovide solutions to the identified gaps.
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CHAPTER THREE

3.0 METHODOLOGY

31 Introduction

The chapler describes the rescarch process and covers issues eelating 10 research design and
scope, study locatlon, swdy population, methods and instruments for data colleciion ond
sampling procedurc as well as validity and reliability of the instruments uscd. It also describes

the data collection process, dota moansgement and analysis, the implementation of the
intervention, limitations of the study ond cthical considcrations.

3.2 Rescarch Design

The study was quasi-cxperimental in design involving parents and their adolescent children in
two Local Govermment Arcas (LGA) - Ido and Egbeds LGAS In Oyo state. Nigena (7 able 3.1
and Figure 3.1). Two major communities (1owns) in these L.GAs were randomly allocated into
mo study arms by balloting: these weee Egbeda as the Experimental Group (EG) und 1dwe as
Control Group (CG). The study consisticd of three main phases: a necds assessment,

intervention and a 6-month followupactivity (Figure 3. 1),

With the quasi-cxperimental design. the investigator was ablc 10 observe the changes thot
occurrcd over lime with dependeni variables. Such changes included initialion and incrcascd
frequency of AR communication between parents and their adoleseent children. increase in
ARH knowlcdge. ond improvement in <ualily of communicaiton and cllecls on scxual
behaviour. The cstimated distance between the two LGAs is 22 km®. The design was also

used 1o control for the potential bias variable through randomization.

Tuble 3.1:  Summary of research dcsign

Groups MMeasurcments
 Baselincdata | Intervention [ Follow-up  survey |
collcclion (Six months) | and cvalualion
‘Experimentolgroup (EG) O X 0 1
Control group (CG) O, - 0,
Os* Bascline data coltcction at EG 0,
Os= Baseline duta collcction at CG 0,
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3.3  Scope of the Study

The scopc of the study was limited to parents and their adofescents aged 10-19 ycars {n
selected houscholds in the twa LGAs. The communities in Egbeda comprised of Temidire.
Mosafcjo, Irewunml, Tanmo and Road D while tdo, Idi (gbaro, CamgvFaim Setilement are the
communilics in {do LGA. Pre-test and post-test were conducled 10 incasure the outconwe ol
interventlon rendered by the parents on knowledge of adolescent reproductisc hcalth issues
including: initintion, [rcquency and improvement in adolescent reproducteve  health
communicatlon between parents and their adolescent and quality of RH communication.

Adolescent reproductive health issues considered in this study include STIs. HIV/AIDS,

tcennge pregnancy prevention and adolescent physiological development.

3.4 Nescription of Study Sites
The study sites were Egbeda and Ido Local Govemment Arcas of Oyo Stale. Egbeda 1L.GA

was randomly allocaicd as intcrvention whilc Ido LGA. as control. The 1.GAs were <clccted
becausc of the rescarcher’s assumption that they ase similar in nature and characteristics. hoth

being peri-urban I.GAs. Delails about the featurcs of cach LGA arc provided below.

3.4.1 Eghcdu Local Covernment Arca (Interventlon)

Egbeda isa peri-urban LGA which was carved out of Lagelu LGA in 1989; 1t is located in the
castcm part of the statec and is about 12km from Ibadan, It is bounded in the north by Lagclu
LGA, in the south by Ibadan north cast. in thc west by Ona-ora and in the cast by isokan LGA
of Osun State. The major road in the LGA is the Ibadan-Ife cxpress road. There are 11
political wards in the LGA namely Erunmu, Aycde, Owobale, Ajiwogbo, Olodo, Monatan,
\\akajaiyc, Oscngere, Egbeda, Alakia and Olubadan. The local government has a second class
Oba with the titlc Efegbeda of Egbeda. The major sources of woter in the local government

arca are wells ond bore holes.

The local governmcent has an estimaled total populatlon of 311.281 as at 2013 when the study
was conducted. OfF this number, the cstimated tasget population of adolescents is 15,564
(NPHCDA, 2008) rcpresenting 5% of the population. There arc 21 government-owned health
facilitics and lots of privale and mission owned health focilitics scattcied all over the local
gosvermment. Majority of the inhabitants are Yorubas with very few Igbos, llausas, Fulants,
Tivs and Idomas. The major occupation of the inhabitznts in the rural communities is farning

while majosity of those in the semi urbon community arc traders and civil servants. The major
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religions practised in the LGA are Islam and Christiantty while some indigenes also practise
wraditional religion. Polygamy is more common in thc local government than monogamy,
There are several chuiches of diffierent denominations and many mosqucs in the LGA. The

LGA has sevcral viewing cenlres that give the adolescents and young adults the oppertunitics
for relaxation and access to waich foreign football matches,

The LGA is home o numerous markels the major ones being New Gbag: namcd Bola fge.
Erunmu, Manatan and Cgbeda markels. Scveral companics have their base in the locul
govemmcnt and this includes Nigerian Breweries, Coca-cola plant in Asejirc, Sword Sweets,
Dana Pharmaccutical Company and Bode Foam. ibadan Airpoit is located within the LGA.
There are other small scale industrics tocated in the LGA like sawmills, fumiture makers, fish

farming, garri processing lactories and palm oil processing lactories.

J.4.2 ldo Locil Government Arca {Control)

The LGA has its head quarters a1 Ido along the Ibadan-Eruna road. The LGA came inta being
in May [989 when it was canved out of the former Akinycle Local Government Arca, The
LGA covers an area spanning the following major communities: Apata. ljokedo, Oni-Adio.
Akufo, Apete and Bakatari, Imponant villages such as Ogunwchindc, Dada. Odecreini,
Odctola, Odufeitii and Alagbaa are also sited within the local govermment. It shares
boundaries with Ogun Statc in the south. Ibarapa East LGA in the west, Alijio LGA and
AKinycle LGA in the notth. [n the east it shares boundaries with Ibadan North, Ibadan South-
\West and Oluyole LLGAs. The LGA consists oflen wards.

The major occupation of the people is farming. They grow a variety of crops such as cocoa,
kola nuts, palm-irees, ormunges, pinecapples, maize, cassava, banana and a wide range of other
fruits. [do LGA can be aptly referred to as onc of the fiuil baskets of the stote, Parts of the
LGA have some industrics and other economic ventures such as the Nigerian Wre and Cabfc
industries and Latia Howcl, The LGA also cnjoys the scrvices of mcdium and small scabe

industrics for the processing of agricutiurat produce such as cassava and cashew nuls

Somc of the major towns in the LGA arc Apala, Hokodo. Apcte and Omi Adio, Most parnsof
the LGA lack pipe-bome water. ‘There are three malemity centers in the LGA swhich arc
located in Ido, Akufo and Omi-Adio. The six dispcnsaries in the LGA are located at Ido. Omi-
Adio, Apcte, Akufo, Odclola and Kogue. Msjority of the pcople depend on commulcr scevices

such as uixi cabs, commercial minibuses and motorcycles as means of internal transponation,
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There is tremendous increase in the use of motorcycle for commercial putposes in the major
towns and villoges. Most roads arc not tarred and therefore many of the villages arc accessible
only through molorcycles. There aje many film houses located in the LGA 1hat provide the

adolescents and young ones the oppartunilies to exchange ideas and information:

Ihere are thtee grade “C"” customary courts in the LGA which are located in Akufo, Omi-
Adlo and [do. Therc are 75 public pnmary schools and 24 secondary schools in Ido |-GA
‘There are 92 registered private nursery and priinmy schools and eight registered secondary

schools in the LGA. There are altogether 21 health centres in the LGA only four of swhich aie
however functional,
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Figure 3.2:  Ovo State Map Showing the Study LGAs
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5  Study Population

The study population covercd parents living with their odolescents (either maole or female)

aged 10-19 ycars The odolescents could either be opprentices or students but must still be
living with their parents while the study lasted.

3.6  Sarnple Sizc Calculotion

The sample size was colculnted using a simplificd form of comparison betwccn two
propostions given as:

_ (2a+28)*(P1(1-p1.+P2(1-p2)]

\Where
n = Minimum sample Size
Z2.=1.96 (95% level of confidence)
Zy =084 (80% power)
1", »0.50 (Bascline Prevalence)
Py = 0.75 (Anticipaicd a 50% increase)
no = (1,96+0.84) [0,5(1-0.9)+ 0.25(1-0.75)]
(0.5.0.75)°
n = eX)u &2210 1823)
, n = 55
' n 9 60

For both LGA, 0 minimum of 120 parents and 120 adolescents were requircd for the siudy .
tlowevcr, the calculated sample size was increased 1o 200 parcnis and 200 odolescents to

make provision for the improper completion of the questionnaire as well as the atrition that
moy o<cur at the follow.up (Scc Figure 3.2).
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3.7  Sompling ’roccdurcs

A three-stoge sompling technique was used in selecting respondents for the study. Thce first
stage involved listing of communities in Egbeda and [do LGAS. In cach of the LGA, live
communilies were randomly sclecled with the assumption that requircd sample size would be
obtained. The houses/compounds in each of the selected communities were then enumerated.
The second stage involved the systematic selection of the houses using the class intenval.

Simple balloting was adopied 10 sclect the starting point whete the intervicws took place:

Third singe involved the sclection of the parents and their adolcscents based on inclusiun and
exclusion critcria. The research was introduced to the participants end only’ those that mcl the
inclusion critcria end werc willing to participate were rccruited. Efforts were made to enroll
only adolescents that repotted that they would be available throughout the course of the study'.
This wos done as pan of the screening procedure to only enroll those parcnts and their
adolescents that would be avaitablc in the community for the entirc duration of the study.
Any parent that had sdolesccnt male/icmale (in or out of schoel) aged 10-19 ycars werc
included in the study and interviewed. 1n cases where more then one parcnt was qualificd for
the swdy, one parcnt was selected by simple balloting from such house with the adolescents.

To mainlain gender balance, elforts were ntadc to ensoll equal number of males and females

in the study.

34  Inclusion and Exclusion Criterisn
3.8.]1 Inclusion crifcrin
Inclusion criteria for this study were
1. A parcnt having an adolescent child (10-19 ycars) living with him/her in the some
house;
2. Awvailobility of parents and adolescents for the dusation of study; and

3. Intcrest in participation in the study.

3.82 Exclusioncriteria
These were
1. Parentsthal had adofescents who did not live with them in the same housc:
2. Parcnis who did not indicatetheir interest in the study and the training: and
3, Porcnis or adolescents that indicated non-availability during the period of the rescarch
work,
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3.9 Jnstrunients of Data Coliccllon

Both qualitative and quantitative mecthods were used for data collection; these were Focus
Group Discussion (FGD) using FGD guide {Scc Appendixes 13 and b) and a pre-tested semi-
structured qQuestionnaire {Sce Appendixes Il s and b). The FGD was used to validate the
contents of the questionnaire. Twelve experienced research assistants (RAs) that made up of
six males and six females were recruited and troined for data colliection. Efforts were made to

receuit RAs that had at least minimum academic qualification of National Cerificate of
Education,

- 3.9.1 Quuiltative Data Instrument: Focus Group L}iscussion Guide

The FGD guide explored the reproductive health problems that wen: common omong
adolescents. sources of reproductive health informatlon and factors that can inhibit or enhance
pareni-child communication, The discussion fusther sought suggestions from the pardicipants

on how parcnts can be empowercd to initiate ond discuss AR with their adolescent children
J.2.2 Quantitative Data Instrument: Questionnoire

The researcher uscd the findings from FGD as basis for the development of o semi-structured
questionnaire (Appendixes lla and Ilb). Question items were olso drawn from literature
rcvicw and previous rescarch projects (lzugbars, 2007; Akin-Otiko, 1998) relating to pascen-
child communication ainong the adolesccnts. The purpose ol using a questionnaiee was k)
collect data that would be used for 1esting the sct of hypotheses. |1 also enablcc) the research
student 1o compare the quantitntive datn at baseline and follow-up.

The questionnaire consistcd of 108 open and elosc<nded qQuestion items, divided into live
scclions:

Scction A: Demogrophie Charuetcristics - This was uscd to document the demographic

characteristics of the respondents (parents and adolescents). These variables included the age.

sex, rcligion. cthnicgroup. cducational level and occupation of parents

gsecilon B: Knowledge of Adoleseent Reproductive Hcealth - The seclion conlained

questions relnting 10 knowledge sbout various modes of 1mnsmission amd prevention ol
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HIV/STIs. Knowledge about 111V /STIs prevention was assesscd on thirty questions. The first
seven (7) questions Were based on ways of preventing pregnancy: eight (8) questions were on
ways of avoiding STIs with truc-or-false response; three (3) questions focused on mode of
uansmission of 11IV/AIDS; three (3) questions focused on the potential risk associated with

early pregnancy among adolescents and eight (B) question items focused on the physiological

development of adolescents,

Scction C: PPaticrns and Quality of Communication - The third section was used (0 3ssess

the patterns and quality of communication between parent and adolescent, This was obtained
through the responses to issues relating (o pattems, frequency and quality of communication.
Assessment of quality of communication was donc wilh 1S question ilems that asscssed
clarity ofmessage, responsivencss and comfortability o fboth partics during the discussion
Scction 1): ‘Fhe Sources of ARIL - The foutth sectlon seticited inlormation on the suurves vl
ARl information to the adolescents

Scctlon E: Factors Inhibiting or Facilitating IParcnl-Child communication - This scction
formed the last section of the questionnaire which clicited information on the factors

tnhibittng or lacilttating parcnt-child communication.

J.10  Mcthoils of Data Collection

J.10.1 Focus Groufp Discussions

The panicipants for the FGD ranged from 8-10 for cach of the FGD conducted. Convenient
places like under trees and beside residential buildings where there arc shades and fresh air,
where there were no distractions within the community werc places used lor the conduct ol
the FTGD, These phices were those locations agreed upon by the participants. The FGDs wen
conducted first 1o get more instght into the research topics and the findings from the FGI)
were used (o improve the quality of the draft questionnaite before finally used lor data

collection.

Before the commencenicnt of the FGD, participants werce told about the purposc of the
rescarch and were assurcd that their views would be used for the purpose of the rescasch,
They: were assured of confidentiolity of information provided. In order 0 protect their
identities, panticipants were thercfore lold not 10 mention their names during the discussion
They. were also informed that recording and nole-1aking during the FGD were neces«arey for

the investigator to capture all ihe valuable information they would provide duting the
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discussion In addition. they were informed that their paticipalion in the disCussion was
voluntary ond thol they were free to withdraw at any stage if they so wished, The pre-losicd
'GD guidc was used lo facilitote the conduct of the FGDs (See Appendines la and ) and

discussants were encourvged lo freely express their opinton. Differcnt FGD scssions were
conducted for porents and adolescents,

During the FGD. one of the rescasch assistents served as recorder while the Investigator or
another experienced trained rescarsch sssistant moderated the conduct of the FGD- The
duration of lhe FGD ronged from 50 ©© 70 minutes with 8 mean of 60. [he I'GD sessions
were audio-recorded end tronscrided verbatim. These were word-processed and saved for

analysis using Atlas.ti soflware.

Talile 3.3 Numlier and grouping of Discussions

Group Purents Adolescents Tl
ulher Mother Male Female

EG RS T 25 Qe e

CG 2 N 2 2 8

Total 4 3 1 =

I d
—
N

—eeee e e ————————————— —— -

J.10.2 Qucstioonaire Administration

'The quantitative data collection wns malnly by usc of questionnaire The drafled
questionnaire was modified with the tinding from 1'GDs conducted, This was used in
collceting the baseline and follow.up survey to ensure comparison of ithe changes in pareni.
chitld communication before oand afler imcevention. the {indings from both I'GD and

questionnalre were used to develop intervention

.11 Training of RRescarch Assistanis

A two-day training excrcisce was conducted for 12 experienccd Research Assistant (RAs),
The purpose of the training was to acquaint the RAs with the contents and the struciure of the
study instruments, The trvining came up on the 19th and 2G1h of January, 2013 at the
Environmenital fleatth Science classroom at Oladele Ajose building (Faculiy of Public MHealsh,

College of Mcdicine, University of Ibadan). The training was conducied by the research
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student With assistance of his colleagues in the Department of Promotion and Health (HPE).

The training was supervised by a senior colleague in the Department of 11PE to ensure that the

RAs were adequately trained and to monttor the process.

The training started with the details of the study which included the goal and objecuives, the
targel population, the importance of collecting accurate dota and the use of both qualitative
and quantitative instruments for the study, study sites and the responsibilities of RAs. Esch
insttument sas discusscd and explaincd thoroughly 10 ensure that RAs adequately understood

il, The researcher discusscd each question items in the quesiionnaire.

‘The motives behind each question items and objectives of the study were discussed. Alter the
study instruments were [ully explained to the RAs. two RAs were asked to role-play a
qualitative session whereby one acted as modemior and the other as recorder while few of the
RAs weic askcd to act hike parents for the discussion. Other RAs and the traincrs were asked
1o obscrve the cxcreise. Comments were made on what was obsersed during the rule play
exercisc. For example, commenis on what they did very well and what they needed 10

improve upon were discussed.

Another set of RAs were asked 10 role-play again for others (o leam morc from 1the cxercise.
This exercisc was repeatedly done for both qualitative and quantitative instruments 10 allow
full participation ol all RAs, Afer the role play exercise. plans for data collcetion and logisties
arrangements wcre discussed. \otenols were given (0 the RAs in prepamtion for the

ficldwork activities, Recfreshment was served during the two-doy training.

Potential clallenges were raised and resolved by the research siudent, For cxample it was
ogreed that 1he ideal time to (ind parents and adolescents at home was between 3 and 6 pm_ It
was (herefore agreed that appropriate time for dala collcction should be in the evening 3.00-
6.00 pm when most ofthe community members inight have been at home with their wards, |t
was ogrecd that the RAs should be at the designated places in the community by 12:00 noon

cach day: of data collection. The rescarcher and some of the RAs sct out for ficld

[amiliarisatlon tour a day afier the iraining exercise.
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3.2 Study Varinbles

Relevant independent and dependemi variables were measurcd during the study- These are
presented below.

3.12.1 Dependentvariable

The dependent variable for this study was the exposure 10 intervention.

3.12:2 ladependent varloblcs

The indcpendent variobles were derived from the mojor conceplual framework adapied for the
study. These variables include:

I. Knowledge of adolescent reproductive healih before and ofter intenvention;

2. Intention (o initiote discussion about AR} with the parents/children;

3. Frequency and qualily of communicalion between parents and adolescents on
reproductive health before ond afler intervention;

4. Practice of discussing AR issues between parents ond their adolescent children
which is a result of the intervention: and
5. Major ARI jssues discussed between parents and adolescents

Thesc variables, used 1o formulate the hypotheses. were explored atl basclinc and follow -up

surveys.

Therefore, the following indicators were used ko measurse the eflects of the intervention:

{. Knowledge about ARI{ issue;

luitintion and frequency of communication on ARH issue;

2

3. Quality of communication on ARH provided by parents:
4 Parents’ intention 10 initiatc communication on ARH issue; and &
S

Sexual practice and behaviour of the adolescents

3.13  Validity and Relinbility of Instruments

J.13.1 Validity of the Instiruments

The instruments were drawn up based on the cxicnsive literature review and findings fiom
[FGD in consuliation with the rcscarcher’s supervisor. lFurther, the deveclopment of the
questionnaire items was structurcd based on the objectives identified for the study and guided
by the conceptual framework of the PRECEDE model (Green and Kreuter. 2005). Face
validity was determined by presenting the drafied instrumcnts 10 the staff in the Depariment of
Health Promotion and Lducation and Department of langunge and Communication Ar.

University of Ibadon for commcnis/contributions. Their co:nments/contributions were used 1o
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improve the face and content valldity of the instrument. The instruments were first developed
in English and loter tanslated into Yoruba which is the language spoken in the study arcas.

The translated instruments were also given to another cxpert to back-translate into English to
validalc its correciness.

The insttuments were pre-tested in Moniya community (Akinycle, a LGA tn Oyo staie) that
has similar claractenistics with the study LGAs. During the pre-testing of the instrumcnis.
corrections and revisions suggesicd by the RAs were integrated. The revision included the
needs of adolescents according to their sex: probing into issues fathets and mothers usually
discussed with their adoleseent children and not limiting it to parents omong others. Also
included in the comecicd version of the questlonnairc arc catcgory/occupation of the
respondent, class of respondents {for in-school adolescents) and cducational tevel for out-of-
school adolescents. This modification enhanced the content validity of the instrument. The
intomal consistency was ensured as the age of the participants was within the range of

adolescenis ( 10-19 years) and their parents.

3.13.2 Reliabitity of the Instruments

The fold>wing actions were taken (o cnsure the rchiability of the instruments was lested: both
the qualitative (FGD) and quantitative (Questionnaire) were pre-tested in Moniya. Akinycle
LGA. The queiionnaire was pre-lested for rellability test on 10% of the sample size making
a lowl number of 23 parents and their adolescent children. The responses were reviewed,
coded, entered and analyzed using SPSS software, The reliability of the questionnaire was
analyzed using Cronbach’s Alpha staustics. Reliabilily icst was conducted and it gove an
slpha value of 0 830 for pascnts’ instrument and 0,810 for the adolescents’ quenionnaire
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Table 34 Reliability of cocfficicni of each Section of the Queslionnaire

Sections Parcnts Instrument Adolescent Instrument
Section A 0.745 0.797

Section B 0.842 0.795

Section C 0.770 0,703

Section D 0.803 0735

Section E 0.714 0.802

Overall Reliability 0.832 0.810 X
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3.14 TProccdure for Dnta Collection

Before the commencement of the study, the community leaders were visited and Informed on

the purpase of the reseaich. Infonmed consent was also obtained from the porticipants before
they were enwolled into the study,

3.14.1 Conductof FGD for Basclinc

Since there were (wo groups participating in the siudy - parents and adolescents - a totsl of
sixteen FGD scssions were conducied, consisting of four FGD sesstons for adolescents in
cach experimental and control groups and four FGD sessions for parents in cach of the groups
(5cc Table 3.3). Exch session was homogenous and had beiween eight (8) and ten (10)
paiticipants per group. Four expetienced research assisiants were trained and then assigned to
be modcrators and note-takers for the discussions. The moederators had similar charcleristics
with the FGD participants to ensure free flow of discussion. The rescarch student was present
al every session to coordinale and monilor the process. Adequate provision was made for
successfa| sessions by making the environment conducive and serving refreshiment during

SeSSIONS.

Each of the sessions started with general introduction of members and the purpose of the
discussion. Each FGD session lasied for $0.70 minutes on average. The discussions were
audio-recorded and later transcnibed verbatim. At the end of each scssion. the research student
thanked the pariicipants (or their support and cooperation for successlul discussion. A small
gift of devergent was provided W cach of the panicipaits for the time and contribution in
addition to the relreshment provided. The FGD sessions were awtio-recorded aler lull
consend of the pauticipants had been taken.

3.142 Quostioanmaire Admialsirstlon fur Baseline Survey

After the pre-icjiing of the questiciwaire, e revised version of the Inviruments was
administered on the prreves and their adolescent children (10-19 years) in the Inoe Muhy siges
10 obtain the baseline information. This caercise commenced in January 2063 and it Lasied liw
three weeks The RAs were palred and assigned dilletnt areas in the community. lhe
inteniew exercise aaned with the expervental study community . The RAs weni from house
to bouse 10 administer the questioansire using! face-4o-[ace inlerview. The questions were read
out 10 respondents and cxplanations were provided whencver it was neeessany. The
Wteyviews were eandacted in Yoruba lenpage bemg the major language spoken by the
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mojority of the people in the community for both the parents and odolcscents, Very few
intefviews (2%) were conducted in either Pigin or English for respondents thot did not
undcrsiand Yoruba. On the average, cach RA administered beaveen five and six copies of the

questionnoire doily. Datn collection was supervised by the resaarch student in conjunction
with one licld supervisor who also served as o local guide.

J.15  Data Management nnd Analysis

The qualitntive dota were recoided on oudiolepes ond later transcribed for onalysis using

Aths.Ti sofiware progromme. Key themes reloting to knowledge about adolescent
rcproductive health, source of adolescent reproductive information and barriers to parent-child

communication were developed and werc uscd to line-tune the questionnaire. The tindings

werc presented in themes and quotations.

Survey questionnaire copics were checked on the field for completeness and accuracy. A
scriol number was assigned 10 coch copy of the administered questionnaire copy for casy
reference ond identllicatlon. Coding guide was developed from the questionnaire and the
open-ended sections were coded ond fed into the computer, PPrior to date entry, queslionnaire
copics were tcviewed ond edited for random oand systcimatic error and possible correctinns
were inade in consultation with the interviewers. A logic check was developed to minimizce
dota cnlry crrors. SPSS pockoge was used for survey dota entry. Since doto were collected at

two points in time, bascline ond follow-up, they werc analyzed at two difTcrent times

The quontitative data were anolysed using descriptive, Chi-square {X”) and Studcnt t-test

statistic. Descriptive statistics were used 1o analysc the socio-demographic characteristics of

the respondents using meon, stondord deviation, ond percentages. The categorical data

gencrated at the pre- and post-test for the EG and CG were analyzed with Chi-squase and

comparison of mcan was analyzed with student t-test at p<0.05. The dota were analyzed

according to variables ond scorcs were graded os follows:

o Pre-intetvention comparison of the EG and CG's mean knowledge. (requencs and
quolity of ARH communication scores using Student (-1¢51;

- Pre- and post-intcrvention comparisons of the EG's mcan knowicdge. frequen:y and
quolity of ARH communication scorcs using Student t-fest;

- Prc- and post-intervention comparisons of the CG's meon know ledge. ficquency: ond
quality of AR11 communication scores using Student t-lest; ond
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. Post-intervention comparison of thc EG and CG’s mean knowledge, frequency and

quality of ARH communication scores using Student 1-test.

3.15.1 Knowledge of ARH issues

Knowledge obout ARH issues was assesscd on thirly question items. The first 1 questions
were based on ways of preventing pregnancy in adolcscence followed by 1en (10) uestions
on mode of transmission of STis including HIV/AIDS from one person 10 the other- Jhe
remaining nine (9) questions were on the psychological developinent ofthc adolescenis. Each
question was in form of multiple choice or list and the respondents were 1equesicd 1o selcct
one correct answer from the threc options: “Truce”, “False” or “I don't know". The knowledge
questions were assigned a score of one point for cvery correct answer and G-point for cvery
wrong answer: making up a 30-point knowjedge scale with scores 220 regarded as good
knowledge, scores between 10219 were regarded as fair know ledge and <10 rcgarded as low

knowledge (Section B of appendixes I) ond 11]).

3.15.2 Perccived Quality of communicaltion

The perccived quatity of cotnmunication was raled on a scale of 15 point. The f.rst (ive (5)
questions were on the clarity of inessagc followed by (ive (5) questions on responsizc during
the discussion and lastly Tive (5) questions on perccived comloe during the discussion. Each
question was in fonn of multiplc choice and the respondents were requested 10 tick either Yes
or No. Also each correct answer had & score of one point, lcading 10 a total of 15-point quality
of communication scale, Dcscriplive analysis and Chi-squarc test were adopted for the

analysis of [tequency of communication and sexual praclices.

3.06 Componcnts of Study
The research project was implemented in three phoses: Bascline, Intervention and Follow-ug.

3.16.1 Bascline Phasc

Baselinc activilics involved mapping oul the communitics. cnumeriution of the housc in the
study communities, seleclion of respondents and administration of the yucstionnaiee, the

process of which has been described carlicr.
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3.16.2 Descripion of lntervention

Selection of the intcfvention and control groups was deternined mainly by simple mandom
sampling melhod. Only parents were wrgeted for the intcrvenlion. From the result of the
baseline, training Workshop was ijecommended by both the parents and their adolescents as
most Suitable to increasc parentchild communication on ARH, Theee batches of training
warkshops were conducted for selected parcnts. The goal of the trmining was o equip the
parcnts with ARH knowledge. the importance of parent-adolescent cominunicaltin on ARI |

motter and (actors that can promote or inhibit parent-child communicatien

Inclusions critcria for the training workshop include; =
L. Parents’ participation in the bascline data collection;
2. Parents that can be contacted by telephone with phone numbers given during the data
collection;
3. Express interestin the study; and
4, Commmitment to being available thioughout the duration of the study.

3.16.3 Pre-training mrctings
The researcher conducted Mo pre-iraining meetings with prospective trainces. |'he puipose
of these pre-training meetings was (o validate the level of intcrest and commitment of 1he
parents and to seek for their paiticipation on the proposed raining workshop. The lirst pre-
lraining meeting was held on the 151th of August 2013 at Primory lHealth (.'..uc Facility,
[gbeda while the second one was held a3l the same venue on the 22nd of the same aionth.
During the lirst contact, only: | 7 paniicipants attended the meeting. This poor tum-out called
for the second meeting in order to mobtlise more people for the meeting. The second meeting
was attcnded by 33 panticipants who made meaningful contributions to the discussion. During
these mectings, the following were agieed upon: doy of training; duration of training and
venuce ol training. It was also agreed that:
{. A day before and the market daysshould be avoided for any of the training activities:
2. Two-three hours of training was enough for them because of their businesses;
3. A live-member training committee was sct up with members Iroin difterent locations.
in the community whose roles are to assistin plonning fogistics and inobilise others I
the 1aining (Sce Appendix IX-Picture 3);
4. The members agreed that the training should be held o1 the Christ Asvembly Hall

where the community usually held its meetings,
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+ The participanis wanted the training to commence immediatcly the next day (Monday
26th of August. 2013, because of thcir perceived benelits and interest) for the liest

batch with those 1hat aitended the second mecting while others that came later should
be sloted for second batch;

6. A dedicated phone number was given 1o the panicipants so that they could call 1o
request or ask for any clorilication on any issues; and
7. The commitiee met at the end of the genernl mecting ond the following werc ogreed
upon;
a. A list of potential parents that panicipated in the baseline survcy so as 1o lecaie and
inform them of the training:

L4

b. Payment for their transportation should be done on the last day of the trining.
¢. Issuance of ccrtilicate to the panicipanis at the end of the training, and
d. Promisc 10 visit the community again on Saturday 24th August. 2013 to linelise the

prcparalion.

All these recommendotions were strictly odhered to by the rescarch student.

3.17 Devclopmentof Troining Currlculum

The cumriculum was developed using the lindings from baseline survey. The Curriculum for
N3ational Reproductive Health, HIV/AIDS Prevention and Care Projcetl through NYSC ond
Ouireach Guides and Picture Codes Manual produced by Pact Bolswana were adapted.
modilicd and used for the traineng of parents in the LG. The topics werne adopted Irom the
raining manual and included in the developed curriculum (Appendia HE) by the rcwun;lwr'
The content areas covercd during the training are listed below:

1. STIs and HIV/AIDS;

Prevention of unwanted pregnancy and Abonion:

Communication and listemng skills,

Factors inhibiting/promating communication between parents ond adolescents:
Expected roles of the parents in Adolescent Reproductive Ficalth;

Design ofwork plan for Follow up activhics; ond

- O W i e N

Introduction to the use of Management infonnation System (MIS) forms
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3.18 Trainilng In(crvention

Knowledge of these parcnts on ARH was upgraded through J-day training wotkshop
organised in three batehes. Pre- and post-evaluation of the training exercise wcre conducted
o assess immediate oulcome of the training workshop. The woikshop was carricd out al

Christ Assembly Hall, Irewunmi Esiatc, Egbeda - a venue agreed suitable for the parents

during the pre-training meetings.

During the training. both fathers and mothers were empowered on how to initiale discussion
on ARH issues and the imporance of parcnt-adolcscent communication. The parenis were

charged with the responsibility of talking to their adolescent children and the imponance of

doing so.

‘Three batches of training were conducted for the parcnts, The first baich of the tramnung
exercise 100k place on the 3ed, 4ih and 7th of Sepiember, 2013 at the agreed venue - Christ
Embassy Hall, Egbeda - between the hours of t0.am and 1.00 pm cach day. The date and time
was sel based on the consensus reached during the pec-training meeting with the patential
participants and planning committee thal the trmining should not excecd three hours each day
and the day before and market days should be sct fece. A list of all parems that were
interviewccl during the baseline were printed out and copies were given to the members ofthe

plonning commitice.

The participanis were mobilised by the planning commiilice in conjunction with the rescarch
student through phone call and personal contacts. Forty parcnts wcre mobiliscd for the firs
batch, This number was largeted because the resecarch student was advised thal some maght

not be willing to attend until when they heaed about i1ts benefits from others who had

parlicipatcd

Four expericnced resource persons assisicd the rescarch student in the conduct of the trining.
They were cxperts from Fenility Research Unit, Department of Obstetrics and Gyneacology.
College of Medicine, University of Ibadan; Communication expert from Depanment of
l.anguage and Communication An, University of ibadan; and Health Promoter/adult tminers

from the Decpartment of Health Promotion end Education. Collcge of Mcdicine. University ol

Ibadan, |badan.
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On the first day of the iraining, there was & pre-test cvaluatlon activity tw docuinent the
knowledge of the trainces bascd on what the training focuscd on and was repeuted 81 the lust
day of the training to document if the trinces actually acquired any knowwledge durnng the
watning. The research student explained the purpose of the training workshop to the trainces
and afler that made presentotion of the resuli of the baseline survey. Seveial questions were
askcd by the panticipants and these were adequately ansyvered by the research student- Aficra
short break, the reproductive hcalih expest had her presentation on the overview of
STI/HIV/AIDS among adolescents: roles of parents in STls prevention and control among

adolescents. The training employed panicipatory approach and real life experiences were

shared among members.

Al the end of the presentation, questions were asked and responded 1o accordingly by the
presenter, research student and trainees. During the short break, pant of 2 lihn ntled
"dyegbege” produced by Assoctation for Reproductive llcalih was shown (o the triainees. ihe
film showed ways of contracting and preventing HIV/AIDS. Throughout ihe treining session.
participatory approach was adoptied for the presentation. At the end of the day. the research
student bricfly summarised the activities for the day and adviscd trainces to come early on the
second day to start carly. Lunch wos packed for cach of the parlicipants. The presentaiions
were done in Yoruba lapguage as majority of participants were Yoruba and are convenicnt

with Yoruba L.anguoge which guaranice end ensure their undersianding.

On the second day of the training, the research siudent asked the trainecs one aller the other to
recap the activities for the day one. He then summarised alf the pomts discussed. This
exercise served as a revision for the day one activities for those that had one issue or the other
bothering their mind concemimg day onc. The communication expen prescnted his own
leclure on *“‘communication faciors inhibiting/promoting cormnunication between parcnts and
adolescents”, The presentation ended with questions, comments and obscrvations. Personal
expcriences were shared and severa) case scenarios were presented by the trainees and ways

10 address such were addressed by the presenier and rescarch student {See Appendix I1X for

iraining photogiaphs).

The tramees were giouped into three and diferent case studies wete given to the group 1o
discuss for 1S minutes under the direcive of fucilitntors. Aer the discussion. each group was

asked 10 present how lo address various issues given (0 them nnd others made their own
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comments, suggestions and inpuls, These activitics were carried out tilt the end ol the day anl

the lunch was also packed for the (rainces. Day threc activitics storted with the recap o da)

onc and day (w0 lraining activitics by the research student. Partieipaiory melhod was adopted
vwhereby the trainces were asked to list what were discussed during previous days.

Iminedtately afler the recap, health promoter/adult trainer prescnied the “expccled roles of the
parents in Adolescent Reproductive Health™,

ARer her presentation, the plans for the follow-up activities were discussed by the research
student. Thc training came W an end with a posi-training cvaluation. Certilicate of
panticipation (Appendix V) and transpori allowance for the three days were provided for each
of the respondents.  Several remarks were made by the panticipants and elosing prayer was
said by onc of the participants. Lunch was also packed for all the partieipants {Sec the

appendix IV for the tiaining programme). Thirly-iwo (32) parcnts werc traned «uring the
first bateh.

The same methods was adopted for the second and third batches that took place on 16th, 171h,
20th and 23r¢d, 2dth, 27th ol September, 2013 respectivcly. Twenlty seven and sixteen parcnts
were trained during the second and third batch respectively. A total of 75 parents were trained
and they were monitorcd/followed up for the period of six months through monthly meeling
and supervisory visils. All the presentations were provided to the parnicipants and group
photograph was lakcn o1 the end of each day. The pre knowledge scorc of the lrained parents

was 23 .626.2 while the post training knowledge score was 29.1+3.8

3.19 Dcvelopcat of NMonitoring Inforntation (MIS) Form as monlturing tool

An MIS form was developed as a monitoring ool for the activitles of the parents dusing the
period of intervention, This was necessary 10 aclually determinc the specilic issucs discissed
the number of time each issuc was discussed and the issues most discussed with the
adolescent during the micrvention period. Major thcmes of the training which sncluded
pregnancy prevention, HIV/AIDS prevention, STI prevention and carcer development were

used o develop Monitoring Information form. Based on the demographic infonmation of the
wained parents the forrn was designed 0 have dilferent pictures to depict these themes and

space provided to tally. Appropriale images were searched for on the intemct
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The form was designed 10 be filled by the parents through tally (See sppendix V). This was
decided upon by the rescarch student because majority of the parents tniined eould not read
and write. This MIS form was pre-tested among group of trained parcnts belore the linal
printing was donc: This was done by presenting the dralt of thc MIS formm 1u parcats and
asking for their understanding and intespretation of the message presented on the tool | he
parenis asked for the meaning of HIV symbol which was explained 1o them as a standard
symbol used to depict HIV/AIDS. Observation, comments and input of the parenls were
incosporated sceordingly before mass production of the form. The formn was given to the
trained parents and collected on weekly basis. The identifier of the person that {illed the form

was documented for collotion and the tally was calculoted at the end of the implementation
stage.

After six (6) months post-intervention, a follow-up survey swas conducied ainmong both the
adolcscents and their parcnts to evaluate the cifeels of the intersention on knowledge,
frequency and quality of ARH communication. A similar questionnaire used during the
baseline dato collcction wos adminisiered a¢ the follow up for data coliection aficr a brict

modilication.

3.19.1 Implementation of Inscvention by Parents

The follow up activitics of the parents and how the activities would be implemented were
agiced upon durning the training programme. (1 was generally agreed upon that the discussion
should come up at any convenicnt time for both the parents and their adolescent children
mostly afler day °s work: weekends or [n the evenings. These activities that were expected ol
the porents were evaluated m foliow-up involved the following:

Eswsblish good parentchild rclationship;

Inittate AR discussion with their adolescent children;

. Discuss the following issucs tn an age approprialc manncr:
i. Adolcscent and {1IV-AIDS,
il. Mode of HIV Transmission end Prevention,
iti. Waoys and importance of abstinence, and
iv. Ways of Preventing pregnancy; and
. Bi-weckly group meeling with the research student.
The bi-weekly group meeting did not worked out as planned because the trained parents did
not tum up due o perccived busy schedule, forgetlulness of the time of the meeting and
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exorbitant Cost of transportation 10 the agrccd venue. The researcher applied his initiatives and
embarked on weekly individual visitation during which he distributed and coliccled the MIS

form from the parents,

3.19.2 Mlonitoring of Inicrvention

The intervention activities were monitored through monthty meeiings with the trained muihess
and fothets, phone calls, text message reminders ond occasional visit to the parents. MIS fonn
developed was given 10 all traincd parents o document their achivities {Sce Appendix V). The
forms contained the name of the respondenis (parents), sex of the index child, month, week,

and issues discussed. This served as a means of monitoring and irneking the progress of the
intcrvention,

3.19.3 Post-Intervention Dntn Collection Using Questionnnire

The same methodology of questionnaire administration that was used during bascline survey
was cmployed at post-intervention follow-up. The same set of participants at bascline was
contacted. However some (uestions which sought information fiom the parents ahowt their
experience on the inlervention wcere ndded to the baseline questionnaire for follow-up suvey .
The samc questionnaire administered on the EG was also admimistered on the CG 10

determine if the educational intervention had significant impaclt on the EG.

3.20 Limitations of the Study
1. Panticipants were highly mobilc. Some had relocated (o another town due 1o cholern
outbreak in Egbeda which was the intervention oreco. They were tracked through

phone calls, eonlact tracing anidl snowball approach. iiighteen (24%) of the rmined

parents were lost to (ollow-up.

(I8

Few MIS forms (6) that were not properiy filled were discarded ond not included 10

the resuit.

3. The dota about scxual behaviour were self-rcported. As o tesult, under-reporting ol
sexual octivities might have occurred among the adolescent population, tiowever, lo
cnsure Lhe adolescents provided relinble information abous their sexual sctivities. the
questionnaire was dcsigned to bc ononymous and respondents werc assured of
confidentiolity of dota.

4. Scarce finoncial resousce was a limitation; parents in control group were provided with

leaflct on ersonol hygicne.
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There were some significant demographic ditTcrences among the studied communities
which imply that they are not comparable at bascline. This is a common problem in
ony <quasi-experimental research. Though. the communities have some similar
charactcristics and some differences. The implicatton is thal nespondents were not on
the same levcl al the baseline. This is one of the limilations of ihe quasi-expeaimental
design study. The research student attempt to apply the scgression analysts to control
for the diffcrences in the baseline Socio-dcinogrphic characteristics. hut this could
nol be achieved due to the (act that the expecied frequency count in most of thc cellsis

<5. Hence convergence could not be attained.

Ethical Considerations

The following sicps were taken to address the ethical issues involved in this study:
The proposal was reviewed and approved by Oye state Ministry of Ilcalth Ethics
Review Commitice, Agodi Sceretanat [badan (Appendix VIII for lewer of approval).
Verbal informed consenl was obtained ftom each research participants.

To cncourage disclosure. respondents and interviewers wene malched by sex. carclully
sclected and trained interviewers and pilot tesied both insizuments for data collection
and interviewer's skills.

All informalion provided by research participants was kept secrel and conflidsntiality
of the identity was maintained. To tius end. names were nol requircd on the
questionnaire. In oddition, the compicied questionnaire copies were kept in secured
conlainers where no one other than the rescarch student has access 10. Respondents
were informed about plans for maintaining confidentiality as pant of the informed
consenl process.

Intervention aclivilies were not carried out in Lhe control communities because of
financial scarcity but they werc only provided with lcallct relating to persoual hy gicnc

There is an ongoing plan to conduct similar trmining 1n control.
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CHAPTER FOUR

RESULTS

4.0 Introduction

This chapter presents the tesults of the findings from the Focus Group Discussion conduclied
among both the parents and adolescent and finding (rom the basciine and follow-up surncys.

The changes that oceurred as a resull of intcrvention aclivitics on the EG and CG which was
nol exposed 10 any intcrvention wcre also presenied. Also presented are changes found with
cach group before and aficr intcrvention including the results of the hypotheses. The third and

fast section described the results of the relative elfectiveness of intervention appsoach.

4.1 Findings from the FFocus Group Discussion (FGD)
4.1.1  Reported Comman Health Problems Affecting Adolescents
Scveral hcalth problems aficcling adolescents were identificd by both the parents and
adolescent during the discussions. Among the cases of scxuelly transmsicd infeceuons
included gonorthen, unwanted pregnancy, which ol times resulted into abortion according 10
them:

“The problem of sexuolly transmitted infection ltke HiIV ond gorerrhoeo are common

omang the femole. They engage themselves in prostitition to get moncy” (EG Male
Adolescent),

“Saome people thot engoge m prostiution because there is no money and from thet

people caicomtract HIV" (CG Mole Adolescent).

[Parents atso confirmed that unwanicd pregnancy, abortion, joining of bad group, ST like
gonorrhoeal are common among adolescents. Accor:ding (o them the following were the
responscs of the parcnts:
"Sexral imercourse conleod to unwained pregnancy. They witl noi vean their parcm
10 know so from there they con use drugs Jor obortion wiich con rexult m dheath or

another heoltlt problem in their body'' (CG Mother Participoni),

“The common sexually tramsmined disease among adalescents i this comnumuy
{ncludes gonnorhoeal” (EG Father Particspant)
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“It is the abortion which is very bad but if they dicdn't join bexd group they might not
behove like that " (CG Mother Participant),

“Also, some infecilon aside 11V like gonorrhoea. toilet discase. This tailet discase

con be camracted" (CG Mother Participani)

“At imes they can get Ut through seminar, -When they call youtls for senunar. Also. i

school, they can hear it from school'(CG Afother Participant).

"At times, it may be through their friends becanse there are some things they will rot

want to discuss with parent ™ (CG Mother Participanl).

“"Some boys tnvolve or love 1o drink alcohol, beverages and it alway's leod to broken
homes and 1o them they arc cisjoying life. They imvolve in 1aking Indian hemp.

cocaine, beers of oll siuffs” (EG Father Particiixm).

4.1.2 Sources of ARH Inferinuion
Several sources by which adolescent get infonmation were mentioned during the discusston.
These included radio and telcvision, magazinesinewspaper, from peers, clergymen. clderly

person including parcnts and from stminass. Some of the 1ypical statements are shown below:

"Adolescent in this community gets informarian abort heaith matters gencrally from

radio and newspapers ' (EG Male Adolesceni)

“Adolescent gets information reloting 10 health from maga:zines or parciis” (EG \lole

Adoleseent).

"Adolescems geis information refvting to health at tines from friemds” (£G Afate
Adolescent)

“Television_there are same that we read i newspapers ond thev: pluce o on mifesint

{CG Female Adolescent)

"Adolcscents get informatton reloting io health from pasiors, everlasting and ehie riy

persons " (EG AMale Adolescern)
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“Information abont sexually transmitted infections are obrain from selevision and
attending conferences holding discussion on such issucs a.g. int places D-rovan hote!

where seminar was held on HIV. Also movies on television can be used to dissenunate
message on 1his topic/issue” (EG Aale Adolescent)

“"And also the Jitm e waich always teach us lessons ' (CG Female Adolescent)

According 10 the parents’ porticipants, adolescent get informalion [rom various sources svhich
included seminar, their peers from their schools and workshops and churches, (1 was also
noted thet some parents will not like discussing issue of ARH with their adalescent bul rather
requesicd someone the adolescent respect to assist in discussing such an issue with him or her.
The fotlowing ore the typical statements made by the parent’s pacticipaits:

“They can get it through seminar. \When they call the youths for scminar. Also, in

school, they can hear t1 from school” (CG Mother Pariicipant).

"It may be 1throngh their friends because there ore some things they will not vwant 1o
discuss withparem™ (CG AMother Participant)

“Adolescents get informotion on the issues of health munters generalty r the
relaxation centres, when they comverge at a spot 1o walch football m the contmm

mostly and not necessarily from radio or parcrits™ (EG Father partfcipant)

“Jt (s a mothcr the! coun talk to her daughier becouse o daughter belongs fo her
rother, while the male child belongs 10 his father. Also, mole child cannar talk 10 his
father ihe sone way he wilf tolk 1o his mother. The mon con only refer the male cinld

fo the mother when lis talk is ot clear enough to hiin** (EG Mother participani)

“"From the church, the adolescents acquired a lot of mformation abowt their health

Sram the church” (EG Mother partic,pont)

"Parent also make use of people 1o miterfere i giving connsel 1o their advlescens
especiolly people the odolescent fear or have respect for' (EG Fatlver pariteipand,
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4.1.3  Factors Motivating Pare-Chitd Communicatinn (PCC)
Time is one of the molivating factor the promotc parent child communication and existence of
cordial rclationship bctween parcnts and their adolescent are the key promoting faciors. The

behaviour of the adolescent will also motivatc the parents to discuss ARH with the adolescent.

According to them:

“If there is time for parem 10 discuss with thelr chitldren® (EG Fewale Adolescent)

"If the government can help 10 improve the cordial relatiaming between parcit ond

their child the love will be there to help thent discuss, Becanse some parents amd
the:r child are sleeping under the some roaf and there iy no tove between them. So if

there s cordial relatfonship it is ensy” (EG Female Adolesceni).

“Whot can prompt mother is if for example, it 13 a girl if she 1se to help hermother

in the kitchen. even from there they can start discussing’” (CG Aale Adolescent)

“If the child is well-behaved. then mother can discuss with him’her and afso pray for
them ™ (CG Aale ldolescent).
“If it is a child that yiclds 10 corvection not the one that 1s ahsays angry when

corrected” (CG Alale Adofesceat).

UYERSITY 1 1PBADY |

{.1.4 Baurriers to the PCC
Four major barricrs were mentioaed that can hinder PCC on ARIl. According to the

IBADAN UN;

adolescent, parents that cnpage in cxtra marital aflairs, disobedicnt behaviour of adolcscent,
living separaicly, parcents having ncgative lifestyle c.g. drinking too much of nicohol and loses
his /her senses. The following were their responses:

“HWhen mothers keep cxira martial affairs to the extem thot man friend makes love to
her in her mairimoniol home or shop. this will inlubu her from discussing (ssues

related with sexual, preguoncy prevention and abortion with her daughter” (CG Male

Adolescent)
“IWhen nmiothers deliberately send dawghters 1o male friends in arder 10 brocure cavh

Jor the fomily or by collectsug gift on her belilf” (EG Futher Purticnwaray
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“Disobediently and vway ward, way of lfe can serve as barriers to discussing this ixsue
with adolescemt becarse parent will pressure such discission is wasting af e since

the child will not act on it” (CG Male Adolescent graup).

“I¥Tten adolescent children are not living with their biolagical father or mother. this

can serve as a barrier in discussing such issue'’ (CG AMale Adolescent group).

"|¥hen parent are invalved in bad attitudes like smoking of cigareite and taking of
alcoho! ke regal gin implementing order on issues rolated to sexuai pregnoncy
prevention and abortion will be difficuli for them among their wdviescemt cinldnn ™
(CG Male Adolescent group).

“IFlicn parems after being drink fram alcohol lose sense of rewsornng and makes love
amyhow not minding the prescnce of an odolescent child qud even end up beaung
themselves in the process, they find it difficuit w0 discuss issues relating to sex
pregnancy prevention and abortion with their adolescent chifdren’ (CG Male
Adolescent).

“If the mother is not faithful i the marriage, if she is sending either the dougluer or
san o concubine. having extra marital affairs winch s known 1o the children cau
intnbir such discussion. ;tlso when mothers use their doughter as means of gencraning
money froru rich wen, this will inhibit ler fram discusning reproductive health issies

with her daughier freely” (EG Father Porticipam)

“When the father conld not fend for the family and 1s wsing the cinfdron especially ihe
Semale to generaie fund for the home upkeep. Somefathers enconrage their children to

generate more cash for his household” (£G Father Participan)

It was suggested by adolescent psrticipants that parents should nllow their children go of their
environment to know what is going on outside, they should not be limiting their childeen to
the school and the home alone. 11 was agreed that the parents should allow their adolescents
g0 out to appreciate what is going on in their enviconment. It was also pointed out that some
parents don’t know how to communicate with his/her childsen on the issues being discussed
while somc are still locking ot their children as small boy or girl whereas things have change
ftom the past. Also noled was that the parents should not discuss 1ssue relatmg o theis

children with any othee person in the family or commMunity, The resposises were
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“Sawe parcuts don't know how 1o commnmicate with hiviher children on the 51ty

being discussed since morning” (EG Male Adolesceny),

“Some parents are looking at their children as small boys and girls and the situations
are not like that nowadays they need 1o be trained on how 10 handle, advice ond 1ram

their children for u betier 1omorrow " (EG Male Adolescent).

“They need fo be trained and re.trained in the aspect becouse us some parents are
conmionise their children, they will be saying when were you born" (EG Aale

Adolescent)

"They should tell our porents not 1o be discussing our tssuvs weh other peaple wr
owsider becanse the omsiders don't know what 1s happening. They will mbvpe them
wrongly. they will just say is this how he/she behaves and pumsh such child so they
should help us toik 1o them” (1D Female /Adolescent}

According 10 the some parents participants
“I dlon’t think there (s anyihing thot cau prevem parents from discussing wale their

children unless thot parent s not responsible. It is imperative for parent 1o have time
Jor discussion with iheir children. 1here was a film I watched of one rich parem, they
didn't have time o educate their danghter. They are alwavs looking for monev
Awytime the child wauts to ask question, they will not allow her to speak. they alwans
thought she needs money ond they will give. So the clild had 10 go ausside cnt seck
Jor advice. Unforiunately, she was advised wrongly and ended wp wathing e wring

paths_So. everything is not money" {CG Mother Participants)
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1.2 Data from Questionnsire A¢ministention

4.2.1 Basclinc Charocteristics of respondents

4.2.1.1 Soclo-demograpiic tnformation of adolescent und parents respondcnts

A totel of 109 and 106 parenis ond adolescent pair were interviewed at baseline in EG ond CG
£y respectively, More than holf of the odolescent respondents in both EG and CG ore between
the ages of 10-14 ycars with mean age of 13.942.4 in both study groups. large mojority
90.8% and 94.3% of the adolescent respondents in EG and CG were in-school respectively
and 94.5% and 88.7% are Yoruba cthnic group in EG and CG respeciively. Christianiey 15
most pracliced rcligion among 66.1% and 55.7% swudy panicipants in both G ani €
respectively. Chi-squarc analysis revcalcd thot there was no ssgnificami ditference lor most ol
the socio-demographic characteristics of the EG and the¢ CG. Dectails of the socio-
demographic characteristics of the experimental and control groups ore prescnled in table
4.1a,

A 1otal of 215 parenis were interviewed at the bascline. The age of the 1espondents’ parents
in EG was 41.54£7.0, while that of the CG was 42.6£8.5 and mojority of the parents in EG
(44.0%) ase within the age bracket 30-39 years while in the CG 43.4% are within the age
bracket 40.49 years. Alony of them were mothers, 79.8% and 83.0% in EG ani CG
respectively. lLarger proportion of the respondents were Yoruba cthnic group in both EG
(96.3%) and CG (86.8). In bolh EG and CG Christian religion was largely praciiced by
respondents (55.1% EG: 55.7% CG Chi-squarc analysis revealed that there was no significam
diffcrence for most of the socio-demographic c¢haracteristics of the EG and the CG
Comparison of thc age and religion of adolescents indicated that there were difference
between EG and CG at baseline (Tobie 4.1b).  Details of the socio-demographic
characteristics of the parents in EG and CG are presented in Tabie 4.2. All the intissing volues

hove been excluded from the calculotion.

AFRICAN DIGITAL HEALTI%IBEPOSITORY PROJECT



37 (33.9)

45 (42.5)

Tuble 4. In: Bascline Socle-demographie Charncteristics of Adalescents (N=215)
Demographic Nascline (N=215) = __;! B I*-value
Characlerlstics EG (n=109) CG (1=106)
Na (%) No (%)
Age as in ycors®
10-14 62(56.9) 65(61.3) 0.438 0.579
15-19 47(43.1) 41(38.7)
Mcun age 13.9+2 4 13.942.4
Scx 4515 0.041
Male 60 (55.0) 43 (40.6)
Female 49 (45.0) 63 (59.4)
Status
In-school 99 (90.8) 100 (94.3) 0.963 437
Qut-of-schoal 10(9.2) 6(5.7)
Ethaic group
Yoruba 103 (94.5) 94 (88.7) 2.36 0.124
Non-Yoruba* * 6 (5.5) 12 (§2.3)
Religion
Christianity 72(66.1) 61 (57.5) 1.649 0.209
Islam

“*Overall Mcap age= 13.9+ 2.4

¢*~on-Yoruba includes Hausa, 1gbo, lgedc and Cotonou
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Tabic 4.1b

Combarison of adolescents' age und religion by scx at Baseline

Demographic

. Bascline
Characteristics
Male (n=103) Female (n=112)
EG (%) CG (%) P-valuc ECG(%) CG (%) P-valuc

Ape as in years
10-14 3B{63.3) 28(6S5.)) 24(490) 37(58.7)

0.]174 0.304
15-19 22(36.6) 15(38.9) 25(51.0) 26(41.3)
Religion
Christian 42(724)  29(67.4) 30(61.2) 32(50.8)

0.292 0.271
Islam 16(27.6) 14(32.6) 19(38.8) 31(49.2)

All P-value are nol significant

8l
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Table 4.2:

Bascline Secio-demographic characteristics of the Parcnts (N=215)

Uemographic BBaseline (N»21§) e R
Characteristics EG (n=109) CG (n=106) Value
No (%) No (%)
Apcas In ycars® = |
30-39 48 (44.0) 40 (372.7) 8.03 0.045
40 - 49 41 (37.6) 46 (43.4)
50-59 20 (18.3) 14 (13.2)
60 - 69 0(0.0) 6(5.7)
Mcaa Age 41.5¢7.0 42.028.5
Status
Father 22(20.2) 18(17.0) 0.34 0.36
Mother 87(79.8) 88 (83.0)
Ethuic group
Y oruba 105 (96.3) 92 (98.9) 1.39 0.236
Non Yoruba® 1 (3.7) 1 (1.1}
Religion
Christianily 72 (66.1) 59 (55.7) 243 .18
[sfam 37 (33.3) 37 (44.3)

e

*Non-Yoruba includes Hausy, 1be. Igcdc and Togolese
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Tablcd.3;
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Parcnts’ Level of Education of Adolescents N=215
[ Educational Father (N=215) Mother (N=215)
Levels EG cG T EG G o | Paalue
I(uwloo) (nw106) value | (1=109) | (n=106) |
NO (%a) | No (%) No (%) No (%) "
No formal 13(11.9) | 6(5.7) 9(83) | 1766)
cducation
Primary 25(22.9) | 19(17.9) 29(26.6) | 19(17.9)
cducation
Secondary 19(45.0) | 62(58.5) | 55(50.5) | 61(57.5)
education
Vocntional 1(09) | 3(28) 1(0.9) 1(0.9)
| Tertiary 21(19.3) | 16(15.1) |6.555 [0.161 [T15(13.8) | 18(17) |6.875 | ©.597
cducation i L
NCE 2(9.8) | 0(0.0) 6(18.2) | 5(15.2)
OND 3(14.3) | 1(6.3) 39.) | 26.1)
1IND 5(23.8) | 3(18.8) [“2(6.” | 518.2)
University | 11(52.4) | 12(75) |4(|2.|) | 6(5-1.5)
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Table 4.4;

Occupalion of the Parents of Adolescents N=215§
Occupntion of (le parcnis Bascline (N»215)
EG (0=109) CG (n=106) ! P-valuc
No (%) No (%)
Father's Gecupation L. -
Civil scrvant 19(17.4) 19(179)
Trading 26(23.9) 25(23.6)
Antisan 33(30.3) 32(30.2)
Professional 9(8.3) 13(12.3)
Driving 8(7.3) 12(15.3) 10341  0.324
Clergy 2(6.4) 4(3.8)
Accouniant 5(4.6) 0(0.0)
Others® 2(1.8) 1(0.9)
Mother's Occupantion
Civil servant £2(11.0) 13(12.3)
Trading 72(66.1) 75(70.8)
Artisan 18(16.5) 13(12.3)
Farming 4(3.7) 4(3.8) 4.867 0.432
Housewife 3(2.8) 0(0.0)
Professional 0{0.0) 1(0.9)

*Others are Politicinn, Traditional doctor and Late/deccnsee!
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Table 1.3:  Parcnls’ typces of Occupation N=215
Types of Occupation Bascline (N=215)
£G (n=109) CG (n=106) x I*-vutue
No (%) Nu (%) -
Civil servant 13(10.8) 14(13.2)
Trading 60(55.5) 6 (57.5)
Attisan 19(17.4) 22 (20.8)
Farming 3(2.8) 5 (4.7
llousewife 2(i.8) 0(0.0) 10.725 0.192
Labourer/Cleancr %(1.8) 0(0.0)
Sell-employed 6(5.5) 3 (2.7
Clergy a3.7 0(0.0)
Retired 0(0.0) [ (0.9)
Total 109(100.0) 106(100.0}
B3
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Table 4.6: Parcnts’ Marital stalus

“Marital Stalus Ilnsclin=c{N~215) b
EC (n=109) CG (n=106) X P-value
No (%) No (%)
Masried 99(90.8) 98(92.5)
Widowed 6(5.5) 4(3.8) 3.030 0.553
Widower 2(1.8) 0(0.0)
Divorced 1(0.9) 2(1.9)
Scparntcd 1(0.9) 2(1.9)
Total 99(100.0) 98 (100.0) -
Type of Marriage
Monogamy' 76(76.8) 72 (73.5)
Polygyny 23(23.2) 26(26.9) 0.285 0.592
Totul 99(100.0) 98 (100.0)
[iving tugcther e e
Yes 82(82.8) 91(92.9)
No 17(17.2) 7(1.!) 4.630 0.031
Total 99(100.0)  98(1VL.0) )
86

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT




AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

Table 4.7:  Parcnts’ ycars of Marriage
Ycars of Marringe BBascline (N=215)
EG (n=109) CG (n=98)
Freq (%) Freq (%)
10-19 years 60 (55.0) 56 (57.1)
20-29 years 30 (27.5) 33 (33.7)
30-39 years 16 (14.7) 7(7.1)
40.49 ycars 1(0.9) 2 (2.9)
50 ycars and above 2(1.8) _0(93) |
Total 109 (100.0) 78 (100.0_)
87
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Tablc 4.8:  Proportion of Parcnls that live with Adolescents in the same house

Bascline (N=197)

Praportion of Parcnls that live with EG (n=99) CG (n=98)
Adolescents No (%) No (%)
Yes 81(84.8) 92 (93.9)
No sl — _:sus.z) 6 (6.1)
Tolal 99 (100.0) 98(100.0)

————— e — =

In summary, the characteristics of both the parcnt and their adolescent in the two LGA did not
differ signilicantly in age, sex, sintus of adolescents and refigion, meanwhilc more adolescent

were male in EG, and more asc of Yoruba cthnic group in both EG and CG.
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Scction B:  Adolescent Reproductive 1Tealth Knuwleslge

The adolescents’ level of ARH was assessed {fom several queslion as presented in Appendin
lio and 11b. Firstly, respondents were asked to indicete True or False to seven siatemicnts on
thc ways 10 prcvent pregnancy among adolesecnt (Q15); to indicatec True or False to c;ght
stalcments on the ways 10 avoid gelting STI among adolescents (Q19); to mention ot least
threc modcs of transmission for IV and 3 potential risk or problein associated with tecnage

pregnancy (Q20 and 21) and to indicate either Truc or False 1o 9 statements on physiological
development of adolescent (Q22).

4.3  Mean knewlcdge scorcs en ARH at Baseline

The mean knowledge scores of adolescents on ARH was not signilicant m hoth the 1I'G and
CG the baselinc with mean values of 14.745.5 ond 15.244.2 with mean difference of 575 ud P
valueof 0.4 respectively (Table 4.92). The mean knowledge scores of parents’ knowledge on
ARH was not significant at both the EG and CG the baseline with mean values of 21.423 3 and

21.343.3 respectively with mean difference of 0.064 and P-value of 0.888 (Tablc 4.9b) out of 30
points.
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; ti)lc 4.92;

Adolesecuts’ ARF mean knowledge score obtaiacd for EG and Claout

Bascline
l-(-a'ow ledge score Grou;is iy -
EG &
Mean 14.745.5 15.224.2
t-value 0.861
Mean difference 0.575
P-value 0.4

Remark

Not Significant
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Table 4.9%:  Parents’ ARH mean knowledge score sbtained for EG and CG al Bascline

K“‘ﬂ“lt“t‘ score Grou |8
LG CG
Meon 21.4£3.3 — 213333
1-value 0.141
Mean dilfetence 0.064
P-value 0.888 y
Remark Not Signilicant
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Four main domains were assessed under the ARH issucs, These Were: ways of presenting

STINILY, potential risk of carly pregnancy, mode of IIIV transmission and Knowledge of

adolescent physiological development. Comparison of the mean knowlcdge score of AR
according to the four main domains revcaled that at bascline. only knowlcdge on mode of
11V transmission and knowledge of adolescent physiological development were signilicant

omong the adolescent group (Table 4.10). None of these variabtes were sigmficant among the
parents group ot the bascline as reflected in table 4.11.

Table 4.10;  Comparison of mcan kaowlecdge score of Aclolescentsat bascline

Variables Groups t-value I.value  flemarks
EG (n=109) CGC (0=106)
X 25D X2SD

Adolescent 628+2.57 6942204 21| 0.036 Signilicant
physiological

development

Potential risk of carly  2.77%1.74  3.02x064  1.076  0.283 Nl
prcgnancy Sigenificant
Mode of LIV 3364205 4.174179 3087  0.002 Signilicans
Transmission

“Ways of preventing | 4912243 4364218 1742 008) Not
STiANY Signil.cani
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Table 4.11:  Comparison of mean knowledge score of Parcnis al Bascline

Variables Groups ti-vnlue P-valuc Remurks
EGC {n=109) CG (n=106)
X 3 SD X+SD
“Adolescent 6.76t128 6852158 0446 0656 Nol

physiological Sipniticant
development o
fPotential risk ofearly  4.4421.34 4.4£1.27 0.354 0.724 Noi
ptegnancy Significant
Maode of L1V 3.85£1.63 3.66+£1.47 0.91 0.363 Not
Transmission Signif cant
Waysofpreventing 5912155 5.76£1.55  0.683 0496 Nol

STUHIV Slgn_ll'ifalm )
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3.4  Mecan knowledge scores on ARH at Follow-up

There was significant! diffcrence in mean knowledge score between doth EG and CG at
follow-up where mean knowledge of 22.941.6 in EG and 17.2+4.8 in CG were observed among
adolescent (Table 4.12). Tablc 4.13 revealed similar signif.cant difference in mean knowledge
score belween both EG and CG at follow-up. The mean knowledge of 27.04t-9 in EG and
23.243.3 in CG were obsenved (Table 4.13).

Table £.12: Adolescents’ Overall ARH mean knowdedge score abtained for G il
CG al Follow-up

— e ——— —_—— e — —

Knowledge score Groups
EG CcG
‘Mean ' 229:1.6  17.2:48
t-value 85
Mecan difference 5.7
P.value 0.000

Remark Sigmilicant

— e
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Follow-up

‘Table 4.13:  Parents’ Overall ARIT pican knowledge score obtained for EG and CG at

~ Knowledge score

Croups
EG CG
Meon 27.021.9 23433
t-value 7.35
Mean difference 3.80)
P-value 0.000
Remark Significant
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Table 4.13:  Parents’ Overnll ARH mean knowlcdge score obtained for £G and CG ut

Follow-up

Knowledge score Groups
EG CG

Mcan 27.0419 23+3.3
t-value 7.85
Meaon difference 3.801
P-value 0.000
Remark Significan|
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At follow-up, the scores for EG were signil cantly higher than scores for CG (Tablc 3, 4

Tablc 4.14:  Comparison of nican knowleudge score of ailolescents vt Follow-up
Variables Groups t-vatue P-volue  Remarks

EG (n=56) CG (n=86)

X % SD XYSD

Adolescent 86610.77 6422269 609 0001  Significant
physiological
dcvelopment
Potential risk of carly  3.71£1765  1.8421.97 5778  0.001  Significant
pregnancy
Mode of HIV 1.64£).381  3.19£2.043 4.681  0.001 Signilicant
Transmission
Ways of preventing 7.46£0.899  5.99%1.799 5695 0.001  Significanl
STUHIV
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4.5 Comparison of ARH Mean Knowiedge scorcs

Table 4.15 revealed the comparison of mean knowledge score for both the bascline ond

follow-up for EG and CG [or adolescent and parents (Table 4.[6).

Table 4.15:  Adolescents’ ARSI mean knowledge score obtained for EG and CG at
Basclinc and Follow-up

—(}roup Mean ARRH kninsledge score

Bascline Follow-uh t-value  PP-vulue  Remark
£G 14.725.5 229£l6 110 0000 Significant
CC 15.244.2 17.244.8 2.9 0.003 Significant
t-value 0.861 8.5
Mcan 0.575 5.7
Ulfference
P-valuc 0.4 0.000
Remark Nof Signlficat

Sipnificant
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Toble 4.16:  Parcnts’ ARB mean knowledge score obtained for EG and CG at Bascline
nndd Follow-up

Group Meanr ARIT knowledge score
Bascline Follow-up t-value P-vafjue Remark

LG 21.4+3.3 27.0£1.9 11.52  0.000 Significans

CG 21.3:+33 232433 3.83 0.000  Sigaificunt

t-value 0.141 7.85

Mcan 0.064 3.80]

differcncc

-value 0.888 0.000

Remark ~ Nol Significant

Slgnificant
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46 Com purison of the mcan knowledge score of ARJI according to the dontsins

4.6.1 Comparison of the mean knowledge score of Adotescens

Comparison of mean knowledge score of all the four domains by adolescents at both baseline
and follow-up in EG were significant as shown in Table 4.16; whereas at CG only knowlfedge
of adolescent physiologicol development was not significan at foliow-up. The comParison
of mean knotwledge score of adolesccat at both baseline and follow-up in CG were significont
for the 3 other domains as shown in Table 4.17. At (ollow-up, there was significant different
in only two domains- potential risk of carly pregnancy and knowledge of adolescent
physiological development (Table 4.18). ‘Thcsc is decline in nican knowlcdge score for the

potential risky of early pregnancy and mode of HIV tronsmission due 1o follow-up as shon
Table 4.18.

Table4.17:  Comparison of utcan knowledge score of Adolescents in EG nt Bascline

and Follow-up

Variables Groups t-value  P-value Remureks
Bascline Follow-up
(n=109) {n=56)
XxSD A+ SD
Adolescent ~S
pbysiological 6.28+2.57 8.66:0.72 6.81 0.000 Significant
development
“Potentinl risk of early 2.77%1.74 371177 2395 0.0l Sigaif cunt
pregnancy

NMode of HIV 3.36%2.05 “4.6421.38 1.765 <0.000 Significant

Transmission - - s
\vays Of‘prc\(cnting 49]*2,4‘3 7.“‘1089 8-’4 <0.000 Hgn“ican.

STUHIV
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. 4,18 C*lompirision of mean knowledge score of Adulescents in CG st Basellne
anJ Follow-up

'Varllbtc-s_ - Groups t-value "value Remarks
Iascline Follow-up
{n=106) (n=86)
X 48D X 4SD
“Adolesocnt
physiological 6.9442.04 6424269 1.54 0.13 Not
development Sigoificant
Potenuinl tisk of eaely’ 3.024:1.639 | .84x1.970 4538 <0.000 Significant
pregnancy
“Mode of HIV A17£1,79)  3.19e2044 3552 <0000  Sigaificant
Transmission
Ways of preventing 462,183 $99+1.799 5550 <0000  Nignificans
STIHIV
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Table 4.19:  Comparison of mecan knowledge scores of Adolescents in EG and CG ut

Follow-up

Variablcs Groups fvuluc P-value  Remurks
EG (n=56) CG (n=86)
X £SD X+SD
Adolescent
physlological 7.772£0.47 28+0.94 3.605 0.000 Signlflcant
| development

Potcntinl risk of carly  4.5021.67  3.70¢198  2.507 0.013  Significant

pregnoncy
Mode of HIV 1.82+1.25 4.7741.23 0.253 0.800 Not
Transmission Signiticant

=

Woysof preventing  7.6620.61 6294149 6510 <0496  Not
STIHIV Signilicant
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4.6.2: Compnrison of mcan knowledge score of Parcals on the four domains of ARII

Comparison of mcan Knowledge score of parents in EG at basetine and follow-up revealed
thal there was no significant difference about their knowlcdge of mode of 11V transmission
while other domains were significant (lable 4.20). Likewisc, comparison of mean knowlcdgc
scorc of parents in CG ot bascline and follow-up revealed that ways of preventing STIsHIV.
potential risk of carly pregnancy and adolescent physiological development weee signiticam
(Table 4.21). This might be the cffect of the interview duting the baseline because the

respondents may become wiscr and knowledgeable of the issuc being intenviewed upon.

Table 4.20: Comparison of mcan knowledge scores of Parcnts in EG at Baselinc and
Follow-up
Variables Groups t-valuc P-value  Renrks
Bascline Fallow-up
(n=109) (n=56)
X+8D ~ VxSD
Adolescent
physiological 6.28%2.57 6.76+1.28 5.67 0.000 Significunt
devclopment
Potential risk of carly  3.85£.63  4.50£1.67 2395 0.018 Sipnific:ial
pregnancy 1
Mode of IV 445143 482125 1.765 0.079 Nol
Transmission _ Signilicant
Ways o_t'prcs_fcnling " 5.91%1.55 7.6620.61 8.14 <0.000 Signif.cant
STURHIV . 3
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able 4.21: Comparison of mcan knewleidge score of parents in CG at Bascline and

Follow-up
Variables Groups t-vnluc P.vatuc  Remarks
Bascline Follow-up
(n=106) (n=86)
X4 SD X £SD
Adolescent 6.8521.58 7281094 222 0.028 Signitican|
physiological
development
Potential risk of carly  3.6641.47 3.70£.1.98  0.150 0.88! Not
pregnancy Sigaificant
i
- Mode of HIV 4.38+1.27 4.7741.23 2.145 0.033 Significanl
Transmission
Ways of preventing  5.76%1.55 6.2941.49 2,382 0.018 Significan(

STI/HIV
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Section C: Palicrns and @uaticy of Communicatlon hetween Parents and their
Adolescents ut Bascline

4.7 Ever Discussed ARE [ssues

4.2.1 Ever discussed ARII Issues at Buscline

At bascline, only 20.2% and 21.7% in both EG and CG, respectively had ever communicaied

with their adolescents on ARH issues (Table 4.22), Further analysis indtcated that there is no

association betiveen EG and CG at baseline, During the bascline, slightly above one-third of

thosc that discussed ARH issuc 36.0% and 39.1% did so in both G and CG resprechinely
within lost week of data collection (Tablc 4.23). On the frequency of communication during
the bascline, 31.8% and 30.4% said they usually hod the discussion once or fwice a week in
both EG and CG respectively (Table 4.24).  Alse more than half §9.1% and 60.9% of the
respondents in EG and CG. respectively mentioned sclf as the initialor of the discussion on
sex. pregnancy and related issues (Table 4.24).  Aajority 81.8% and 95.7% of adolescents in
both EG and CG respectively were satislied with contents of discussion during the bascline

(Table 4.25), while 95.5% of respondents in EG and 91.3% 1n CG were satisfied with the
duration of discussion (Tablc 4.26).

Table 4.22:  Propertion cver discusscd ARIT issues with Parcnts during last sis month

preceding data collection at Baseline
Lver Discussctk  FEG (;A)_ S G (’/.) _ 1’ P-value
ARI] issucs o
Yes . 22(202) 23 (21.7)
No 87(79.8) 83(78.3) 0.0745 0.7849
Total 109 (100.0)  106(100.0)
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Toble 4.23  Last tIme dlscusscd AR]] issucs parents during Bascline

Last lime discussed ARH Bascline (N=215)
EG(n=109) CG (n=106)

Within Last week ;8?;)) ;&é’;’%
Two weeks ago 3(13.6) 1(4.3)
{ ast month 5(22.7) 5(21.7)
Con't remember 3(13.6) 4(17.4)

.~ Once in o while 3(13.6) 1(4.3)
6 monih ago 0(0.0) 0{0.0)
[.ast y'ear 0(0.0) 3(13.0)
Total 22(100.0) 23(100.0)
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Table 4.24:

Frequency of Discussing ARLI with the parents ot the Bascline

Frequency of Communication

Bascline (N=45)
EG (n=22) CG (ne23)

. No (%) No(%)
Once/Twice o week ~7(31.8) 7(30.4)
Once in a month 1(4.5) 4(t7.4)
Twice in a month 3(13.6) 2(8.7)
Once in three month 4(18.2) 0(0.0)
Anytime 5(22.7) 8(34.8)

I{ there is o programme in church 1{4.5) 1(4.3)
Somctimes 1(4.5) 1(4.3)
Totnl 22(100.0) 23(100.0)
lnitiotors of the discussion NZ

My Self 13(59.1) £4(60.9)

My Parents 6(27.3) 9(39.1)

My pastor 2(9.1) 0¢0.0)

My Ncighbour 1(4.5) 0(0.0)
Totol ~22(100.0)

23(100.0)
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discussed at Baseline

Table 4.25: Proportion of Adolescent that were Sutisficd with the contents of ARI

Satisficd with AR Bascline oy’ P-value
conlents 1.G (%) CG (%)
Yes 18 (81.8) 22 (95.7)

B 4(18.1) 1(4.3) 2.1789 0.1399
'I ol 22 (100.0) 23 (100.0)

2 Yate corrected value
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Table 4.26:  Prohortion of Adolescent that were Sulislicd with the Duration of ARH

tliScussion at Bascline

—

Satlslied with the Bascline t-value P.Valuc
Diuration EG (%) CG (%)
Yes 21 (95.5) 21 (91.3)
03113 0.5769
No 1(4.5) %8.7)
Tots! 22 (100.0) 23 (100.0)
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4.7.2 Ever discussed ARH Issucs at Follow-up

At the follow-up. 56(100.0%) of adolescent in EG ever discussed ARH Issues with parents
during the lost six Months preceding the data collection compared 10 414.7%) of therr control
counterpart (P<0.05) (Table 4.27). Almost half (48.2%%) and a Quaricr (25.0%) at G and CG:
respectively did so had the discussion within the last week preceding follow-up dala collection
(Fablc 4.28). Aboul a third (34.0%) in EG and holf (50.0%) in CG hod the discussion
once/twice @ weck, while the discussion was initialed moinly by parents 74.4% and 75.59% at
both the EG and CG respectively (Table 4.29). At follow-up, all adolescent that had

discussion were said they salisfied with the contents of ARLL discussed while 98.2% and

100.0% of respondents in EG and CG respectively claimed they were satislied in respect to
duration of the discussion (Table 4.30).
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Tablc 4.27;  Proportion ever discussed ARILissucs with Parcnts during six months at

Follow-up

Ever Discussed EG (%) CG (%) 5! P-vulue
Yes 56(100.0) 4(4.7)
126.3690 <0.001
No 0(0.0) 82(95.3)
“Total $6(100.0) 86(100.0)
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Table 4.28:  Last time discussed AR Issucs parents Follow-up

Last time discussed ARH Follow-Up {N=d)

LG {n=56) CG (n=4)

Within Last week ;‘7?4(:;)) ?(02?:))

Last month 7(12.5) 0¢0.0)

Coan't cemember 1l .8) 2(50.0)

Once in a while %12.5) 0¢0.0)

6 month ngo 5(8.9) 0(0.0)
 Last year 9(16.1) 1(25.0)

Total 56(100.0) 100.0)
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Table $.29:

Frequency of Discussing ARH with the parents at Follow-up

~ Frequency of Communicalion

Follow-Up (60)
EG {n=56) CG (n=y)

No (%) No (%)
Once/Twice a week 19(34.0) 2(50.0)
Once in a month 3(5.4) 0(0.0)
Oace in thrice month 2(3.6) 1(25.0)
Anytline 8(14.3) 0(0.0)
Ifthereis a progromme in church 1(1.8) 0(0.0)
Can't specify 23(41.1) 1(25.0)
Total 56(100.0) 4100.0)
Initiators of the discussion
My Self 16(28.6) 1(25.0)
My Parents 40(71.4) 3(75.0)
Total 56(100.0) 4(100.0)
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Table 4.30: Proportion of Adolcscent (hat were Satistied with the duration of ARI

discussion at Follow-up

Satisficd with the Follow-up Fisher's -
contcnls £G (%) CG (%) viillue
Yes 55(98.2) 4 (100.0)
1.000
No 1(1.8) 0(0.0)
Toual S6 (100.0) 4 (100.0)
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4.7.3 Comparison of frequency of ARII ComMunication at both Baseline yud Fotlow-
up
Comparison of respondent's satisfaction with the contents of issues discussed with parcsis
indicated that no association existed between baseline and follow-up in the CG as shown in
Table 4.31. However, $6(100.0%) of the EG at the follow-up reporied satisfaction with the
content of issues discussed comparcd to 18(81.8%) a1 baseline. The association was
significant (Figure 4.1), Comparison of adolcscents ever discuss ARH issues with their
parcnts at bascline indicated a not significamt different both at EG and CG were morc femalc
adolesccnt cver had discussion on ARH issues (Table 4.3§a). Al foliowup, more female
adolescents had discussion with their parents in EG comparcd with their male counterpan

with a significantdifferent in EG only (Tablc 4.31%).

B
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72=2.1789 £ = 20,1923

Figure 4.1:  Proportien ol ndulescent Respondents satisfied with the contents of

discussion
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Table 4.31  proportion of adolesceuts that Satisfied with cantents of issuc discussed

Variables Bascline (%) Follow-up (%) x! "value
EG -
Ycs 18(81.8) $6(100.0)

10.7322 0.0010
No 4(18.2) 0(0.0)
Total 22(100.0) 56(100.0)
CG
Yes 22(95.7) 4(100.0)
No 1(4.3) 0(0.0) 0.1 806 06708
Total 23(100.0) 4(100.0)
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Table 4.31a: Adolescents ever Discussed AIRRM issues with parcats in the last six months
preceding the study by Scx at Basclinc

Varinbles Bascline
Mule (n=74) Femuale (n=112)
EG (%) CG (%) EC (%) CG (%)
= Ever Discusscd AIRE] issucs

Yes 6(10.0) 4(22.8) 16(32.7) 19(30.2)
No $4(90.0) 14(77.8) 33(67.3) 44(69.8)
P-value 0.174 0.778
Comments Not Significant Not Slgn_m&;"; R
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Tablc 4.31b: Adolescents ever Discussed AIRH issucs with parcntsin the last six months
preccding the study by Sex at Follow-up

Va l'lﬂbtcs Follow-y P
Male (u=385) Female (n=77)
EG(%) CG(%)  EG(%) CG (%)

Ever Discussed ARH issues

[ 1 Yes 19¢100.0) 2(4.3) 37(100.0) 2(5.0)

~ No 000.0)  44(95.7) 0(0.0) 38(95.0)

P.valuc 0.000 0.000
Commcnis Significant Significant
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Al follow-up, 100.0% of respondents clnimed to understand what parcnis talked aboul and

there Were clear aboul the contents of discussion with parcnts. While at CG only 75.0% of

adolescents bercCived parents clarified issues that were difficult 10 undesstand (Toble 4.32 and
Table 4.33),

Majority (81.8%) of respondenis in EG acknowledged that their parenls responded to thesr
qucstions and rcquest quickly during discussion at baselinc whilc 78 3% of CG sad the
discussion ran smoothly without any uncomfontablc sitent monients. There was an increasc at
the follow-up when 98.2% of respondents from EG acknowlicdged that their parenis
responded to their questions and requesis quickly during discussion while 50.0% of CG sad

that their parents lisicned (o them during the discussion (Table 4.34 and 4.35)

On issuc of comfort in discussing ARH issucs with parents at bascline, less than half (45.5%)
of adolescenis in EG were nervous talking to parents while majority {82.6%) in the CG were
comfoitable interacting with patents. At follow-up, only few (5.4%) of adolescents in EG and
25.0% at CG cloimed (o be nervous talking to parents. All (100.0%) in both EG and CG lelt

parcnis arc trusiworthy and werc comforiable in intcracling with parents at follow -up {1 ahle
4.36,4.37 and 4.38).

Table 4.39 rcvesled that majority 81.8% and 82.6% of respondents n the EG and CG
respectively supported (he idca that adolescents need to discuss ARH issues with their parents
al baseline. At lollow-up, only 8(14.3%) at EG did not support the idca whereas. all the
respondents did support the idea in CG (Table 4.40). Comparison of proportion of those that

supported the idea of communicating ARH with their adolescent indicated no significant

different among the parents (Table 4.41).

Majority 72.7% and 87.0% of the respondents in EG and CG respectively perceived parcents
sccmed ‘wterested in the ARH related discussion at bascline. During follow-up. about a

quartcr {25.9%) in the CG about one-third (33.9%) in EG perccived parents scemced somchow

interested in the discussion (Table 4.10).

Althe baseline, all respondents (100.0%) in EG and 91.3% in CG affirmed that they would

like to continue discussing ARH issues with their adolescent children. During the follow-up,

all respondents (100.0%) in both EG and CG said they would like to continuc the discussion.
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Table 4.32:  Percepiion relating to (he Clarity
ut Bascline

of conten( of the discussion with Parcnts

N=45

Clﬂf‘l)’ of messagce EC (mzz) CG (ntZJ) Total (%)

Yes(%) No(%) VYes(%) No (%)
Understood what parents talked about™23(700.0) 0000) 22(95.7) 1(4.3) 35(100.0)
Understood the importance of the 22(100.0) 0(0.0) 22(95.7) L(4.3)  5(100.40)
message shared
Parents clarified issues that were 18(81.8) 4(8.2) 22(95.7) 1(4.3)  45(100.4)
difYicult 1o understand
Parent understood the reproductive 21(95.5) 1(4.5) 22(95.7) W4.3)  15(100.0)
health concem 1 shared
Messageexchange casily understood  21(95.5) 1(4.5) 22(95.7) 1(4.3)  45(100.0)

by the adolescent
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Table 3.33:  Respondents perception relating to the Clarity of contcnt of the discusslon

with parents (Follow-up)
Cliarity of message

EG (n=506) CG (n=d) Total (%)
Yes (%) No Yes  No (%)

% %
“Understood what parcnts talked about  56(100.0) (%) (%)

0(0.0) 4(100.0) 0(0.0) 60(100.0)

Understood the importance of the 56(100.0)

0(0.0) 4(100.0) 0(0.0) 60(100.0)
message shared

Parents clarilied issues thal were 56(100.0) 0(0.0) 3(75.0) 1(250) 60L100M)
difficult to understand

Parent understood the reproductive 54(96.4) 2(3.6) 4(t00.0) 0(0.0) 68i008.0)
health concern [ shared

Message exchange easily undersiood 55(98.2) 1(1.8) 4(100.0) 0(0.0) 60(100.0)
by the adolescent
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‘Table 4.34: Respondents’ percepiion relutlng lo parents’ Responsiveocss during the
discussion at Baselinc

Percelved parenis’

EG (n=22) CG (n=23) Totn]
responsiveness 10 the message Yes (%) No(%) Yes(%) No(%) (%)
My parent respondcd to my 18(81.8) 4(18.2) 19(82.6) 4(174) 45(100.0)
question and rcquest quickly during
the discussion
The discussion ran smoothly 19(86.4) 3(13.6) 18(78.3) 5(21.7) 45(100.0)
without any uncomlortable silent
momcnls
My parents werc willing to listen  19(86.4) 313.6)  21(91.3) 287y 450N
to my perspeclives
Parcnts addressed my concemns 20(90.9) 2(9.1) 21091.3) 28.7) -15(100.0)
immediately
Listened 10 one another during the  15(68.2)  731.8)  13(56.5) 10(43.5) 45(100.0)

discussion during discussion
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‘Table 4.35:  Respondenty’ perception relating to parcnts® Jies

. spunsivencss daring the
discussion at Foliow.up

ceive cnls’ res iveness
Perceived parcnls’ responsivene

EG(n=56) CGln=4) Total
Yes (%) No (%) VYes (%) No(%)
My porent responded lo my question 55(98.2) 1(1.8) 4(100.0) 0(0.0) 60(100.0)
and request guickly during the

during the discussion

discussion

The discussion ran smoothly without 55(98.2) 1(1.8) 4(100.0) 0(0.0) 60{100.0)
any uncomforlable silent moments

| My parcnts were willing 10 listen o 56(100.0) 0(0.0) 4(100.0) 0(0.9) 60(108.0)
' my pcespeclives

Parents addressed my concems 56(100.0) 0(0.0) 1(100.0) 0(0.0) 60(100.0)
immediatcly

Listened lo one another during the  55(98.2)  1(1.8) 2(50.0) 2(50.0) 60(100.0)

discussion during discussion
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3.36: R ’ : .
Table 4.36 espoudents perception relating to whether they were comforiable

discussing reproduciive issues with parents at Basclin

“Whether comforiable during

EG (n=22) CC (n=23) Total
the dlscusslon Yes (%) No(%) VYes(%) No(%) N%)
Nervous talking 1o parents 10(45.5) 12(54.5) 10(43.5) 13(56.5) 45(100.0)
Felt parcnts trusted me 14(63.6) 8(36.4) 16(69.6) 7(30.4) 45(100.0)
f"cit parents are trustworthy 20(909) 2(9.1) 19(82.6) 4(174) 45(100.0)
Comforable interacting with 20(90.9) 2(9.1) 21(82.6) 2(8.7) 45¢100.0}
parcnis
My parents feel comfortable 21(95.5) 1(4.5) 22(95.7) W4.3)  45(100.0)

discussing with me
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;i':;lrlt 3,37: Respondents’ perceplion relaling (0 whether they were comfortable

discussing reproductive Issucs with parcents at CG at Follow-up

“Whether comforiable during the discussion

CG (ned)

Yes (%) Nu (%)

Nervous 1alking 10 parcnts 1(25.0) 3(75.0)
Felt parents tiusted me 4(100.0) 0(0.0)
Felt parents asc trustworthy 4(100.0) 0(0.0)
Comfortnblc interacting with parents 4(100.0) 0(0.0)
My parents fccl comfortable discussing with me 4(1000) 0(0.0)
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I:TEJIIc 4.38: Respondents' perception relating to whether they were comfortable
discussing reproductive issues with paren(s at £G at Follow-up

Whether comfortable during the discussion

EQC (n=50)
Ves (%) NO (%)
Nervous tatking 10 parcents 3(5.4) 53(94.6)
Felt parents lrusted mc 56(100.0) 0{0.0)
Felt parents are trustworthy 56(100.0) 0(0.0)
Comflortable interacting with parents 54(96.4) 2(3.6)
My parcnts feel comforiable discussing with me 56(100.0) 0(0.0)

|
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' :3‘9‘ Proportion of the parcnts that suppuricd the ldea discussing ARII with the

udolescent at Baseline

upporicd the iden Bascline (N=d§)
'rﬁf.'c’usslng ARTE issues

EC (n=22) CC (n=23) x P-vailuc
No (%) No (%)
oS 18 (81.8) 19 (82.6) )

0.0048 0.94:17

No 4(182) 3 (17.4)

“Total 22(100.0) 23(100.0)

128

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



4.40; Proportion of the parents tbat supported the idca discussing AII1 with the

adolcscent at Follow-up

Si_ﬂs[‘lortcd the idea Follow-Up (60)
discussing ARILL [ssucs P P-vitlue

EG (n=56) CG (n=4)
No (%) Ne (%)
Ves 48(85.7) 3(100.0)
0.6593 0.167
No 8(14.3) 0(0.0)
Total ©56(100.0) 4(100.0)
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;';‘aI;Ie 4.41: Compurison of the parenis that supportced the idea discuﬁailtﬂ'“‘“ with
the adolesceni

Supported the idea Daseline (N=d$) Fotlow.Lp (60)

discussing AR EG (n=22) CG (n=23) EG (n=56) CG (n=J)

Issucs No (%) No (%) No (%) No (%)

Yes 18(81.8) 19(82.6) 48(85.7) 1(100.0)

No 1(18.2) 41749) 8(1.1.3) 0t0.0)

Tot:l 22(100.0) 23(100.0) 56(100.0) 4(100.0)
\
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Uiscussion

Table 4.92: Respondents® perception of how pareats responded (0 the AR related

Percelved nature of response

13ascline (N=.}5)

Follow-L'p (60)

EC(n=22) CG(n=23) EG(a=56) CG(n=d)
Freq (%) Freq (%) Freq (%) Freq (%)
- Looked very interested 16 (72.7) 20 (87.0) 25(44.6) 3(75.0)
L ooked somehow interested 5(22.7) 2(8.7) 19(33.9) 1(25.9)
Indifferent 1 (4.5) ) (4.3) 12(21.4) 0{00)
Total 22 (100.0) 23 (100.0) 56(100.0) 4100.0)
Proportion of thosc thnt would like to continue the discusslon
Yes 22 (100.0) 21 (91.3) 56(100.0) 4(100.0)
No 0(0.0) 2(8.7) 0(0.0) 0(0.0)
Total 22 (100.0) 23 (100.0) $6(100.0) (100.0)
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38  Mean Comparison of quality of communication

48.1 Meun Comparison of quuality of communication at Buscline

Comparison of mcan quality of communication score obtained for £G and CG at baseline
indicated a mcan qualily of communication of 12.8:2.7 al EG and 12.742.8 in CG wilh a (.value

of 0.095 a1d p-value > 0.05 which is not signilicant (Table 4.43). During the follow-up afier the

intorvention, there was a general increase in the mean knowledge score a1 both the EG and CG with a

slgnificam different of P<0.05 (Table 4.44).  Table 4.45 indicated 1hat there was a8 signilicant

different betwceen bascline and follow-up in the £G and also a significant different in follow-
up at both EG and CG.

Table 4.43;  Mleon Quality of communication score obtainesl for CG nnd CG at Basehine

Quality of Communicution Score

_Croups
EG CG
Mcon - 12.842.7 12742 8
1-value 0.095
P-valuc 0.925 - .
Remark 7, v ~ Not Sipnificant
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Tas

M‘-‘i n quallty of communication score ubtained for LG and €6 n!f‘“'}'“—:

| 'll[i
usiity of Cammunication Score Groups
_ EG cG
Mean 14.820.9 14.01£0.82
Y 1-valuc 2.882
- P-value 0.006
Remark Signilicaat
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Table 4.45: Com parison of Mean quality of communication score oblalned for EG and

CG ntbascline and post inlcrvenlion

Grougs Mean t|_uallly of communication scorc
EG cG t-value P-value Remark

Bascline 12.8+2.7 12.742.8 0.095 0.925  Not Significant
Follow-up 14.840.82 14.0£0.8 2.882 0.006 Significnal
t-value 5.243 0.866

P-valuc <0.001 0.395

Remark Significant  Not N N

Signilicant
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y;  Adolcscent's Sexual Practices

ablc 4.46 presents the seXua! practices of the adolescem during the basclinc and the follo‘v-
vp. Duning the bascline, 41(37.6%) of adolescent currenily had boy or girl fricnd in the £G
while 30(28.3%) had so i nthc CG community. Al the follow.up, there was a reduction in the
number of adolescents that said they had cither boy or girl friend.  Out of thase that utecads
had boy/girl friend, 6(14.6%) and 11{36.7%) opencd up that they alrcady had sexual
intercoursc at the EG and CG respectively dusing the baseline (Tabie 4.47).

Al the follow-up, only 3(27.3%) and 4(25.0%) did so at both EG and CG respectively-
Majority of thesc had their sexual cncounter within six months prior to the baseline dats
collection than those thar did so ot the follow-up (Table 4.48). Comparison of thc sexusl
practices of the adoiescents revealed that there was no significamt difYerent between the male
and female adolescent at both EG and CG during bascline and follow-up (Toblc 4.483 and b).

i3$

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



ible .46 Adoleseent’s Sexual praclice during Bascline nt EG and CG at Baseline

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

“Had Boy/Girl friend Buseline (N=215)
EG (a=109) CG (n~106) £-Valuc a
No (%) No (%)
Yes 41 (37.6) 30 (28)) -
No 68 (62.4) 76 (71.7) 0.1466 2.1072
Toun! 109 (100.0) 106 (100.0)
Ever had Sex
Yes 6 (14.6) 11(36.7)
Never 35 (85.4) 19 (63.3) 0.0346 4.6179
Total 41(100.0) 30 (100.0)
Sceaval Experience in the 6 months preceding study
Yes 5(83.3) 6(51.5)
No 1(16.7) 5 (45.5) 0.2352 1.4089
Total 6 (100.0) 11 (100.0)
Uscd Condom during the last scxuni intercourse
Yes 3(60.0) 4 (66.7)
No 2 (40.0) 2(33.3) 0.8190 0.0524
Tol 5 (100.0) FUNN S =
|
|I
|
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4.47 Adolesccat's Scxual Practice in EG nnd CG

during the Follow.up

_Boyl(;irl (ricnd Follow-Up (N=142)

—y—

P.valoe X
EG (n=56) CG (n=86)
Ireq (%) Freq (%)
11(19.6) £2(14.0)
0.3684 0.8088
45(80.4) 74(86.0)
“Toml 56(100.0) $6(100.0)
~ Ever had Sex ~aadl
Yes 3(27.3) 4(25.0)
0.7576 0.0952
Never 8(72.7) 8(75.0)
Total 11(100.0) 12(100.0)
“Scxual Expericnce in the 6 monibs preceding study
Yes 2(66.7) 1(25.0)
0.2702 1.2153
No 1(33.3) 3(75.0)
: Tolal 3(100.0)  4(100.0) -
4 Uscd Condom during the last sexuul fnlercourse
1(100.0
' - i | | 0.3865 0.7300
No 1(50.0) 0(0.0)
Total > 2(1000)  1(100.0)
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ble 4.48  Comparisun of Adolcseent’s Sexual Practice during Baseline and Follew-up ol
EGand CG

“Had Boy/Girl friend Bascline (N=215) Follow-Lip (N=].12)

EG(n=109) CG (n=106) EG (n=56) CG (n=86)

Freq (%) Freq (%) Freq (%) Freq (%)

Yes 41(37.6) 30(28.3) 11(19.6) 12(14.0)
o 68(62.4) 76(71.7) 15(80.4) 7.4(86.0)
“Total 109(100.0) 106(100.0) 56(100.0)  86(100.9)
Ev cr hthSex

Yes 6(14.6) 11(36.7) 3(27.3) 4(33.3)
Never 35(85.4) 19(63.3) 8(72.7) 8(66.7)
Total '41(100.0) 3001000  11(100.0) 12(100.0)
Scxual Expericnce in the [ast six months preceding dnla collcclion

Yes 5(83.3) 6(54.5) 2(66.7) 1(25.0)
No 1(16.7) 5(.15.5) 1(33.3) 3(75.0)
Total ~e(1000)  11(100.0) 3(100.0) 1(100.0)
Used Condom durlnnga;c_I;st_f;wnl intcrcourse

Yes 3(60.0) 4(66.7) 1(50.0) 1(100.0)
No 2(40.0) 2(33.3) 1(500) 0(0.0_)

L ] 2(100.0 100.
Total 5(100.0) 6(100.0) ( ) 1(100.0)
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;},4.'48a Scxual Experience in the last six months preccding duts collection by §€2
at Bascline

Variables Bascline
Maic (n=9) Female (ne=8)
EG (%) CG (%) EC (%) CG (%)
-?-i_icr had Scx
Yes 2(100.0) 4(57.1) 3(75.0) 2(50.0)
‘No 0(0.0) 3(32.9) 1(25.0) 2(50.0)
Fisher's P-valuc 0.257 0.465
Conmvments Not Significant Not Significoat
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b :-$¢1-!11!|~Ex|icricncein the last six months preceding data coll_cctl(pll by Sca
at Follow-up .

'V_n ria blcs Fo “ow_ up

Malec (n=1) Female (n=6)
EG (%) CG (%) EG (%) CG (%)
rf_ had Sex
'.QE‘-* 0{0.0) 0(0.0) 2(66.7) 1(33.3)
Nr° 0(0.0) 1(100.0) 1(33.3) 2(66.7)
p.value - 0414
:-_Comments Not Slgnificant Not Sigaificant

—a—
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10 Testing of Hypotheses

Theee hypotheses w -
ree Ypoineses were tested for 1his study 10 deterinine the cflects of the intcrvention on (he

oul ' '
study oulcomes. In tesling these hypotheses, independent sample t-test \was conducted a10.05

teve] of significance. The decision ryle applied was that if the p.value computed was lcss of

equal lo the cui-ofl' p-value of .95, the nul) hypotheses will be rejected in favour of tie

allemative hypothesis and vice-versa,

Ify pothesis | a

The first hypothesis slates that there will be a significont differcnce bemecn adolescents’
mcan knowJledge scores of adolcscent reproductive heaith issuc at £G and CG before and alier

intervention.

in order 10 test this hypothesis, a 30-point scale was constructed which covers some guestion
items in the queslionnaite that focus on some of the adolescent reproductive health issues.
That werc used for the construction of the 33-point scale have been discussed fuily in the
picvious chapter. A1 pre-intervention, the mcan overnll adolescents’ knowledge score of
ARH issues were 4.7 (SD=5.5) and 15.2 (SD=4.2) respectively in the EG and the CG and
this observalion was not signilicant {p=0.4) (Tablc 4.19). However, at post-intervention, the
score inereased 10 22.9 (SD=1.6) in thc EG compared with slight increased of 17.2 (SD=4.8)
in the CG, This observed differcnce was statistically signilicant (p=0.000) (Tablc 4.49).
Hence, the null hypothesis was rejected whilc the alicrmote hypothesis was accepted. kit can be

s8id {from the ongoing that the intervention had more influence on adotcscents’ know lcdpe of

ARIL

Hypothesis I

There will be a significant difference between parents’ mean knowledge scores of adolescent
reproductive health at EG and CG before and after intervention.

Al pre-intervention, the mean ovesall parcnts’ krowledge score of ARH issues were 21 4

(SD*3.3) and 21.3 (SD=3.3) respectively inthe . _
signilicant (p=0.888) (Table 4.50). flowever, at post-intervention, the score increased to

27.09 (SD=1 9) in the EG COﬂlpﬂde with Slighl increased (0 230 (50‘23]) inthe CG. This

14

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

EG and the CG and (his observalion was nol



“observed differcnce was slatistically sjgnifican (p=0.000)

) : (Table 4.50). Hence. the null
hypothcsis was rejecled while the aliemalc hypothesis ace 5

Mo thotihe . epted. 11 can be ssid from the
ongoing that the intervention had more influence on parents’ knowledgc of ARH

Hypothesis 2

There will be a significant dilterence between quality of cominunication betycen parenls and
ndolescent at EG and CG before and after intervention.

To tesi this hypothesis, quality of communication were measured under three main domains.
These domains werc clarily of message (5 points), responsiveness 10 the message (5 points)
and comfortable during the discussion (5 points) making o total of 15 poinis. Al pre-
intervention, the mean quality communication scorcs berween parents and their adolescent
were 12.8 (SD=2.7) ond 12.7 (SD=2.8) respectively in the EG and the C(G and this
observation was nol signilicant (p=0.925) (Tablc 4.51). However, ot post-intersention. the

score increascd to 14.8 (SD=0.5) in the EG compared with the incrcased 10 14.0 (SD=0.82) in

the CG. Miis observed differcncc was statistically significant (p=0.006) (Tablc 1.51). Hence,
the null hypothesis svas rejected while the attemate hypothesis was accepted. It can be said
| from the ongoing that the intervention had more influcnce on quality of communication

' between parents and adolescent at EG and CG.

Hypothesls 3

There will be a significan! dilference betwcen adolescent scxual practices st EG and CG
before and after inlervention.
The result obtained 8¢ pre-intcrvention showed that 1:.6%6 and 36.7%% in the CG ond CG hag

ever had scx respectively. Thesc obscrved results were averagely sigmiicant (p=0.031) (1 able

4.52), However, a1 post-intcrvention. there was decreas in number of peopic that had cver

had sex because some of them were lost to atrition and could not be interviewed ot the

follow-up. The observation showed measure of p=0.752 which was stalistically not

significant. Therclore, the altcmatc hypothcsis four w hich siolcd thet “there will be a

intervenlion” was rejected and thereby accept the null hypothesis
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Adolescents’ Mean Knowled

Issues

Pre-Intervention

ge Score of Adolcscent Reproductive Health

= —
Past-Intervention

Statistical Tes)
Mean Std.Dev. N Mean  Sil. Dev.  Pre Post
109 147 55 56 229 1.6 1=0.861 =083
106 152 4.2 86 17.2 438 P=0.4 P=0.000
215 142
143
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| Tt

Parents’ Mcan Knowledge Score of Adolescent Reproductive Health

Pre-Intervenilon PPost-Inicrvention Statistical Test
Menan Std. Dev. N Mean  Std. Doy, Pre 1*0s1
214 3 56 270 1.9 1=0,141 1=7.83
106 213 3.3 86 230 33 p-+0.888  P-0.000
215 142
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Tabled.S1  Mean quality of ARH comm

EG und CG uiication between parents and adolescent at
P’re-lnterventlun Post-lntervention Statistical Test
Group
N Mcean Std. Dey, N Mean  Sid. Dev.  Pre s
EG 22 12.8 2.7 56 148 0S5  1-0.095  1-2882
CG 23 127 28 4 140 0.82 p=0925  p=0.000
Tolal 45 60
145
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Table 4.52  Adolescent Sexual Peactices nt EG and CG before and after Infcrvention

. “Ever had Pre-Inicrvention Post-Intervention P.value
. EG(N=41) CG(N=30) EG(N=11) CG(N=12) Pre Post
(%) n(%) n(%) n(%)
Yes 6(14.6) 11(36.7)  3(27.3) 4(33.3) Y3618y ~0.0996
No 35(85.4) 19(63.3)  BT2.7) 8(66.7) p=0,031  1>0.752
Tolal 41(100.0)  30¢100.0)  11(100.0)  12(100.0) E
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401  Evaluatjon of the Programanc by the Parents and Adolescents

This secti { :
‘.T'hls Cl.lOn o the chapler provides the opportunily (o hcar from those that delivered the
Inter¥entions t0 the adolescent children. Evatuation in-depth inteeview guide was used to

M the parents and adolescents thot participated in the

on the sirength, weakiiess and benefits of the intervention. The
feedback from the community is presented below.

clicit fccdback information fro

intcrvention at EG community

4.14.1 Parcms’ Evaluatlon of the interventian

Eight parents complcted the evaluation interview. Six of the parenls were mothers They
identificd somc strengths of the programme that. According to them the programme /s
cxpoud the parents on how fo communicate to thewr youtl/adolescent”, 'promote good
communicotlon skill betveern parents and their adolescent™, it gives the parems boldness fo
communicate with their adolescent and that it prevents the young ones from premariial

daffairs"” and “effective mobilization of participanis towards attending training programme ™.

Despite their perccived strengths, the parents identitied three weaknesses which should be
addressed for fuiurc similar troining intervention. The wcaknesses identilicd were "not all the
parcnts in the community bencfitted from the programme”. “the awemdunce of tiw
participants was low 1o various mectings” and "the uwareness of the pragranune in tiy
community \wwas not cnough”™.

The parenis offered some suggestions for improvemenl, These includes “the propremmne
should be a continuous programme", “the iraimng should involve odolescenis -boy's ant giria
because they are potential future wives and husbands ", “the trarming should be on weekends

10 encourage more people to cticnd” and “there shouid be more av areness crunpuign of such

programme n the contmunity "',

All the parents agrecd that they have leaem something new {rom the programme and somce of

the things learnt were that “the teainiag proglamme opened their cyes on how to communicate

with the children without abusing them using ¢
ationship with the children” and “how 10 teach the odotescents sex

(Jective communication methods”; “how to

maintain a coidial rel

insplicat; i intercoursc”.
education and implication of pre-marital sexua| inter
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The w0 m3jor Problems cncounicred by

the parents during the § : :
progianime ‘vere that * 8 the implemcnration of the

the children dp 10 Want 1o be corrected"’
for the chiltlren to windierstand 1he messages

questions ",

and “ir was snitially difficilt

but they later viiersioad and started asking

i 3
"Ot\v thlaﬂdlﬂg. ﬂll lhc paftms Rcommcn*d thal a SiMI|ar ptogmmmc Shoutd bc OfgﬂniSCd

in other communities. The reasons for their opinion was 10 prevent pre-marital sex and

unwanted pregnancies among the adolescents, to serve as o Iraining ground on reproductive
hezlth education for the parents especially those thot are ignoant.

4.11.2 Evaluation by the Aidolescents Children in imtencmtion commnniity

Ten odolescent chitdren completed the evaluation form. Eight of them indicaled that their
mothers were ir3ined and majority of them had benclitied from the programme  Such benclits
include "better knowledge aboui life, udolescent reproduciive lealth issuc and HiV: j1DS
preveryion”. ‘The programmc is also benefcial in thot parents arc more ellficient in deliveiing

ﬁ adolescent health information.

All of them have been able 10 make changes es o resull of the discussion with their pasents.
Some of the changes are “keeping away from bad friends”, “being more obedienr and
Jocusing more on our studies'work". The adolescenls offered some suggestions for
improvement. These included “government should assist in implenwenting oech programs”
“more public enlighte nment about the program is necessary 1o creaie more avareness befare

the programme ", “more parcnts should be imvitedl o the programme and the progromme mi;

"0; be comducted on 1l market days”.

Virtually all 1the adolescents agreed that they did not cncounter an) problem during the

: | implementation of the programme in the community and they all recommended that a similar

program should be implemented in other communities. The rcasons given for the

11 would give more people the oppartunity lo be aware of

] recommendation above are that
ivehealth issues and that parent can be enlightened on how

HIV.AIDS information: reprodict
to educate their chtidren”.

e T R ihat they noticed dilference in the way their parents discussed with

t their parents arc mojc direct and arc more friendly while discuvsing

them {n such o way tha |
iheir qucstions patienily, mose strnight forward in their

with them, they now' onswer

bas;
discussion and that they now talk to them bester on ONC-on-onc basis
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.12 Evaluativa of what tHscussed with Chitdren using Manggement Informaton
Sy¥em (MIS) Form

Foity-cight (85.7%) 1rained parcnls were able 10 eonsistently filled the Management
[nformation System (MIS) Fonn developed comectly. The computation of the form reveaied
what the parents in tho EG werc ablc o discuss ARH (ssues 1,218 times (57.7%) out of 2110
gdiscussions had during the six momhs implementiation period. These included how 1o provent
pregnancy (107:19.3%); HIV/AIDS prevention (392: 19.1%) and ST prevention
(403:19.3%). Otlicr Issues discussed with their adotescent were. importance of sludy (498
23.6%); foce trode/work (392:18.7%) and impojance of prayer 2(0.1%) (Figure 14.3).
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CHAPTER FIVE

50 DISCUSSION, CONCLUSION AND RECOMME NDATIONS

5.1 Introduction

This chapter discusses the results that derived in chapter four shich include the changes tiat
occurted in the three variables of interest as guided by the rescarch questions, These were
knowledge of ARH issues, initiation and frequency of communication, and quality of
communication between parents and their adolescents within the period of six mnornihs of
intevention. These changes in pattem and quality of communication could be atiributed 10
she educational interventions conducied on the EG bascd on the study design and proof of
concept. Comparison was made with previous studies to highlight the similarines and
dilfecences. Finally, conclusion was drawn, {essons [camt wcre documenied.

recommendations were provided and suggestions made for (uture intervention study on
Adolescent Reproductive Health communication.

5.2  Discussion

5.2.1 Baseline Charactcristics of both Adolescent and Parents respondents

Te socio-demographic variables of adolescent respondents for both the EG and CG werc
similar with no significant differences during the baseline. This indicated that the t\wo groups
were comparable. Likewise the parent groups from EG anil CG shace similar feawures these

! ' irable
communities liave similar characteristics and these characteristics make comparison desirably

§.2.2 Adolescents’ Knowledge of Reproductive Health

Mzjority of adolescents had good knowlcdge of ARH issues at the bascline. This good
knowledge cut across both the EG and CG. However, the comparison of adolescents” mean
{NOwW ‘ .

knowledge score obtained by’ both £G and CG ol baseline was not significanl. Compasrison of
inowic

. i -"
adolescents' knowledge score at baseline and follow-up in EG revealed an InCroase

y di
knowledge score 8t the posl.imcn-cnlion when comparcd with the baseline. The difference

' ] b t the CG was not
was statistically only Significanl for the EG While the increase O served D

k d SCOrC Was
onificant. At post-intervention, the Jifference Obsered in the mean nowledge sco
stgnificant. : .

. : . when comiarl
IgNi There was & significant diffcrence in the P-value observed
significant. P b

ion in both EG and CG were compared. A stmilar ODACEVEIIHL W ds
baseline and post-intervemion :

151

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



oted by Ajuwon and Brieger {2007) who giso reported that the knowledge goined by

adolescents tn the intcrvention schools was sjgnificantly higher th anthai in the control group

This finding from this study was also consistent with Akinbami (2013) that documented
increase in apprentice knowledge from what was obtained during the bascline, This finding
agreed With the repost of scveral studics that used peer education to reach out to the youths
and vulnerable groups with information on sexuality and reproductive health (Ajuwon. 2000,
UNICEF, 2003; UNFPA, 2004). Kirby and Douglas (1999) also reportcd that HIV prevention

and sex cducation conducted in schools had significant effect on the knowledge and sexual
life of adolescents.

At bascline, higher proportion of the parcnts had good knowledge o f ARI{ issues a1 both £:G
and CG. There was an increase in number of those that had good knowledge at the post-
intervention at both EG and CG. This was only significant al the EG indicating the cftect ol
the intecvention whcereas there was no significant ditTerence in the increasc observed at the
CG. Comparison of mean knowledge scores al baseline aeid post-imess ention within the £G
and CG showed a signilicant difference for the EG and this funher strengthened the [act that
knowledge pained in the EG was as a result of the training intervention. Parents’ ability to
play a more significant role in adolescent sexualily devclopment depends among others on
their knowledge and perception of the adolescence process and its implications (Emelumadu,

Ezeama. Ifcadikc. Ubagjaka, Adogu., Umeh. Nwamoh, Ukcgbu, and Onyeconoro™ 201.1)

' ntrol
However, there was an overall improvement in knowledpe about ARI among the contn

| factors may account
goups at follow-up. Scvera | | :
p o similar interventions in the interval between the baseline and

for this. IFirstly, & is possible that those n

- control groups were exposcd ¥

5 the baseline inferviews on '
o k information 10 cducate themselves on the subjest during the
. NEew

ARH may have sensitized those n the

control group to Se¢ W
arc
interval betwcen bascline and follow-up suneys. r

| sexuality devclopment depends among ©
ks implications (Emelumadu. €1 al, 2014)).

s* gbility to play a more significant

thers on their knowledge and
role in adolescen

pereeption of the sdolescence procﬁslnd

201.;. most Aftican Palenls Ma) not be in 8 Bood Position (o

children
)52
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According to Emelumadu et al. hecause the information they provide is ulten

provide sexuality information to heir



guous and laced with fear: hence, it does not

= -

hy scxual practi o imbue confidence nor protect chitdren from
. SO\ e, et
practices. On the other hapd, taking mio consideration thc imporant rolc

ts play in ad . )
cnts play in adolescent development, there s need to identify deficiencies in parcntichild

sexuality communication ond initiate 8ppropriate intcrventions lo address them (Emclumadu,
etal. 2014).

curate knowvvledge of sexuality is i ;

o ge of sexuality is important for healthy scxuality developmen; it serves as a
foundation for adolescents 10 understand their sexuality better, which in tum influences their
sexual behaviour and the outcomes. Historically, families are known to be the primaiy source
of sexuality information for children, but in recent times most intctvemions 10 improve

adolescent scxual heatth arc largely community. driven (Emelymedu, et al, 2014).

§.2.3 Parterns and Quality of Communication between Porent: and their Adelescents

More parents, during follow-up at both EG and CG. rcported to havc discussed ARH with
their adolescents than whal was obtained during the baseline. This was cxpecied for the £G
but the increase might be the cffeet of the bascline data collection which might have gingered
somc parents up to stait discussing ARH with their adoleseents. This shows thal moce parents
were ablc 10 overcome the baerier identilied during the training. According to Yaseminc and
Heba (2012) in many parts of the world, adolescenis are poorly informed about their health,
bodies. sexuality and physical well-being. Adotescent girls in particular arc often kept from
leaming about sexuality and reproductive hcahh (SRH) issues because of cultural and
religious sensitivilics (Yasminc and |leba, 2012). This present study rcveals that parents can

discuss ARH issues wilh their adolescents if well cquipped with adequaltc know ledge and skill

to do so. The frequency of communicalion also 1ncreascs from what was chtaincd duning the

bascline at the pOSI.inlcrvcnlion. It also shows that parents were mainly the iinators ot the

discussion a1 both EG and CG.

Scvcral barriers prevented adolescents from initisting SRI1 discussion. According 1o the study

conducted by Yasmine and Hcbs (20§2), mothcrs and their daughiers identifled bamiers to

mitiating communication. Many mothcss sta

SR 1opics with their dsughters Of cenain occa
or ask for edvice Daughtcrs reforted thal they were

ted that they could only Initiate discussions about

sions. such as 8 lifc change or an cvenl, or

when girls scek cerlain information
reluctant to ask theis mothets for this
lack of their mothe r's

15)

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

type of information because of embarrassment; fear of

. ] interest or willingness, time, and trust
judgment; and perccived




r.SEB"’ﬁC""' factor that prevented many eirls from initiating such a discussion was feur that
their mothers would be suspicious of them and question their morals and behaviour. Many

studies have suggested that adolescents prc’fr mothers as source of ARIH issucs. The study of

)5 i_n-Oliko (1998) suggests thal the frequency of the parent-child communication on AR1{
issues is usually detennined by the courage of the adolescents (o raisc such issues as cyen

some mothers that are aware of their adolescents sexual activitics ofien lind it difficuh 10

discuss ARH issues openly and thcrefore, have o wait for the adolesecnts to initiate the
discussion (Akin-Otiko, 1998).

According to Yascmine and Heba (2012). parcnts are among the preferred sources of SRH
education for adolescents around the world, and improving 1he quality of communication
between parcnts and adolescents can protect adolescenls from risky behaviour. Despitc many
communication barriers that cmerged, the study findings demonsirate that both mothers and
daughters were willing to talk and listen lo cach other {Yasminc and Heba, 2012). Addressing
the lack of information. misconceptions. and the barriers to effective communicalion ilh
their mothers can lezd to improved knowledge for adolescent girls. With greater know ledge
about SRH issues and a fecling of support from within the family, girls will be better able 10

face puberty and adolescence in heahhy and empowcred ways {Yasmincand Heba, 2012).

Many of the parents in EG a(Timed that they were comfortable discussing ARH! with their
adolescents and would continue with the discussion aflcr the intervention. This is contraiy' 1o
a finding which reporied that despite the reported level of comfort 1alking with each other,

many mothers and daughters had nol discusscd puberty and menstruation. ond many girls had

expericnced the onscl of menstruation without any previolls background on the cvent

(Yasmine and Hcba 2012). The study cevealed that cven mothers ond daughters whe

COﬂSidCTCd their rchltiOl‘IShipS close and their commumcnlion!i good admitied 1hat there were

Many t2boo subjects that they could never discuss together { Yasmine and ileba, 2012)

The cumrent finding also contradicis (hat of NARHS (2007) which reportcd that most

pondents felt uncomfortable discussing sexual maners with different family memters. A
rcs

o . 3
higher proportion of fespondents feli comfounblc discussing sexual matten With s tcTy =)

and brothers (40%) than inele mothers (31%) or fathers (25%) (NARIIS. 2007). The

intervention has a Greater impact 01 the knowledge of both parents and adolescents in the four
nlervention
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1

ain domains inc) i i
main ns included in the ARH. The Mcrease was so significant at the post-intervention i

age group of 5-14 is lcast likel i : ]
: ] . ¥ 10 be infecicd if eQuipped
with the nccessary information and life skills they require 1o make 1

free of infection (FME. 2019).

_i}_le EC. Studics have shown that the

he right choices and stay

5.24  Parents® Commianication Skill 0 Discuss ARH with Adolescents

The intencntion was observed 10 have had g significant effcct on the ability of parents lu

frecly discuss issues relating 10 adolescent scxuality and reproductive health. This was
evidenced in the increase discussion sessions had by parents with their adolescents after the
intervention in EG comparcd with CG. Findings shows that at the end of six-month
intervention, Parents in EG bad 2110 discussion sessions and 1.218 discussions on ARH
tssues with their adolescents. This strongly confinns that the educational inwrvention
prograsnme for the parents might have created o supportive envirenment that favourcd open
discussion on ARH issues. The intervention had a positive clfect as regards the on the
knowledge of both the parcnts and their adolescents because the parcnis in the EG have
acquired knowlcdge on STIHIV and AIDS: Communication skills; barricrs to ¢lective
communication and how such bairiers can be eliminaied. The parcnts were trained vn how
make friends with their adolescents. All the skills lcam during the training inten enlion
enable pasat eommunicate effectively with their adolescents. With the knowledge gain aboul
ARH issues. they ase confident in discussing it with their adolescent since their knowledge

was upgraded during the training programnme as was indicated by the pre and post training

evaluation.

5.25 Effectiveness of the (ntervenilon
Effectiveness of the intervention is determincd by the impact on the variables: The studs

design was able to compare the EG with CG considening the dependent vaiables viz the

parents and adolescents’ knowledge of ARH, frequency of communication beiween Parents

and adolescents, qualiny’ of communication and scxual Prclices

5251 Effects of the Intenvention on Anowledge of ARI{

In this study, there was an improvement in knowledge of AR} issues for both the parents and

adolescents al the EG and CG ot post-intervention comp ed to the baselinc. During the

baseline, the knowledge was not significant for both the parents and the adolescents, At the

follow up the increasc wos sjgniﬂcnm at EG comparcd with CG. However knowledge of the

(B}
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G was also still high at post.inicrventi on, Te mean knowledge scores of th
pre.tcst showed no significant difTerencc from Comparative analysis. Aels os: l:S
mcan knowledgc scorc of the EG, when compared ot
dificrence. It could

EG and CG mt
1 however, the

- with the CG, showed a significant
cretore beargued that the increase in knowledge anong the EG was as a

f the training , i : :
PRt InE IRININg intcrventiony Qiher Quasl-experimental studies also reporied knowiedge

gain among the eXperimenial roup ai post-test (Qsiki, 2008; EniOlorunda. 2010: Karunwi,

2010 and Qlelndc 2014)- CompnfiSOﬂ of mcan kﬂOW'CdgC scores al pre.lest and POsl-teat

within the £G and CG showed o signiticant difference for the EG and this further
swengthened the fact that knowledge gainedin the £G was 2s o result of the ts3ining.

5.2.5.2 Lffecis of intervention on quality of /|RF Connnanication

The intervention was obscrved to have had a significant e/Tcct on the ability: of parenis 10
Geely discuss issues relating to ARH issues with their adolescents in this study. Thec
proportion of those that ever had discussion on ARH with the parents increased at the follow-
up in the EG whereby all adolescents said they had discussion with their parents compared

with baseline \whereas very few said they had that oppoctunity in the conirol. This was

evidenced in the increasc in frequency of communication between porents and the
K, adolescents- Findings showed that st the end of six months interveniions. higher propoction uf
. the adolescents affirmed more satisfied with the content and duration of the discussion a1 the
follow-up than at thc baseline. This conlirmed that the educationa! intervention progrmmme
might have created a supportive social environment that favoured open discussion on scnsitive
issues. During the training of parents, the participants however were cquipped with
knowledge that would enable them to communicate eflectively with their adolescents: This

aspect was conducted by a trained communication specialist and trainces had series of

demonstrations

This finding is in accordance with Malcte (2006) where majority of parcnls (74¢3) also

' admited having had a sexual and rzproduciive health conversation with their children revently

over the Previous twelve months to the study. According to the stud¥, malority ol psrents

(96%) exposcd theit children to ¢ education al pubecny. Howcrer, there wos o larpe Jhyilin

the sex education providers from uaditionally
parents/guardisns in 8bout 405 of the participants and pazents’ signilicant friends in about
19% Malcta (2006). The iraditional sex cducation system has thus been modified. The SR1l

topics largely discussed were abstinence; delay of the seaual debut; LIV & AIDS; and

being exlended pascats (0 the hiological
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sexually transmitted Infections (STIs). Topics least discussed Y-
Wwere

and family planning (Maleta. 200). ST AT On

The findings are dlso in line with the

study conducted by Bhana, Petersen, Mason, Mahinisho,
Bell

and McKay (2004) where the intervention geoup also showed significant improvement in
their ability' to engage in discussion about difficult or sensitive topics with their children in

comparlson lo Conlr0| gl’OUp' Frequency Of diScu;s;on nlso imprO\Cd n lhc i“tcr\cnlll'n

group. Discussion about puberty' increased from 55% 10 69%. whilst discussion ubout sea.

which was ranked most diflicult 10 tolk about. improyed ftom 55% 10 73%4 post.intervention
(Bhana es al., 2004). Also the finding was in agreement with what was documented by
Vandenhoudi, Millers Ochura, Wyckoff. Obong’o. Owwoma, Poulsen, Menten, Marum and
Buve (2010) that there were improvements in scxual risk reduction communication, With
increasc from 17% to 38% baselinc to follow.up of children reporting ever having asked their
parenl a Guestion about sexuality. Similar change among parenis was also reporied (14% 10
50% at follow-up). According to Dessie, Behane and Worku, 2015, adolcscem-parcnt SRH

communication was largely limited among adolescents who had poor behavioural beliefs, and

poor subjective norms (0 communicatc on sexus| issues with the parent. and perceived the

. parents had poor SREf knowledge

5.2.5.3 Lffects of intervemiion vn Adolescent SexXmt Practices

The intervention through trmined parents signif canly impacied more clTectivel} on the
adolescenis’ knowlcdge and scxual behaviour as cvidenced in the signif cant dilTerence in
knowledge scotes in EG at the follow.up shen compared with the CG which was not cxposed
tointervention. Based on the difference sexual expericnces in £G and CG (indings (see Table
4.46 and 4.47). there was o significant reduction in the proportion of adolescents that had scx

experience in ihe six months preceding study in the 1wo groups {(EG and CG). The diffcsence

‘ was not significant both at baselinc and follow-up but there was b reduction in proportion of

adolescents thar cngaged in sex praclices 1 BG. This -nding also corroborate the study of

Odelesie and Ajusson. 2015 where Pascnis* supers ision played a major rolc in influcncing the

number of hours that students’ speat on wotching TV that exposcs them to unhcalthy

messages,

This caa be attributed to the film titlcd “Ayegbeke " thot was shown during the tnining
fo which revealed more O the porents that ndolescents are facing cnomious
programme ‘Whic
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roductive health

challenges. Thi :
| ‘ Bes. This shows tha parents’ intervention was cffective ond it oiso
Tirms that the interventlon in the EG

. 'S better than no intervention ot all in the €G. 1 also
suggests thot exposure lo an intervent

On overime will increase the retention of knowledge

and ¢onscquently further influence positive sexual praclices of the adolescents, Adolescents

who communicate SRII malters with their parents less likely 1o engage in unsafe sex (Dessie
et al, 2015)

According to Odeleye and Ajuwon, (2015) in a study on Infucnce of Cxposure to Scaualiy
Explicit Films on the Sexual Behaviour of Secandary School Students in Ibadan, Nigeria.
Studenis \whose parents did not monitor what they' watched reporicdly had hcavy cxpesurcs o
scxual contents on TV, when comparcd with those monitored. This shows a great role swhich
patents con play to reduce exposures to barmfi] messages. The swudy further stressed than,
monitoring of what students walchcd coutd be limited as a result of the type of
profession/occupations thei parents had. Most parents were business men ond women and this
typc of occupation usually does not have a fixed stant and close time like white collar jobs,

Hence. there is little or no time for pascats to consistently monitor the activities of their
children (Odelcye and Ajuwon, 2015).

5.2.6 Iucrease in Knowledge in CG even without fmtervention

The troining intcrvention conducted in this study has had a positivc impact on the knowledge
fiequency and quality of communication, 3nd scxual practices of those thit pacticipated o the
rescarch project and this was confirmed by the increase knuwledge gains among the LG over
Ihe CG. Surprisingly thcre was a margmal increase in CG but not as much as the £G. These
changes could hove occurred as o result of many other community-bascd dcvclopmenul
programmes being conducted by the Gosemment ond Non-Govemnmental Organizations in
many communilics at the same time of the implementation of this study. Other osganizations
mmunity working and passing information across on the needs

f or institutions wcre in the co

for people to be conscious Of their health. Among these were religion institution, studenis

from higher institution during their concurrent ficldwork and other health workers cither from

sate or local govemment aica.

[nfluence of moss media genses (radio and television) can also not be fuled out. They are
n

available in the community transmitting Messages to cducate people on the transmission and
1

prevention of HIV/AIDS. to g0 for HIV screening test and trcoiment. Some parcnts and
‘ention .
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dolescents were inqulsitive v ks
Some of them could have agked
clanilicaiion Of ideas.

IOW more about
PCople around the

Issues discussed during baseline sunves .

P m who were working in related lic!ds. for
A similar finding was documented by Akinbam;, 2013 that
documenicd the elfcct of cducationg| Interventions on 1he Knowledge lev

A . ¢lon HIV education,
self-eflicacyto resist scxual

pressure and safer sex behaviour among the female apprentices in

Benin city. The apprentices in the cxperimenial groups benefitted from the program as the

increase in their knowledge was significantly higher than the control group.

The lindings from the cvaluation study should be intespreted with caution because it relies on

the reporied behaviour. Having become familiar with the questionnaire during the bascline

gives pcople somce consfort at the follow-up and thercfore bringing about incrcase 10 Positive
behaviours or practiccs.

3.2.7 Ontcoric Evaluation at follow-ip

The study sought to find out the exlent 10 svhich the trining intervention will have on
knowledge of ARH issues, quality of communicalion and adolescent sexual practices among
the panticipants. A1t follow-up, the outcome showed significant dilferences belween the EG
and CG cxcept for the adolescent scxual praclices where the diflercnces was no significant

different.

11 was hypothesized that there will be asignilicani difference between adolescents® knowledge
scores in G than in CG al follow-up. Results of test of this hy pothesis was sustained because
the mean knowiedge score for £G was signilicantly higher than that of CG at p<¢-0001 ( [ able
4.19). Similarly, the 1esults of test of this hypothesis involving parents’ knowledge scary w s

sustained because the mean knowledge score for EG was significantly higher than thal of CG

al p<0.000] (Table 4.50).

At follow-up, EG showed significant differencesin medn quality of communication compared

with the CG (Table 4.51). Though therc was a corresponding reduction in number from CG al

follow which was significant. Again, the study recorded for £G an increasc in mean quality of
14.840.5 which was siBnificant (Table 1.51). &

. 9
communication from baselinc of 12.842.7 10

was hypothesized that thete will be a significant difference between mean qualud of ARIEL

communication before and oiter the intervention The test of this hypothesis was custained
because the quality of communicalion Unprove for EG than what wos obscrved for CG

(p<0.0001).
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&

st h y i q
The udy hyPOthesized thay InteRention will produce befter oulcomes In fespeet al
“adolescent sexual practices in EG ipan n CG afler intenention. I |

~ comparing lhe magniude of changes derived for the
(p>0.0001). (Table 4.52), The results in this study represe

that guided the design and implememation of the study.

rom all indications amd
WO groups were not significam

Nt test of the conceplual framework

53 Implicarions of findings for Adolescent Reproductive Healtl Issues

The home as a sciting for health promotion and education is the basis of the health promoting
community, Which is one of most eflcctive and elMicient siratcgics a nation ¢an use to prevent
major health and social problems among adolescents. it is therefore peninent that the parcnts
are cmpowercd and enabled 10 help themsclves, community and adolescents take action aboul
their health, based on an informed decision, which can be obtained theough licalth Promotivn
and Education ltainings using interpersonal communication, counseling among others in

health related matters.

. Parents as potential cducatoss (or adolescent reproductive cducntion are supposed 10 be
enlightencd citizens; therefore they ought 1o be trained 1 be knowledgeable in aspects of their

pupils' hcalth which includes their physical, mental, social and emotional wellbeing during

their tender age. Froin this study howevcer, some paicnts do not know their role as agents of
ARH issues that can promolte health, this therefore indicate the need for trmining inersention
for parents. Parents requirc in.depth uaining if they would be trusted with the responssbilit
of delivering quality: ARl education 1o their adolescents. This 1raining inervenison impros cd

Parents’ knowledge and practice of discussing AR [ issues with their adolescents

The three major components of health promotion as identilicd by The MNational Healih

Promotion and Education policy and its strategic framevork (FMOH. 20072 and FMOH.

2007b) arc health education: service improvement ond advocacy. Health education involves
mmunicofton dicected at individuals, families and communities to inllucnce their
troining inics vention adopted in 1his study

co
| awarencss, knowledge, altiludes and skills. The

provide rational basis for modifying existing health cdu
dence for policy' reform on adolescent

cation aclivilics designed for

; iding evi
adolescems ot community level and providing

reproduclive healih.
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i a i
r the Prents to be able (o provide services as expecied of them they nced 10 be a role
¥ and good cx it chi : |
model an rB;" dampk 10 their children in addition 1o knowtedge acquired. Cosnhining thy
concepts 0 and Hcalth Promou’on, the need 10 us¢ the compPunenis of health brgmutini
improve the RH

I

fuiodios ; :
| of individudls becomes obvious in order 10 cnable individuals increasc
contro over their R health and s determinants

parents are to provide 1o their childien are

because the children are living i ntheir domain,

Morc importantly, the services that the
readily available once they had been trained

The study will enhance the health education profession by documenting the outcomes so that
other professionals can use il to enhancc parent-adolescent reproductive health  This study,
also provides cmpirical support for the theoretical framework applicd in designing the
intervention. Theoretical construct was uscd to design all aspect of the study. including the

design of training curriculum and training intcnvention.

Findings of this study revcalcd that there was good knowledge ol” ARI( issues among tuw
misconceptions and AR issues at the baselinc. Among the sources of infornination available
10 the adolescents inciuded pects. schooi, it was observed that mass media and particularly the
radio accounted for the most common source of infonnoation. This further strengthen the role
of mass media in Hecalth Promotion and Education because of its’ ability to reach a large
audicace. Parents themselves don’t sce themselves as sources of ARH issues lo their children.
Public cnlightening compaigns through the usc of the mass media should be used to encournge

parents on their role about the children.

54  Conclusion
The study has documentcd the effect of cducational ttcryvention on the knowlcdge and quality

of ARH communication between parents and their adolescents. Both the adolescents and
parents in the cxperimental groups bencfitted from the progromme as there was an ifCreasc in

their knowledge which was signilicantly higher than that of the control group. The study also

evenls the increase in frequency 9 f communication between parents and adolescents and

more parents initiated ARH communication with their adolcscents. This has the potential for

protecting the adolcscents from contracting STls and HIV/AIDS, and for prevention of

unintended pregnancy Duning tlse ntervention period the parents in, intcrvengion pighty

acquired skills necessaty for effective communication between parents and their adolescents
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Many parcnis claimed they benefied from the tmining intervemion conducted and supportes|

the idca that parenis should discuss ARH g5 yses wilh their adolescents. 1he stugy tinally has

provided answers 10 the research questions which were drawn at the commencement ol the

fescarch. The objective of the study was achicved and the hypotheses were 1ested.

S.S Lessons Learnt

The following lessons were lcamt from this study:

1, Patents have been proved o be elfective in discussing ARH issues with their adolescents
especially in an intervention programme. Nesertheless if provided with adequate iraining
and supportive supcrvision, parenis (cspecially mothers) can be used to implement
intervention programme lor their children:

2. The six months of intcrvention had a remarkable impact as the results show high
significant difference over bascline and this could be sufficient. This suggests that
cxposurc 10 an intefvention ovcrtime can incrcase rctention of infonnalion and
conscquently inJucnce positive behaviour;

3. A stipend 10 support panticipants® transportation was cssential; this incentive was found 10
have increased the level of commitment and pasticipation of the parcnts;

4. Conumy to the gencral belief that sexuwality cducstion may be counter-productive for
young persons, the tesults obtaincd in this study conlim otherwisc thot interyention
results in several positive oulcomes (including increased ARH know ledge. frequency and
quality, of communication) for both parents and their adolescenss,

5. For sustainability, the participants should be dircctly involved n planning ony

implementing progmmmes that are targeted at them; and

6. The parents were highly mobile and some re.located 10 another town, In conducting

similar study, cnough study participants need to be recruiicd and their contact collected

5.6 Rccommendations

This study was conducted among parenis if | | | |
n towns so as to have mformation concerming their

have on urban dwcliers. Bascd on the study findings,

peri-urban communitics. similar study is thereby

fecommended among parents in urb?

knowk dge and effect the training will
s follows:
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. Itis evident that parents have o pivota? role 10 play in providing ARt information to

their wards by equipping them wiyls necessary information and skills; therefore. @

scale-up of this training is hercby recommended:

. Regular programmes targeting parents such os training and re-1raining of parcnis s
needed 1o increase quality of parents-odolescents communication:

. Use of sociol ond mass mcdia as methods of educating paents on Parent-Adolescent
communication on ARH issues is rccommended.

. The outcome of this study provides evidence required 10 inform change in policy

regarding adolescent reproductive health policy. thereby incorpornting parent-child
communication in adolescent reproductive heatth strategies.

5.7  Suggestions for Future Research

Based on the findings from this study, the following areas were suggested for future rescarch

). Since the tzaining intervention was not directed 1o the adolescents. thece 1s a150 the nced
10 conduct intervention research 10 test the elfectiveness of training specifically targeting
adolescents on factors inhibiting ARI} communication between them and their parcnts: and

9

; Qualitative research 1s needed 1o gerin a greater undersianding on the roles of athess on
Adolescent and Sexual ond Reproductive health issue.
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Appendix la

FOCUS GROUP DISSCUSSION GUIDE FOR THE PARENTS

Greetings: My nome is _ o student in the Dcpartiment of

Healih Promotion and Education, College of Medicine, University of Ibadan. | am carmying

out a tesearch nimed atdeterinining the Effect of Training Intervention on Knowledge und
Frcquency of Reproductive Hcalth Communication bctwecn Parents and their

Adolescents in this area. My colfeagues are . We arc

snvolving you in a briel group discussion relating to how parents communicate ‘with their

adolescents on adolescent reproductive issues. The discussion will not last long and we

appeal to you (o fecl free to share your views with us. Pleasc note that:

1. What we learn from you would be used to design appropriate educational programmes
10 promote parent-adolescent communication relating to adolescent reproductive

health in this community. In this discussion,

-5 We are not interested in what is right or wrong. What we necded arc people’s views,
opinion, beliefs and gencra! perceptions
J. Please note that your participation i voluntay; feel fiee therefore 10 sharc your

experiences and opinions with us.
1 confidential. Your names arc noi required dusing the

our names or the names of your colleagucs during

4, All our discussion will be kep
discussion and so do not mention y

the discussion.

5.  In order not to forget the important expericn
on from you all to usc a tape recorder.

ces you will share with us and t0 Copture

everything we are 10 discuss, | lake permissi

Thaok you.
' T)___i_ ) ——"" " Probes/Follon-nji questions
SN Key Question 2l A | | X
.Hl Let discuss the Spccﬂrn_ci:ds, )] Specilic socjal necds ond  prohicems
: ct us

f adolescetts I'robse iRt

| (9] c .
Giblams M Masics -Dependency on others including parcnls

in this community. School dropout
-Schoo

behaviour which afTcct their health

r—\'vi“i‘cT‘_'o_f_ l_h_C _SBCi-ﬂl FC_Ca-é_OI E(E’CMS
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menlioned do you consider 1o be mosl
scrious and w hy?

i) $ceific economics nccds; Probe into
-Lack of moncy
-Unempioyment/Under-employment

-Lack of malcerials nceded

Which of these cconomics needs or problems

is most serious and wh)?

What are the sexual and other

reproductive health related concerns,
problems among adolescents in this

community?

How common s the follosing problerns or

conceMs  among adolescent  in this

communnty?

STi

Types (prob¢ Into the common smong

Adolescent and why?)

a.) From where do adolescents in
this community get information

about health matters generally?

b.) Flow do parcnts pass information |
about

adolescent children?

the (ollowing to their

-Growth and development during

pubecity

STls
-Pregnancy pirevention methods

-Abortion prevention

“Probe into typed of mcdia; parents;

rclatives; peers etc if not mentioned. Probe

into

*Sources of information about
-STls

—

Probe for: advise, referral to oiher people

a.) Which issues do parcnts fecl
comfortable discussing With their
adolescent  children 1N this

community?

R

—— o
* Specific reproductive health ispucs mothers |
fee] comfoitable discussing with
(i) their daughters

(i) their s0nS
* Specific reproductive health issues fothens

{ecl comfoﬂablc discussing with

— —_—
e ———————

L
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—_”

(i) Sons
(i1) Daughters

b.) Let us discuss the repraductive
issues which parenis do not feel frec

10 discuss with theijr adolescent
children?

Probe into reproductive health issues which
mothers do not feel feee discussing with their
(i) Sons (probe for rcusons 3!so)

(ii) Daughters (probc for reasons niso)

*  Probe into reproductive hcalth issues
which lathers do not fee! free to discuss wib |
their

(i) Sons (probe for reasons ulso)

(ii) Daughters (probe fur reasens also)

c.) What is the ideal age for parcnis
to start discussing issues about STls,

Pregnancy precvention and abortion
with their adolescent children?

Request for reasons fof the preferred oge for
doing so with their sons and daughters

are the {actors,

d) What
circumstances. evenls or bechaviours
that prompt or motivole parents to
stait discussing reproductive health
thcir  adolescent

matters with

children?

Request them to discuss foctors thot

molivates
(i) Mothers to stant discussing with

a. Daughters

b. Sons

(i1) Fothcers
. Daughters
b. Sons

I'robe

for religious and socio-cultural

{actors

e.) What are the factors that scrve as
barriers to the discussion of sexual,
pregnancy Prevention and abonion)

with children among parcnts

Lead them 10 discuss
« [nhibiting foclors among mothers

+ [nhibiting foctors among (athers

What are the circumstances, events,

behaviour ctc that make Parcnts to

stait  discussing STl

e ——

Pregnancy 1

—————

Probye for sPecific behaviour #moug

- Bo)s
- Girls

—_—
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prevention and abortion relaleq

matters With their children?

Tn your opinion, who do adolcscents | probe for reasons behind  (heir prefericd
prefer to be  discussing  sexual, | choices
prcgnancy prcvention and abortion

moticr with.

Probe for thosc preferred hy
-  Boys
- Girls

What are the spccinl- ways for | Probe for usc of the foltowint::

tecaching or 1notivating parents 10 be | -Training
discussing  issues  about  STI, | -Film show
pregnancy prevention and Aborstion | -Peer cducation
matters with their adolcsecnt | -Imam

chiidren? -Pastor
-Healih workers ctc

a.) What do parcnts need lo be taught 1o enable them (0 be discussing issucs rclating |

to sex, pregnancy prevention and aboriion with their adolescenis?

~B.) What do adolescents nced to be taught 10 enable them o be discussing issues

relating (o sex, pregnancy prevention and abortion with their parents?

‘Thank You for taking thc lime to participate in this discussion

e
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Appeadix Ib

FOCUS GROUP DISSCUSSION GUIDE FOR 'F11E ADOLESCENTS

Greetings: My namc is . @ stlent in the Dcpartment of

Health Promotion and Education. College of Mcdicinc, University of Ibadan. 1 am camrying

out a rescarch aimcd at determining the Effectof Tralning Intervention on Knowledge ind
Frequency of Reproductive Icalth Communication between Parcnts aml their

Adolcscents in two Communities of Oyo Statc in this arca. My colteagues arc

- We arc involving you in a bricf group discussion relating
to how parents communicate with their adolesccnts on adolescent reproductive issucs. The

discussion will not l1ast long and we appeal 10 you 10 feel fice to share your vicws with us

Please note that:

. What we leam from you would be used to design approprale edutonional prog rmnnnes
lo promole parcnt-adoicsccnt communication relating to aslolescent reproductine

hedlth in this cornmunity. In this discussion,

. We are not intcrested in what s righl or wrong. What we needed arc people’s views,
opinion, beliefs and general perceptions,
R X - thesefore to share your
3.  DPlease note that your participation 5 voluntary; fecl free

expericnces and opinions with us.

4 Al our discussion will be kept confidential. Your namcs arc not ecquired during the

cs durin
discussion and so do nol mention your names of the names of your collcagy during

the discussion.
5. In order not to forgel the impostant eaper

[ ission
everything we arc 1o discuss, | ke PErmissio

jcnces you will share with us and o capturc

fiom you all (o usc a lape reoddar

Thank you.
Q T |’r0bcsiFJ|-|0-u.-u])_quc;lio-ni M
1 Kc . ucstions st RIS ;_F .
- d : the special needs, | ) Specilic social Nceds and problems, Frobe
. Let us discuss the .

of inlo

worTies _Dependency on others including parents

problems  and

adolescents in this -behaviour which 8

o the el el of probkns

Tect theny health

e —
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mentioned do you consider 10 be most serious
and why?

ii) Specitic cconomics necds: Frobie intu
-l.ack of money
-Unemployment/Under-cmployment

-l.ack of matcrials needed

Which of these economics necds or problems

is most serious and why?

What ore 1tlse sexual annd other
health related

problems among

reproductive
concerns,

adolesccnts in this community

How common arc the following problems or
concerns among adotescent in this community?
STI

Types (probe into the common among
adolescen! and why ?)

n) From whecre do adolescents in

this community get information

about health matters genemily?

*Probe into typed o f media; parents: relatives,

peers etc if not mentioned- Probe into

*Sources of infonnution about

information about the foliowing (o

their adolescent children?

-Growth and development during

puberty

-STIs
-Pregnancy prevention methods

-Abortion pscvention

—f—
Srw v o ———— ——

-';).—Which issues do pazents feel
comforible discussing With theie

children In this

adolescent

community?

L e el

-STls
N

b) How do parents pass Probe into

- Frequenc
information about the ST1 to the Ve : )

| » Duration

adotescent  children  in  this | Conients ofthe discussion
community by parents -STt commonly discussed
c.) How do parenis pass Which mcthods parcnts usc t0 pasS 0CrOss

smation obout Growth and dcvclopment
STI. Prcgnancy prevention and |

info

during puberty,
abortion 10 adolescent children

Probe for: advise, rcferral to other people

& Spet:iﬁmal?)dt;c?l\'c health issucs nothers
fecl comfonable discussing With
(i) their doughters

(ii) thcis sons .
reproductive health 15sucs fathers

e

» Specilic

I—
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feel comfontable discussing with
(i) Sons
(11) Daughters

b.) Let us discuss the reproductive
issucs Which pacents do not feel
{ree to discuss with their adolescent
children?

Probe into reproductive health issues which
mothers do not leel free discussing with theie
(i) Sons (probc for reasons ulso)

(1) Daughters (probe for reasous also)

* Probe into reproductive health issues which
fathers do not fecl fice o discuss with their

(i) Sons (probe for rcasons also)

(1) Daughters (probe for reasons also)

c.) Whatis the idcal age for patents

to start discussing issues about

STls. Pregnancy prevention ond

——— e ———

Request for reasons for the preferred age for

doing o with lheir suns and daughlers

Er—

abortion with their adolescent
children?
d.)) \hat opre the factors,

circumstances, cvents of behoviours

that prompt or motivatc parents to

stan discussing reproductive health
maliers  with their adolescent
children?

c.) What are the faclofs that serve

os barricrs to the discussion of

] |
sexupl, pregnoncy prevention and

abortion) with children smong

parents

\ =T
\What are the circumstances, cven

behaviour etc that make parents 10

Preghancy

ion fchited

stann  discussing STIS:

prevention and abort

e

Rcquest them to discuss factors thar motivales
(i) Mothets 10 stant discussing W ith

a. Daughters

b. Sons

(ii} Fathers

. Daughters

b. Sons
i*robe for religious and socio-cullural factors

——

Lend them to discuss
« [phibiting factoss among mothers

+ Inhibiting factors among fathers

Probe for specifie hiehusiour Dmong

. Boys
- Ginls

e —

J—
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—

— | motters with their children
2 I'.‘ YOUropimion. - who - do | Probe for reasons bchind  their preferred
adolescents prefer to be discussing | choicac
sexual, pregnancy prevention and
abortion matters with,
Probe for thosc preferred by
- Boys
- Girls
7. a.) How do oadolescents feel discussing RH ¢.g. ST, prcgnancy prevention with therr |
parents?
b.) What do you think con be donc | Which of the following reproductive hcalth
to improve adolcscent ability 10 be | jssucs should adolescents discuss with their
discussing RI{ issucs with their | parents?
parcnts? - STls, - Pregnancy prevention
8. Whot are the special ways for teaching or motiveting adolescents to be discussing
issucs about STI, pregnoncy prevention ond Aboniion matters with their adolcscent
children? |
Probe for use of the foliowing:
-Training
-Film show
-Peer education
-Imarn
-Pastos
-Health workers ctc = - et
= 2 What do parcnts necd 10 b¢ taught to cnable them o be discussing issucs rclnlmﬂ

10 sex, pregnancy prevention and abortion with their “dOlemelS?

b.) Whot do cdolesccm_s_nccd o be l_ilu—g_h—l_tc; “cnable them to be discussing iysues

. . . N
relating to sex, pregnancy psevcntion ond abortion with their parcnts

in this thiscusslon

H the tinie to porticipale 4

Than k you for tukin
e T
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Yoruba
Appendix la

FOCUS GROUP DISSCUSSION GUILE FOR THE PARENTS
(ATONA FUN IFOROJOMITORO ORO LARIN AWON OB!)

lkionl: Orvko mi ni

okcko ni isori idonilcko nipa

igbelorupe cto ilera ati kiko ni re, lle-eko ti Iscgun-oyinbo, i Yunifasiti Ibadan. Mo n nwadi

toni afojusun lori 1pa ti Didanilcko lori imo ati ojugbn osocopo lori ilera toromo ibimo larin

awon obi oli awon odolengba won in ogbegbe yii. Awon olubnkcgbe mi il

———

. Abun mu

yin dorapo ninu kikopa fun igba ranpe ninu iforojomitoro or alajoso 1@ nisc pelu bawo ni

awon obi s¢ ma n soropo pelu awon odolangba won lofi oro sere ife to n ¥i dande si bibimo

awon adolangba. Iforojomitor oro yii konipe loo titi asi n royin pe ki e tuyaya - ki e tuyaya
lati sajopin cro yin pelu wa. Ejowo afe kodi mimo si yin pc:

ohun ti o n koo lati odo yin yoo wulo fun gbigb¢se lati seio topeye fun awon
igbekale idnnileko to n se igbelaruge isoropapo obi si odolangbaz to nisc pelu ilera

toromo bibimo dolangba in awujo yii. Ninu iforwero yii.

2. Akoni n kanse pclu boya idahun yin dora tabi kodara. Ohun ti afc nt afojumo awon
olukopa, cro. igbagbo. nti akiycsi lapapo.
3 Ejowo kadi mimo tiin yvin pe Kikopa yin je atinuna. Fun dii cyi ¢ turaka ki e st wa
lominira loti se alabapin awon iriri yin ati cro pelu wa'
4 Gbogbo awon Of0 )OS0 Wa ni yoo wo ni bonkele. A Ko beere oruko yin lakoko
iforojomitaro oro yii fun di eyi, c ma daruko yin 1abi oruko okin cgbe yin lokoko
Isoropo. | o |
5 «ii a moba gbagbe awon iriri patakil ti ¢ fc sc alabapin pelu wa Kio st file o
| hungbogbo i a 0500 kojopo. ¢ gbaws laye ati 100 cro igbohun sile.
o
Ese adupe. -
Quest) l'robcsfi?;llou -up sluestions
Loy Questions
3 o Ghogi Scheere/lheere vnitelentele
Ibecre (sDOR b
17y Specific soci . Probe
] L discuss the special needs. | i) Specific social needs and probleins
. et us a1

i inlo
problems and WOrTics of adolescents

. Dependency on others including patcnis

in this communily. | -

e ————
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~ Schoo! dropout !

- behaviour which affect their-health '

Eje ka sasaro lori awon aferi/aini | Awon ain ali idojuko nipa ibagbepo; Scbeere
loscpataki. isoro/adojuko ali 3u0n lori

aniyan awon odol ’ - i
dolangba ni awwjo | . [gbojulc awon cniyan miran pelupelu awon

yi- obi

- lkeko ato

- Wiwuwa 100 |e taba ilera |

Which of the social needs or problt:ms-1

mentioned do you cunsider 10 the mosi
serious and why?

Ewo ninu awon aim 1abi idojuko ti ¢ so nipa

reyiini c ropeo gba amojuto ju oti Kiini idi?

ii) Specific economics necds: Probe inlo
-Lack of money

-Unemployment/Under-cmploymeni

-Lack of maierials needed |

- Aini U4 eto 15una: Sebeeresi
- AiSi OWO
- Ainise/sisc 1i 0 poju osuwon

- Aintohun elo ooy e |

| S e h B -
“Which of these economics nceds or problems

is most serious and why?

Ewo ninu owan aini i isuna tabl idojuko yii nf

o gbasmojuto ju ati Kini idi?
tlow common are the following problems or |

What arc thc sexual and other

health related | concems  Among adotescent  In this

reproductive ]
unj
concems, probiems among | COmMmunity
» ST

adolescents in this commumty 7 -
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Awon kiini aniyan, idojuko (00
farape ibalopo ali avwon ohun miran
100 jomo ilera toromo bibimo larin

odolangba ni owujo yii?

Types (probe into the common amung

adolescent and why?)

Bawo ni awon idojuko tabi zniyan won yii sc
gbinle larin awon odolangba awujo Yii?

Iru owon kokoro naa (sebeere sii awon
cyi
odolangba ati idii)

1o gbinleyasvopo larin awon

a.) I'rom where do adolescents in
this - community gel information
about health matters geacrally?

Nibo ni awon adol angba awujo yii ti
ma n gbo irofiroyin nipa obhun

lojomo ilera {apapo?

Probe into typed of medio: paccnts;
relatives; peers ctc if not mentioned I’roke
into

* Sources of information aboul

-STIs

Scbeere sii irv eto royin; 1odo obi; ara/ibatan;
ogba‘egbe  bbl. Ty won ko ba menu baa.
Sebcere sii

* Orisun troyin nipa

- Kokoro arun nipasc ibalopo

b.) Hosv do parcnts pass information
about

the following to their adolescent

chiidren?
-Growth end development during

puberty

b.) Bawo ni awon obi sc ma n ¢
ifitonilcti nipa awon iroyin yil pclu
awon odomoxle?

- Gbigberu ati idogbasoke iyipado
awon eys ara diti odo

-STIs
-Pregnancy Prevention me h.0ds

i e p———

Probe for: advise. relerral (o other people

Scbeere fun: imoran, didori emyan losi

ibomiran fun itoju
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| -Abortion prevention

- Kokoro arun nipase ibalopo

- Awon ona nipa idcna oyun nini

-Didena Sisc)‘un

0.) Which issues do porents feel
comfortable discussing with their

adolescent  children

in this

comimnunity?

Iru owon ijiroro wo ni awon obi ma
n turaka/fnrabaole lati so pelu owon

odomadc won ni awujo yii?

s e

*  Specilfic health
mothers [ccl comforable discussing with

(i) their daughters

teproductive issues

(i) their sons

*  Specific heakth
fathers feel comfortable discitssing with

(i) Sons

(ii) Doughters

rcpioductive issues

*  Oro lori ilera 1i bibimo 10 scpato 10 awon

moma mo n farabalc so pciu
(i) owon omabirinwon
(i) awon omokunrin won
Oro lori ilero ti bibimo 10 scpoto to awon

[ )
baba ma n fasabale so pclu
(i) owon omobirin wwon

(i) awon omokunfin \won

b.) Let us discuss e reproductive
issucs which parcnts donot fecl ftec

1o discuss with their adolescent

children?

nipa Ohun [0 jemo

Eje kaso
J kille [t

bibimoibisi ti awon obi

Probe int0 seproductive health issues which

mothers do ot fecl free discussing with their

(i) Sons [probe for reisons 2ls0)

(ii) Daughters (probe for reasons alsvu)

« Probe into reproductive health issues which
fathers do not feel ficc 10 discuss wilh their

(i) Sons (probe for reasons als0)

(ii) Doughters (probe for rcasons also)

e Scbeete sii oroilcra 100OmMO bibinto tiawon

iya/mama kij feso pelu
nrin (s wadi fun idi pelu)

% moku
P° odom Odc (t) awon O
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won?

€) Whnt is the idcol oge for parenis |

{0 sirt discussing issues about STis,
Pregnancy prevention and abortion

with their adolescent children?

Ojo.ori wo loyc ki odomodc pe ki
obi 10 le ma ba sasaro po lori oroto
jomo Kokoro arun nipase ibolopo,

idena oyun nini ati Didena siseyun

{ii) awon omobisin (s¢ wadi fun idi pelu)

* Scbeere sii oro ifera toromo bibimo i awon
iyp/mama kii feso pelu

(i) awon omokunrin (se wadi fua idi pelu)

(ii) awon omobirin (s¢ wadi fun idi Pelu}

Reques! [or reasons for the prefcercd age for

doing so 4th their sors and duughices

Roo won lati so idi fun ojo ori ti obi faramo

loti irufe oro bxe

ma so pclu awon

omoukunrin oli awon omobirin

d) What ore the laclors,

circumstonces, events or bchaviours

that prompt or motivaic parents 10

start discussing rcproductive health
motters  with  their  adolescent
chiidren?

d) Kiini awon ohun sise, iscle 1abi
iwuwasi, (0 man wa obi kan tabi ru
won sokc [ati berc fi fioraj omitoro

lori ilera 10fOmMO ibimo Ptlu owon

omo won?

e.) What arc the
1he discussion of sexual.

barricis ©
pregnancy preventio

with children 8monb parents

_._._-—-—-_-_-_____-_._.'I
rQClors (hul seive as

e

Request them Lo discuss lactors that molivaies
(i) Mothers to stan discussing w ith

a, Daughters

b. Sons

(ii) Fothers

Daughters

Sons
Probe for religious and socio~culiurnl factors

Roowon lati soro lori n kan irunisoke
(i) Awon iyo lati bere ibajiroro pelu
a. Awon Omoberin
b. Awon Omokunrin
(ik) Awon baba
a) Awon Omobirin

b) Awon Omo¥kunrin

Lead them to discuss
Inhibiting faclors among mothers

Inhibiting factors dinong lathers

——

L —
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Awon nkon woni odyuro gepcbi
idanilowoko si iforajomiloro oro
lori ibalopo. idena oyun nin; ati

siscyun pclu omo lorin awon obi

Mu won lo sing iforojomitoro oro lori

Awon ifanfa-abchinyo larin awon iya

Awon ifanfa.obchinyo lasin awon baba

What are the circumstances. events.
bchaviour etc [hot moke parenis (o
stoet  discussing STIs, Pregnancy
prevention ond aborion related

maiters with their childeen?

Kiini ohun sise, isclc.

isvuwasi, ati beebece loo (bbl) to man

awon

mu Ki obi bere fifiorojomitoro 10
jomo Kokoro arun nipase ibalopo,

peclu awon omo won

Probe for specific hehaviour among

- Boys
- Girls

Sebcere fun owon iwuwasi sansan/pato farin
- Awon Okunrin
- Awon Obirin

——— e

In your opinion, who do adolescents
prefer 1o be discussing scxual,
pregnancy prevention and abortion
matter with.

Probe for thosc prefcrred by’

Boys
Girls

Ni cro ti_yin. tani awon odolangba
fean Ioti ma ba ssjoro po nipa
ohuniojo ibalopo, idcna oyun nini
ati oyun sise .

Sebeere fun eniti kikokan won yii

yanlayo/ faramo
Awon Okunnn

Awon Obirin

—

———

I'robe for rcasons behind their preferred

choices

Sebeero fun awon idi to wa lehin irufe 1

|
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What are the special ways for

Probe for use of the following:
teaching or motivating parents to be

- Training

discussing issues  aboul  ST| | . Film show

prcgnancy pl'cvcmion and Abortion - Peer education
mattcrs  with  their  adolescent | - Imam

- Heath workers cic

Awon ona patakii wo ni & {c [i ma | Sebcerclorilito awon won yi:
ko tabi ru awon obi soke iati le ma | - Idanileko

sc iforojomitoro lori @won nkan nipa | . [reilage/ere onise

kokoro arun nipase ibalopo, petu | - Kikoni elegbejegbe

awon odomode won - Imamu

- Alufaspasito

- Awon osise clo ilcra bbl.

a.) What do parcnis need 1o be taught to enable them to be discussing issues relating

10 sex, pregnancy prevention and abortion with their adolescents?

a) Kinni awon obi nilo lati je kii won le ma ba awon ado langba won jiroro turs awan

ohun tio je mo ipatopo. didena oyun mini ati iscyun.

1b.) Whet do adolescents need to be taught 1o cnable them 1o be discussing issucs
on and abortion with their parents? |

relating 1o sex, pregnaney preventi

b.) Kinni awosn odo langba nilo lati le je kil won ma ba owon obi wonjiroro ori ohun

ti 0 jc mo ibalopo, idena0yun nini ati oyun Sisc.
¢ time to participate ia this discusston.

—

Thank you for faking th

E se fun {ifi akoko yin silc 1a¢i kopa ninu ijiroro Yit.
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igbeloruge

Ikinnl: Oruko mi ni

Appendix b

FOCUS GROUP DISSCUSSION GUIDE FOR TISE ADOLESCENTS

(ATONA FUN IFOROJOMMITORO ORO LARIN £A4ON 0DO)

akcko ni isori ldanllcko nipa
cto ilera oti kiko ni re, lle-cko ti Isegun-oyinbo, ti Yunifasiti tbadan. Mo n iwadi

toni afojusun lori Ipa ti Didanilcko lori imo ati ojugba osoropo lori ilera toromo ibimo larin

awon obi

ati owon odolangba won in agbegbe yii. Awon olubskeghe M  nii

) . Ahun mu

yin darapo

ninu kikopa fun igba ranpe ninu iforojomitoro or alajoso to nise P<lu bavo M

awon obi sc ma n soropo pelu awon odolangba won lori oro sere il'e 10 n yi dande si bibimo

awon adolangba. Iforojomitor oro yii konipe 100 1iti asi n coyln pe ki ¢ tuyaya - ki c tuyayd

lati sajopin

cro yin pelu wa. Ejowo afe kodi mimo si yin pe.

6. ohun ti a n koo [ati odo yin Yoo wulo fun gbigbese lati scto topeye fun awon
igbckoale idanilcko to n sc igbeloruge isoropapo obi s odolangba 10 nise pelu dlem
toromo bibimo dolangba in awujo yii. Ninu iforwero Yii.

7. Akoni n kanse pelu boya idahun yin dora 1obi kodara. Ohun ti afe ni afojuwo awon
olukopa. ero, igbagbo, ati akiyesi lapapo. |

8. Ejowo kodi mimo fun yin pe kikopa yin je atinuws. Fun dii ¢yic turnka Kic i wi
lominira lati s¢ afobapinawon iriri yin ati ero pclu wa

9. Gbogbo owon 010 8j0s0 W3 ni yoo wa ni bonkele. A %o beere orus.o )‘I" ‘ulu..&’t-
iforojomitoro ore yii fun di eyi.c ma doruko yin 1abi oniko akin egbe yin lakoko

10. :::P:;nba gbagbe awon isiri patoXii ti ¢ fe sc nlnbnp.in pelu w.n kiasifile o
ohungbogbo 1in © 00 kojopo, € Bbawa I8¢ fati loo cro igbohun sile.

selwss BB ] I’'robes/Fallow-up qucslions i
A h Quc(;l;:n.s sebeere/{)icere Onilelentele
[beere gl

| TLet us discuss the Specia
problems and worrics of adole

in this community.

] 3 Speeific social d prohlems: Probe
1 necds, In) Speeific social nceds and pr

s¢ CN1S intlo
. Dependency on others including pafenis

- Schocl dropout
. behaviour Which aflect their heatth

o —

e
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‘Eje ka sasaro fori awon aferifaini
toscpataki. isoro/adojuko ay awon
aniyan awon odolangba n; 3wujo

Awon aini ati idojuko nipa ibagbepo; Scbeere
lori

) - lgbojulc awon eniyan miran pelupclu awon
yii. .

obi
-keko abo

- Wivuwa 100 le taba ileru

Which of ke social neceds or problems
mentioned do you consider to the most

serious and why?

Ewo ninu awon aini wbi idojuko ti ¢ so nina

re-yh-ni-cropeo gba amojuto ju ati Kiini idi?

ii) Specific economics nceds; Probe into

-Lack ol money
-UnemploymentA/nder-employment

-Lack of maicrials needed

- Atni ti cto 1sund; Scbeeresi

- Aisi owo

- Ainise/sise 1i 0 poju osuwon

- Aini ohun clo tooy ¢

"Which of thesc cconomics nevds or problenis

is most serious and why?

Ewo ninu awon aini 1l isuna tabi idojuko yii ni
o gbaamojuto ju ati kini idi?

How common &fc the following pioblems or

What are the sexual and other
| relaled | concems  among

. ndolescent tn  this
reproduclive hieaith

concems, problems
adolescents in this commumty?

« ST
e Types (probe into the common umong ’

adolescent and why?)

' ' i aniyan won v s¢
. ; 1o (oo | Bawo nl avwon idojuko tabi ani) \
Awon kiinj aniyan, EJ‘“LJ Y =
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“farape ibalopo ati awon ohun miran
oo jomo ilera toromo bibimo larin

odolangba ni awujo ¥ii?

gbinle larin 2won odolangba swulo Yii?

» ru avwon kokoro naa (scbecn: sit avwon

cyi lo gbinleya’wopo larin  awen

odolangba att idii)

a.) From where do adolescents in
this - community get information
about health maticrs gencrally?

Nibo ni awon adolangba awujo yii ti
ma n gbo iro/iroyin nipa ohun

tojomo ilera lapapo?

*

Probe into typed of media; parents:

relatives: peers cte if not mentioncd, I’robe
into

* Sources of information rbout
-STis

Scbecte sii iru e10 10y'in: todo obi: o r/ibatun,
ogbasegbe bbl. Ti won ko ba moenu boa
Sebeere sti

* Orisun iroyin nipa

- Kokoro arun nipase ibalopo

b.) How do parents pass information

about
the following to thcir adolescent

children?

.Growih and dcvclopment during

pubcrty

b.) Bawo ni awon obi sc ma 0 se
ilitonilcti nipa awon iroyin yii pelu
awon odomode?

. Gbigbery oti idagbasoke iyipada
awon cya ara diti odo

-STis
-Pregnancy

-Abortion preventiot

prevention methods

. Kokoro arun nipase ibalopo

_ Awon ona I'lipa idcna OYun niM

i

—
—-_.__'__.‘_-_

Probe for: advise. referral to other people

Schicere  fun: imoran. didari cniyan Iosu|

{bomiran fun itojw
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“[-Didena siseyun

'—"—7 a.) Which issues do parents fecl

Specific  reproducine  health  issucs
comfottable discussing With 1their |

mothers feel comfonable discussing with
(i) their daughters

(i) their sons

adolescent  children  in this

communily?

* Specifc reproductive hcalth  issucs
fothers feel comfortable discussing with

(i) Sons

(ii) Daughters

*  Oro lon ilera 1§ bibimo 10 scpalo 1o awon

Iru awon ijiroro wo ni awon obi ma mama mo n farabale so pelu i
n luraka/farabale lati so pClll awWodn | (i) nwon omobirin won

odomade won ni awujo yii? (ii) awon omoXkunrsn won
|

*  Orolor, ilcra ti bibimo to scpato 10 awon |
baba ma n farbalc so pelu
(i) awon omobirtin won

(ii) awon omokunrin won

b.) Lct us discuss the reproductive | Probe ino reproduclive health issucs which
issues which parenis do not fcel frec | mothers do ot fecl free discussing with their

lo discuss with their adolescent | (i) Sons (probe lor ccasons also)
children? (i1) Daughters {probe for reasons also)
* Probe into reproductive heafth issucs which |

jathers do not fcel frce Lo discuss with their
(i) Sons (probe lor ceasons also)

(ii) Doughlers (prabe for reasons also)

: " ilera toromo bibimo ti anwoq
\ , mo | © Sebeere s11 orot
Ejc ksso nipa Ohun lo Je

bibimo/ibisi 1i ®won obi kifle {i
gbogbo enu so pelu dwon odomode

iya/mama kii feso pelu
(i) awon omokunrin (scwadi fun 1dt pelu)

(li) awon omobirin (sc wad: fun id pelu)

“'Oﬂ? * b of o
* Scbeere sii oro ilcra loromo bibimo 11 awon
_-_-_-____--_—---_-_..u-——'_'_'—-_._-—._--
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lys/mama kii feso pelu
(i) awon omokunrin (sc wadi fun idi pclu)

(ii) awon omobirin (se wadi fun idi pclu)

c.) What is the ideal age for parents
lo start discussing issucs about STls,
Pregnancy prevcention and abortion

with Useir adolescent children?

Ojo-ori wo loye ki odomode pe ki
obi to le ma bo sasaro po lori oro lo
jomo Kokoro arun nipasc ibalopo,

Idena oyun nini o1i Didcna siseyun

Reguest for rcasons for the preferred oge for

doing so d1h their suns and daughters

Roo won lati so idi fun ojo ori li obi laramo

lali mo so irufc oro bec pclu awon

omakuarin eti awon omeabiriu

d) What

circumslances, events or behaviours

ate lthe factors.

that prompl or molivalc parenls lo

stan discussing reproductive health

matters  with  their  adolescent

children?

d) Kiini owon ohun sisc, Iscle tobi
iwuwasi, 10 man tad obi kan tabi v
won soke [ali bere fi{iorojomitoro

lori ilera toromo ibimo pelu awon

omo won?

c.) What are the
basriers lo the discussion of sexual,

pregnancy prevention and abortion

with children among parcnis

_-_-_-_____l.l—-
factors that serve 0S

Reguest them to discuss faclors that motivalcs
(1) Mothers o start discussing with

a. Daughters

b. Sons

(i) Foihers

Daughters

Sons
Probe for religious end socio-cultural lactors

Roo won |ati soro lorin kan icunisoke
(ili)Awon iya lali bere ibajiroro pelu

c. Awon Omobinin

d. Awon Omokunrn

(iv)Awon baba
c) Awon Omobirin

d) Awon Omokunrin

e ——

Lesd them (o discuss
Inhibjting faciors among mothcels

Inhibiting factors among fothers

R
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Awon nkan woni oduro gegeby’
idanilowoko si iforojomitoro oo
lori ibalopo, idena oyun nini otj

siscyun pclu omo larin awon obi

Mu wen lo sinu iforojomitoro oro lori
Awon ifanfa-abehinyo larin awoniya

Awon ifanfa-abehinyo larin awon baba

What arc the circumstances, events.
behaviour etc that make patents to
start  discussing STls, Pregnancy
prevention and abortion related

matters with their children?

Kiini awon ohun sise. isele,
iwuwasi, ati becbee loo (bbt) to man
mu Ki obi bere fifiorojomitoto 10
jomo Kokoro arun nipase ibalopo,

pelu awon omo won

’robe for specific behaviou r among

- Boys
- Girls

Scbecre fiin awon iwuwasi sansan/pato [arin
- Awon Okunrin

- Awon Obirin

In your opinion, who do adolescents
prefer 1o be discussing sesual,
pregnancy prevention and abortion

matter with,

Probe for those preferred by
- Boys
- Girls

Ni ero i yin, tani awon odolangba
feran lati ma ba sajoro M@ npa
ohunlojo ibalopo, idcna oyun nin|
atioyun sisc .

Scbecre fun cnitt Kikokan won yii

yantayo/ foromo
. Awon Okunrin

.. Awon Obirin

——
_.——-_-—-_-—.

Probe lor reasons behind theis prtfcmdﬂ

choices

Scbeere fun anon idi to wa lehin irufe yi
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| What arc the special woys

{ L for | Probe for usc of the follow ing:
tcaching or motivating parents 10 be ’

discussing issues about ST,

- Training

- Film show
pregnancy prevention and Abortion | _ peer edycation
matters  with  their  adolescent | - Imom

children? - Pastor

- Heath workeces ctc

Asvon ona patakii wo ni 0 lc Ii ma | Sebeere lori liloawon won yi:
ko tabi ru swon obi sokc tati Je ma | - idonilcko

sc iforojomitoro Jori awon nkan nipa | - Ircitage’ere onise

kokoro arun nipase ibalopo, pclu | - Kikoni clegbejegbe

awon odomode won - Imamu

- Alufa/pasito

- Awon osis¢ ¢to ilera bbl.
- —

a.) What do parents neced to be taught to enable them (o be discussing issucs relating
{0 sex., pregnancy prevention and abortion with their odolescents? |'

a) Kinni awon obi nilo lati je Kiiwon Ic ma ba awoa odo langba won jiroro loes owon

ohun tio je mo ipalopo, didena oyun nins ati 1seyun.

b.) What do adolescents need to be taught to cnable them 10 bcﬁscuss'ing 1SSUCS

pregnancy prevention and abortion with their parents?

relaling to sex,
le je kii won mo ba awon obt won jiroro lori ohun |

b.) Kinni awon odo langba nilo lati

ti o je mo ibalopo, idena oyun niniati oyun sise.

m——r

Thank you for taking the time to Participote in this dlscussion.

E se fun fifi akoko ¥io sile latl Kopa ninu ifiroro yil,
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Appendir lla

Basciioe Questionngire for Parcnts

Eflect of Training Intervenlion on Knowledge and Repraductive Health

Communication between

Parents and their Adolescents Children in two Communilies of Oyo Slaic

Greclings: My name is . .0 student in the Ocpannment of

Health Promotion and Education, College of Medicine, University of Ibadan Wg arc

conducling o rcsearch project to determine the

Effcct of Training intervention on Knowledge and Frequency of Reproductive licalth
Communlcatlion between Porents and their Adolescents tn this arca.  Adolcscents are
considered to be children in the group 10-19 years. | am here 0 icaom from you and would be
very glad i f you con spare me some minutes to share your experiences with me. Please fecl
fice 10 shoare your beliefs and opinions with me. All our discussion will be kcpt conlidential
and would be used 1o design appropriate intcrvention progtammc (© pPromoic parent-
adolescent communication relating 10 adolescent reproductise health i this ecommunminy. We

also want 10 nssure you thal names sre nol requircd during this inteniew. Thanks fos your

anticipated co-opcrution,

LGA NAME: SN

SECTION A - Socio-Demographlc Characteristics
Instruction: Kindly provide answer to the following questions about yoursclf by ticking (+)

the altcmative answ.ers You think arc appropriate in fine with your views.

(Actual age oryear of birth?)

[, \Vhotis yourage asat kst birthday___
Fatber | ] 2. Mother [ ]

) 2 Hausa[ | 3. f8bo[ | 4 Others (specify)
(slom [ ] 3. Tmditional | | Orhees

Role in the family |
Ethnic group 1. Yoruba [
Religion 1, Cheistianity | ) %

(sPecify J

BN
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Highest le :
i Sse dvel of Education 1. No (ormal cducation| | 2. Primary cducatinn | |
.| See : .

ondary education[ | 4. Vocational [ ] s, Teaiary education ] ] 1~ NCL

[ ] 2=OND { | 3=HND[ | d=University [ |

Occupation 1. Civil servant [ 3. Trading [ ] 3 Arlisan [ ] 4.Forming | )

5 Houscwife [ ] 6. Labourcr/clcuncr[ ] 7. Sellemployed [ ] 8. Others (Specify )
What is your marital status? 1, Magried { ] 2. Widowed[ ] 3.Widower| ) 4
Never married { ] 5. Divorced } 6. Separsied ( ] (Ask Q8 if marrted ony)

(For married only) what is your type of marrisge 1. Monogamy (] 2. Polygyny [ ]
Arc the wholc family (husband, wife {vies) and children) living together in the same
housc/apartment? 1.Yes [} 2. No[ ]

How long have you been marricd?

Are you living with your husband/wifc and childrenin the samec house? 1. Yes | ]
2,No ]

. How many children do you have? ~__(Putoclual number).

. Number of Males Number of Females (Put actual number),

How many children do you have who ore betveen the ages of 10-19 years?
i{ow many are boys l{ow" mony are gitls

Are you living together with your adolcscent children in the some house? |. Yes [ ]

2. No{ ]

SECTION B: Knowledge of Adolescent 1teproductise Heulih
15. Which of the foliowing ways con adolescents usc for the prevention of pregnancy * Y Ou

can tick (¥) more than onc you considered correct.

SN Ways or means ol pregnancy prevention Tmcj False J l
1. | Abstaining fiom scxusl intcrocoursc ! l

Uee = = a1 —

2. | Use of traditional ring | =

1'3. | Using condom for cvery oct of sexual intercourse | | ‘l‘

T Having scxual intercourse only during safc per io_d t .

i
e ———

— - — ] ![ i

5. | Use ofany modemn McthodsS of contraceptives

i (| e ———— ——— =

e ——

|
7. | Avoiding cosual s¢X | |

1.Yes| ) 2.No{ | (Y N go i (223
cent children age 10-19 to get HIV/AIDS?

6. | Use of traditional bead e __l o _]

e e——

p— m—

16. Have youeverhcard© (111V/AIDS?
17a. Do you think it is possiblc for adoles
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1.Yes[ ] 2Nof ]
If Yes, please explain how:

If No, please explain why

Is it possible to prevent HIV/AIDS among adolescent? 1. Yes| ] 2. No |

Which of th ing .
¢ following g Inig or Fulsc about how to avoid geuwing Scaually

Transmitted [nfections?
SN

Satements True False
I. | Absizining fromsex compleicly

Being faithful 10 one paniner

Avoiding casual sex

Using condom for cvery act of sexual intcecourse

Nol shoring blade . A |

Not sharing toilets, comb or clothes

i
3}
4
5. | Avoiding commercial sex workers
6
3
8

Nol sharing cating plaies or utensils ' |

Mention 3 modes of transmission of 1{1V/Don ‘1 the read options, tick as mentioned)
1. Sexual intercourse with infected person [ | 2. Mothce-to-Child transmission | |
3. Through contaminatcd blood transfusion [ | . Shanng of sharp objcct such as

razor blade/knife{ | S. R,
2i.  Mecntion 3 potcntial health risks or problem associated with carly prcgnancy among

adolescents (Do 't the read opstions, tick as mentioned)
I. Contacting discascs including HIV/AIDS and STDs | ] 2. Genital fistufac | |

3 Matemal morwlity | ] 4 Inferillity [ ] 3. Cervicalcancer | | 6 Cacsanan

delivery ( ]
22, Plcasc indicate whether True or Fglse to the following statements

| | Knowledge Statemients il e -;llmc 1;},,‘
*T' Puberty marks the beginning of scxual motunty , |
2. | Puberty starts carlicr in girlsthan boys
3. | Girls aged 10-14 years who cxpernience mensiruation cannot
become pregnant becouse they arc 100 YOung _ e
3. | Altraction towaids OPposite sc¥ is normal at pubcny |
5. | Tt is possible for malcadolescent [0 impregnase 2 girl |
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6. | Adolescents who don' have sex oceasionalfy are sexually. ‘
unhealthy

Not having sex a1 sll or not having sex occasiorally ean lcad to
 sickness for boys

8. | Not having sex at ail or not having sex occasionally can fcad to
sickness [or girls

A e ——

Somc parents like you often say the following staicmem about adolcscent
reproductive health for cach. indiceic whether you Agrees Disagree, or Not Sure
about cach of the following statements with it.

Statcments Agrec Disagrce | Not Sure

1. A girl should have sex befare she gets married

2. A boy should have sex beforc he gets marsried

3. Unmarricd young people who have slaned

having sex should use a conlraceptive method 10

evoid pregnancy

4, Young pcople’s Knowledge of contraccptive ;I? -

; I
encourages them Lo have sex with many peoplc '

5. Discussing RH issues with adolesccnl con make |

them sexually promiscuous. |
6. Parcnls should be discussing ARH issues wiih } |

their adolescent children |
7. Adolescent should ncver be exposed 10 ARN |

issues, e
8 }’am_t;ls;_s_hzulz be conlident in discussing Rt

issues with theer adolescents

——+

v.lcdgc of conmracecpine | \

g, Young people’s kno

1 car of
encournges them 10 have sex Without f

prcgnnncy A - B et

S

——

——

0]} CO\!\IUwc,\TloH BETWEEN PARENT AND
S g M '

SECTION C: PATIERN

NTS ‘ , { children?
et discussed ARIE Issucs with ony of your adolescef
24,  Have you ever dl

I.Yes | ] 2 Nol | U/No,gnton'sffonu)
. Yes ;
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Il'" ::s. Whlen Ywns the last time you discussed AR issues with your odolcscent

en? 1.
children? 1. Yesterday [ ] 2. Today [ ] 3. Lastweek| | 4. Twowcck'sago| )
5. Last Month [ ] 6. Can't ;emember| | 7. Others

How often do you Jiscussed ARH issues with youradolescent children? L. Oncesn a

week [ ] 2. Twiceaweck( ] 3. Oncc in amonth|[ ] 4. Twiceamonth | |
5.0Once n three months [ ] 6, Other specify

Whot situations made you discuss the ARH information with your children the last
time you dtd so?

Whot did you discuss with your adolescent child the last lime you did so0?

Who initiated or encouraged the discussion on ARK? L. Myself [ ] 2. My adolescent
child| ] 3.Myspouse [ ] 4 My Neighbeur [ ] §. Others specify
At whot age do you think is the best lime to start discussion about RH with an

adolescent for molc?

At whot oge do you think is the best time to start discussion about RH with an

ndolescent for female?

Give rcasons for the age given by you for male

Give reasons for the age given by you for female - I _
Have you ever requestcd someonc (o discuss R11 issues with your odolescent? t. Yes

[ ]2. Noi ] (If No. go 1o Question 34)

If Yes, cap you mention who was iavolved? (i.¢. i terms of relononship io JON)

If yes to Question 31, why did you requesi SOmcORc clse 10 discuss RH with your

el el

children PR L s =S
At what time do you discuss ARH with them? (Can tick (v) s mony as possthic)

(" Afterschool / Day'swork [ ] 2. During weekend | | 3. When bscethem with

theic friend [ ] 4. When the adolescen
n issucs about

{ ask such question [ ] 5 Whenthe

adolescent misbehaves [ § 6. Whe ARV issucs comes up {0 the edld
cen A

eg.TVI 17 Othets (spesify_————— : |
Dg ce| comforable discussing ARH issues with your ddotesecnt childron during
0 you

1.Yes [ ]

S—— -

the last time you did 507 2. No[ ]fNo.gofo Question 37)

Bive red sons —rr— —

If yes to qQuestion 35.
IfNo to Question 35, Biv
Do you think your gdolescent chi

Idren hove cnough knowledge of ARI} issucs?
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44,

45,

1.Yes{ ] 2. No[ ]| (/Yesgoro Q 40)

If No, which aspect will he/she like 10 receive morc information?

Do your adol escent children open up or ask questions when discussing RH issues with
them? 1. Yes[ ] 2. No[ ] (ifNo, go to Questlon i2)

If ycs. what arc their [requently asked question?

flosv does your adolescent respond to the ARI discussion?

1. Look very interested { ] 2. Looksomchow interesting [ | 3. Indifferent | |
Will you like 10 continue discussing ARH issues with your children in the [uturc?
1.Yes (] 2- No[ ]

Apan fiom ARI issucs, what other things do you usually’ discuss swith y our
adolcscents?

SECTION D: SOURCES OF ARI INFORMATION TO ADOLESCENTS |
What are the sources of ARI1 issues avoilable to adolescents in this community (T7ck ¥

all mentioned)
SN | Sources | Mentioned +NOI menticaned
1. | Pecr/Friends - __ ___1_
2. | Radio 1 -
3. | Television e J_ .
4. | Ncwspaper/Magazine | |
S, | Posters | |
6. | Teacher/Moss | l |
7. | Health workcrs B e | == i|
5 [ Pastorimam | 1
9, Grond Parents |
!-10. Others {specify) —— T a0 lescent would | prefer 10 obtain from the

What type(s) of informatio

( Ie) k they preler the sources lor thy
following sources {peopic/s

and why do you thin

et eetynes of Information oSt Pre fencdto | Why/Reasons
Sources Ei/_/______,_____ .
i. Mother _1__________‘—— 1 o)
L_?_'_______._-—-—-"'_ e B
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46.

ARH informati

d
Which of the following people/sources o adolescen
on and ge reason(s) for your answ er?

I|,'S_ourt_:ts Two types of Information most -prcfcmcd o] \\'hxmuwm—
= gct '
| 2. Father 1.
| is.
3. Peer/Friends |
2
I"4. Radio l.
3
5. Television l. :
2,
6. Newspapers 3 ‘
ES N
7. Posters .
28
8. Teacher/Doss L.
D
9 Heallth workers 1.
3
= p_ 1B !
10, Pastor/lmom l. i
2. )
i 1. Grand Porcnis l.
7]
12, Others
(specify) | children prefer lo give them

Preferred souice Most prefermes ] Reasons for the preference
| et (can tick as man’ (Tick only o,
ﬂ as Possible) )| B SER
. | Mother | i !
2, | Fother e — —
3. | PeeriFricnds
4, | Radio
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s, Television

6. Nc_\_vspapcrs

7. | Postets

8. | Teacher/Boss L

9, Health workers

1Q. | Pastor/lmam
11, | Grand Parents
12. [ Others (specify e

Do You consider yourself a knowledpeable source on adolescent reproducinc h\jlh

|
—_——

J——
——

(STI/H1V, Pregnancy and Abortion prevention) fo your adolescent child? 1. Yes [ ]
2. No{ ]
[f No to question 47, why?

48.

SECTION E: FACTORS PROMOTING ANNIBITING PARENT-CIIILD

COMMUNICATION
49.  \What are the things that cen promote parent-child communicstion on ARH?

$0.  Whatore the things thatcan inhibit parent-child communication on ARH?

—

AR provided by parenis to their children b

$1.  How can the quality of snformation on
improved?
Training of Parents on ARIN [ ]

Healdh talks by health workees [ ] |
c ) (1ick v as marny ds approprioie)

| [
4.  Throughdrsma [ ]

Use of IGC materisls | ]
(community meeting [ )

]
2
3. Audio - visual
S

e

6, Throug! Use ©
7

Othess {specily)—— ‘ ;Tncm of parent-children communication

$2.  \Whay sugpestions do you have for the impio

on adolescen! reproductive health? e o —————

me to porticipate 1ty Inlenien

[ thank you Jor taking the i
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Appendiy []b
Dascline Questionnaire por Adolescents

Traini -y
Effeciof I'raining Intervention on Knowlcdgc of Reproductive lealth Communication

2 » .
between Parents and theijr Adolcscents Children in two Communitics of Oy Statc

Greelings: My name is . a student in the Department of
Health Promolion and Educsiion. College of Medicinc. University of lbadon We are
conducling & fescarch project 10 dctemmine the Effcct of Trainiog latervesiion on
Knowledge und Frequency of Reproductive liealth Communicalion between l'orents
and (lieir Adolcscents in this arca. Adolescents arc considered 10 be childien in the group
10-19 years. | am here (0 learn from you and would be very glad i you can spare me some
minuies 10 share your experiences with me. Pleasce fcel free 10 share your beliefs and
opinions with me. All our discussion will be kept conlidential and would be used to design
sppropriate intervention programme (0 promote parcnt-adolescent communication relating 10
sdolescent reproductive health in this community. We also want 10 assure you that names are

not requircd during this interview. Thanks for your anticipated co-operation.

LGA NAME: \X - SN

SECTION A _ Sacie-Demaographic Chazacteristics

Instruction: Kindly provide answer lo the [ollowing questions about yoursell by ticking ()

the alternative answers you think arc appropnate in line with your views
{in years)

1. What is your age as at last birihday

2. Sex |. Male[ ] 2. Female [ ]
3. Category/Occupation 1. In.school [ ] 2. Out-of-School [ ]
4

Class (For in-school only) 1. Primary6( ] 2=JSS 1| | 3=)SS2] |4 =)SS3
6=5SS2[ ) 7=SSS3[ | 8=Others (Specify)

1. No formal education | | 2.

[ ] 5=SSS1{ ]

5. Educational 1evel (For out-of-school only) |
] 3. Primary education [ ] -.Some secondary education | |

Qur'anic education [

. Comp[clcd scconda,ycducalion l ] |
3. lgbo [ ] 4. Others (specify)

o e I Yoruba [ 12 Mausa [ |
Lihnigggun ] 3. Tmditional [ | 4. Others (specify

Religion 1. Christiamty [ ] 2. Islam |

i line
8.  Position in the fomily olong mother TiRE_
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Father’s level of education.
ucation: |, No formal| ¢ducation [ | 2. Primaiy cducation | |

3. 5:‘30""0‘)’ cducation (|} 4. Vocational [ 1 5. Tertiacy education| | 1+ NC
[ } 2*OND [ |3=HND [ ) 4=University [ |

10,  Father’s Occupation | Civil servant ] 2 Trading [ ) 3 Anisan[ | 4 Farming

{ 1 5 Others specify

11.  Mother’s level of education 1. No formal education [ | 2. Primary cducation [ |

3. Secondory education { | 4. Vocational [ ] 5.Tcriny education| | =
NCE([ }2=OND [ ] 3=IIND[ ] 4=University[ 1}

2. Mother's Occupation 1. Civil servant [ ] 2.Tiading[ | 3. Antisan] ]
4. Farmning [ ) 5. Housewife [ ] 6. Others (specify

13.  How many wives is your father having? 1. Only my mother [ ] 2. wife/wives
apart ftom my molher
13a. How many children does your family have? ____(put actual numbcr)

13b. How many children ate boys? _ How many arc girls?

)4.  With whom are you living now? 1. With both Parents | ] 2. Motheralone | |
3. Fatheralone[ ] 4.Alone [ ) 5. Relatives [ ] 6. Guardion [ ] 7
Girandparents [ ] 8. Boy/Girlfriend [ )

SECTION B: KNOWLEDGE ON ADOLESCENT REPRODUCTIVE HEALTI

15.  Which of the following ways can adolescents used for the prevention of pregnancy?

You can tick (¥) more than one you considered correct

SN Ways or means of prcgnnncy ;&vcmion Truc | False
. bsiaining from sexual intercourse

Sk
acl of sexual ntercourse .

2. | Use of traditional fing
3. | Using condom for cvery B
4, l Having Sexual inlcrcourse only during safe period

EE—

Use of any modem Methods of contracc PUVES 1!

—

—T

L
6. | Use of uadisional bead L

R ———

7. | Avoiding cosua| s¢X

6. Do you have a boylftiend/girl{richd? 1.Yes | |' 2.No [ |
your [ rst sexual intercou Fse? __years

17. A1 what age did you experience
Never [ ]
I82. Have you had sexual intcrc®

urse in the 13st $iX months? 1. Yes[ | 2. bo [ ]
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26.

Did you use condom during the last soxual onco
unicr |,

How many scxunlpmtncts do you ever have? s N a

How' many sexual partners do you have as of today?
Flove you cver heard of HIV/IAIDS? | yes |12 Nu|
Do you think adolesceny children are gt

| (UA\vgoio ()23)
risk of geuting HIV/AIDS? 1 Yes [ | 2.No

[ ]
If Yes, why?
If No., why? = Y e

Is there anything that can be done 10 avoid conwacting HIV/AIDS? 1. Yes [ 12. No

[ ]

Which of the following is True or False about how to avoid Eeting Scxually
Transmitted Infections?

SN Stalements _1Tn7c"“l=nlsc A

Abstaining fjom scx complctely

2. | Being faithful to onc paiiner et
3. | Avoiding casual scx -4 .

_-i-_ Using condom for evesy actof scxu_nl Inlencourse "_"_ J
5. | Avoiding commcrcial sex worker ' i |
6. | Not sharing blade

| 7. | Not sharing toilets, comb or clothes

F‘i Not sharing eating plates or utensils _ 1

Mention 3 modes of transmission of HIV (Do 1 the readd options, tick as memioned)
. Sexual intercourse with infected person [ | 2. Mother-to-Child transmission | |

3, Through contaminatcd blood transfusion [ ] 4. Shoring of sharp object | )

Mention 3 potential health risks of carly pregnancy (Don 1 the read uptions, tick cis
mentioned). 1. Contacting diseases including 111V/AIDS and STDs [ 1 2. Genutal

fistulae [ ]J.Molcmalmmm"f)' [ ] 4 Infeaility | | 5. Cenvical cancer | |

3 6 = o=

6. Cacsarian delivery [ )
statcments

Pleasc indicate whether True of False 10 the following 90
== True | False

Knowledge Statcments

}. | Puberty is the beginning of sexual matunty’
2, | Pubcrty stasts carlier in Birls thon !_!0)5
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CGerls @ .

s 'Wl;ﬂ

—

e

!hvmmmmm
7, | Adoiescents who don't have sex occasionally are sevually |
! unhealthy

8. | Not having sex st all or not having sex occasionally can lead to
stckness for boys

Not having sex al all or not having sex accasiorally can lead 1o
tickness for girls

—

f

27. Some adolescent like you ofien ) the foliowing matcowen! shmd sdodcscent

reproductive henlth for cach, indicale whether you Agice. Disagiee, of Not Sure
about each of the following statements with iL

e —
— C— ———

‘ﬁ."“*"*“WI—N«m

)

1atements |
1. A girl should have sex defore she gcts married
2. A boy should have sex belore he gcts masmied

3. Unmarricd young people whohave saney having

scx should usc
a contracepiive method 0 old pregrancy i

FE " Young people’s know ledge of contrsceplive
cncourages them 10 have sex with many people

§. Discussing R11 issucs with adolcscent can mal¢

them scxually promiscuous. [ T | |

6 Parcnts should be discussing AR} |
adotescent chitdren T !

[adolescentem
7 Adolcscent should never be expased - 4 |
be conlident in dlscussing R ssucs | |

8. Parents should |

theiradolescents

\;]lh‘(oin: people’s knowlcdge of COnlracCph\e |I |
p them O have sex™ ithou fear of preguancy

syl B

T

————

INICATION BETWEEN PARENTS AND

SECTION C: PATTERNS OF COMMW

THEIR ADOLESCENTS
28,  Jlave you ever Jiscusscd AR

JfNogo to Q 63)

j Issues With any ofyour parenis? | Yes! 12 No|

i1l
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30.

3l

32

33.

34,
35.

36.

3%

38.

If Yes, when was the fast time you djscussed ARH issucs with your purents?
Yesterday [ ] 2. Today[ J 3. Last week | ] 4. Twoweck'sago| | 5. Last
Month [ ] 6. Con'tremember( } 7. Others

s — e g—

How often do you discussed ARH issues with your Parcnts? |. Onceinaweek [ ]

2. Twiccaweek[ ] 3.Onceinamonth [ ] 4. Twiccamonth [ | 5.0Once in
three months [ ] 6. Other specify

What situntions make you discuss any of the ARH information with your parcnis flic
last time you did so?

What issues of ARH did you discuss with your parents the last time you did
502

Who initiated the discussion on ARH? ). Myseif | ] 2. My Parens[ ] 3- My
neighbor{ | 4. Othess specily

Were you satisfied with the contents of the discussion 1. Yes [ ] 2. No [ )

IfYes, give reasons

Il No, give rcasons

Were you sdtislied with the duration of the discussion 1.Yes [ 1 2. No [ |
If Yes, give reasons

If No, give reasons

Quaslity of Cornniunication

39.

: ity ication
Indicatc Yes of No to the following questions on the quality of communicatio

betyveen you your parents the last time you discussed AR issues

TYes |No T

A | Clarity of message |
s 1alked about? |

1 Did you understand what your Parcal

2 | Did you understand what was lmporlnnl in the message? !

Tthe confusing “word |

Did your parcnls clasify the Meaning 0

or MEssa gc? -

e
7
Did you think your parents undcystand your mcssngc ne |

hanged casily undemand by vou?

Docs the message EXC ot e

—

ol Ly el
ResponsiYeness —
| responded to ™My questjons and FeQuUCsLy quickly |

My parcn

) I e

- i sion
during the discus — eIy uncomfotlnblc | |
m

2 | The discussion "B_ILS___________#_._ S ——

-l —

212

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



sileat moments

1o listcn minc peespectives
When | raised questions or concern my parcnis oddiessed ]
them immecdiately.

3 | My parenis are willing
H JF

5 | Oneofus kept silent from time 0 time during discussion
C | Comfort

1 | Arc you ncrvous talking to your parenis?

2 | Did you fee! that your parcnis trusted you.

3 | Did you feel thet your parents are trustwosthy?

4 | Were you comfortable interacting with you parents?

5 | My parents fec! comfortable discussing with me.

At whaot age do you siart such discussjon with your parents?

Do you involve other people in discussing ARH with your parenis? 1. Yes | |
2. No[ ] (IfNogoto O 38)

[finvolve others, can you mention who (probe for those involved)

\WWhy do you involve this person during the discussion? —

Do you think it is important to discuss ARII issues with your parents? )-Yes | |
2.No| |

Give reasons =\
Do you support the idca that adolescents need to discuss RH issues with their parenis?

1.Yes[ ] 2 No[ |
If Yes, why do you support it

If No. why nol?_
you discuss ARIH with them? (Can tick ( s’) as nicny as Pos::b!c)

During Weekend { ] 3. When with their friends| ]

What time do

1. After Day’swork | | 2.

4. Whea asked reloted questions [ ] 5. When onc adolcscent
5 comes upon the media [ ]

misbehave in our

environment[ ] 6. When issucs about ARH issuc

7. Others Specify e eer———"—"—" """ %
D fec} com(fortable discussing ARI | issues with your Fether? 1. Yes [ | 2. No( |
o Yyoulec

ARI1 Issucs ‘vith your mother?l. Yos | | 2. No | |

Give reasons |
Do you fcel com(oitable discussing

P——

o

. = ##-.#-—
g rcnrso':s_ﬂd;mscussins ARI] issues with both parents? 1.Yes{ ]2.No [
Do you tecl com
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Give rcasons

Do you think your Mother have enough knowledge of ARI issues? 1.Yes | ] 2-No | |
Do you think your Father have enough knowlcdge of ARH issues?l. Yes [) 2.No []

Are your parcnts open up or ask questions during the discussions?). Yes [] 2-No [ ]
(If No, go 1o Question 59)
Il Yes, in whot way

Do you think your parents like or approves of the ARH discussion withyou? 1. Yes
]l 2 No[ }

Give reasons

How docs your parent resgond 1o the ARH discussion? | . Look very iaterested [
2. Look somechow interesting [ ) 3.Indifterent [ |

Will you like to continue discussing ARMN issues with your pazcnls m the fulune?
I.Yes{ J2. No[ ]

Apari from AREL issues, what other things do you usually discuss with your

patcnts?

SECTION D: SOURCES OF ARH INFORMATION

214

63. \hat are the sourcesof ARH ‘ssues available 10 you? (Tick all mcilig\fd}_ )
Mcntioned | Not mentioned
SN | Sources d e
1. | Mother | ——
2. | Father —
3. | Peer/Friends Bl | . -
4. | Radio il
5. | Television
6. | Newspaper L. _:
7. | Posters |
8. | Teacher/BOSS
9. | Health woskers |
(0. | Pastor/Imam ,
11. | Grand Porents I.
12. | Others ('SPC‘-‘if)') = source Of adolescent rfeproductive heahh
i B Cﬂ"::::”i:} u;r:::m.}- and Abortion j:rru-mmn] 1o you? | Yes | |
information (STUFY,
2. No [ ) -
65. If No, “‘ll}"?___________-—-——-—"‘—f—
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hat type(s) of information do yoy prefer 1o receive from the following sanrces
{people). and why do you prefer that sourcc for the infornation?

Sources Two types of [nfonnation Why
preferred to gel

1. Mother

2. Fother

3. Peer/Friends

4. Radio

5. Television

6. Ncwspapers/
Magazine
7. Posicrs

8. Teachcr/Boss

9. llcalth workers

| 0. Pastor/lmam

11. Grand Paorents

I PR E et i Eadid o Bed Rt e it it

.0t speeify) u] Ly _
\\I’Izm?l :cfr:h(cp:ollmsing people/sourse do you prefer 10 give you AR information
|
I swer? N
and give reason(s) for your an
Preferred source (can | Most preferred | Reasons for the
QY™ lick as many as (Tickonlyonc) preference
possiblc
l. Mother
2. Father
3. Pccr/Friends
4, Radio
21 Televislon —
6, Newspapef$ e s — T 1
K Posters —— & | i —
8. Teachef/Doss — - —
0. Health e
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|'workers |
1. | Pastor/Imam
'1t. | Grand Parents

12. | Others |
{specify) -
SECTION E: FACTORS PROMOTING /INHIBITING PARENT-CHILD

COMMUNICATION

68. \Whot are the things that can promole parent-child communication on ARH?

69. What arc the things that can inhibil parent-child communication on ARH?

20. How can the quality of information on ARIE provided by porents to their childien he
improved?

i Training of Parcntson ARH [}

2 Hecaith tolks by health workers { ]

3. Audio - visual

4

[ ] (Tick “as many as appropriate) i‘ fr \
-3
. Through drama [ ] ¥ )
5 Use of IEC morcrinls [ ] .
6. Through community mecting [ )
7 Otmrs (Spcc.lr)’)...-. secevee® cec00s0nebietdetaesé®rats OO N s

i f parent-children
71. What suggestions do you have for the improvement o1 p

olescent reproductive health?___ . —

communication on ad

J thank you for taking the time to participole ! his tntervien
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Aphcadix Il 1o

Post-Intervention Questionnaire for Pureats

Effcct of Training Intcrvention on Know ledge and Frequency of Reproductive Healh

Communication between Porents and Adolescents Children In twy Communitics of 339

Stalte

Greetings: My name is , a student in the Department vl

Health Promotion and

gducation. College of Mcdicine. University of Ibadan. We are conducting a research project
10 determine the Effcct of Training Intervention on Knowtcage and Frequency of
Reproductive Health Commurkatlon between Parents snd thelr Adolescents Children
in this area. Adolescems are considered 10 be children in the group 10-19 years. | am here 10
leam from you and would be very glod if you can spare me some minutes to share your
experiences with me. Plc ase fec! free 1o share your beliels and opinions with me. All our
discussion will be kept confidential. We also want (o gssure y0u thol names are ot required
during this intervicw. Thanks for your anticipalcd eo-opernlion.

LGA NAME: SN___ —

S —

b islics
SECTION A - Socin-Nemographic Churicter P
on: Kindly provide answer 10 1he fo}lowing questions about yoursell by ticking (¥)

Instrucd _ -
appropiiate 10 line with your vicws.

(Actual age or year of

the altemnative answers you think arc
1. What is your age as ol last bithday

birth?)
2. Rol in the family | Father[ ] 2. Mother [ ]

3 Ethnic group | Yorubnl | 2 Hausa | ] 3. lebo [ | 4.01hers (specify)
. n =

jtional | ] - Others tspecih
R 3 Islam [ ] 3. Troditions
d, Religion 1. Christionity [ ]

=)
3, Highest level of Education

| No formal cducation [ ] 2. Primary education| |

4. Vocationat | | 5. Tcriary cducation { 1 1= NCE

$=Universiy[ | >
[ } 2 Trndmg[ ]13 Atisan [ 1 4-"‘""'“3‘ ]

7 Sclf-cmp!O)Cll { ] 8. Othess

3. Secondary education[ ]

[ ] 2=OND | ] 3=HNDU |
1. Civil servan!
] 6. Labourer/cicaner i ]

)

6. OCCUpillion
5 Housewile {

(Specify
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[2a,

15.

16.
17a.,

i 7o.

17¢.
18.

What is your mnarltal siaius? |, Morricd | | 2, Widowed | §3.Widower | |
4. Never nlorried [ ) S. Divorced [ ) G Scparated [ | (/Isk Q8 ¥f marrted onlp)
(For married only) what is your type of mazriage 1. AMonogarby | ] 2. Polygyny| |

Are the whole [smily (husband. wile (vies) and children) living togetherin the same
housc/apariment? 1.Yes [ ] 2. No{ )

1low fong have you been marricd?

Asc you tiving with your husband/wifc and children in the samc house? I. Yes| |
2.No [ |

How many children do you have? {Put actual number).
Number of Males Number of Females _ {Putaciuat
numbecr).

How many children do you have who are betwcen the ages of 10-19 years?
How many are boys__ lHow mony are girls N

Are you living together with your adolescent children in the same house? | Yes [ |
2. Nof ]

SECTION 13: Knenledee un Adolescent [teproductive [leabil

Which of the following ways can adolescenis use for the prerention of pregnancy?

You can tick {V) more thanone yov considered correct.

“True | False

s

_——

SN \Ways or mecans of pregnancy prevealion

1. | Abstaining from sexual intercourse

_ e — i ————
e — b —

' r
3. | Use of traditional ring d
3. | Using condom [or cveryact of scxua) Intercourse [
4. | Hating scxual inlercourse only during safe l‘:i“’d |
5. | Use of any inodem methods of conleaceplives -
6. | Usc of traditional besd =

——
———

—

e

-  —
7. |'Avoiding cosual sex
Have you ever heard of IMV/AIDS? 1.
Do you think it is possible for adolescent
|.Yes[ ] 2Nol ]

If Yes, please €Xplain how -y

lease cxplain Why __ ——— aLNol )
ften ¥ Il:‘:fcw.re:nt [ V/AIDS among adolescent? |- il
clO

Yes | =37 2No[ JUSNe gato () 24)
children oge 10-1910 gel HIVIAIDS?
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. Which of the following s True or Falsc about how to avall geiting Sexuslly
Transmitted Inlections?

SN S(atements True | Palsc

. | Abstaining fiom sex completely

Bcing faithfu! 10 one pariner

Avoiding casup] sex

Using condom for evesy act of sexual inlercourse

Not sharing sharp objects c.g. blade

& . '
Not sharing toilets, comb or clothes

2.

3.

q,

5. | Avoiding commerciol sex workcrs
6.

—

8.

Not sharing cating ploates or utensils

20. Mention 3 modes of transmission of HIV (Don’f read the optivns, (ick as
mentioned). 1. Sexuol intercourse with infected person | ] 2. Mother-to-Child
iransmission | ] 3. Through comaminated blood tronsfusion | | 4.Shoring of

sharp object such as razor bladeknife | ] 5. Deep kissing | 16,
2 Mention 3 potential health sisks or prablem associated with early preprancy omong

adolescents (Dun 't reud the aptions, tick us mentioned).
1. Contacting discases including HIV/AIDS and STDs | | 2. Geniw) listuloe|

3. Maternal/Child montality { ] 4. Inferiliy | ] §. Cervical cancer| | 6

Cacsarian delivery | ]

22.  Pleasc indicate whether True 0 False to the following statcments

True | Falsc
Knowledge St:alements

1. | Pubeny marks the beginning of sexual maturity

2. | Pubesty storts catlicr in girls than boys |
14 years who expericnce Menstruation cannol

3. | Girls aged 10-

regnant because Uicy aseloo YOS =il —t
| oV pubea)

become P
n towords opposile S£X is noima

for maic 8dolescent to impregnatea girl
arc seaually

—— - L]

e

4. | Attractio

5. | It is possible
6. | Adolescents who

unhealthy ———cionally conlead 1o |

7. | Not having 5¢X ot oll or not having

W; occasionslly

siCknchﬂ____/-—-——
19
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8. | No i : .
: thaving sex ot aff or not having sex occasionally can lead to

sickness for girls

23,  Somc pn'rcnts like you often say he following statement about adolescent
reproductive health for each, indicate whether

you Agrec. Disagree, or Notl Svure
about cach of the following statements wish it

Stittements Agrce | Disageee | Nut Sure

2. A bay should have sex beforche gets marncd '!

3. Unmasricd young people who have staned having | = |
sex should use |

a contracceptive mcthod to avoid pregaancy

4. Young pcoplc's knowledge of conirmccplive
cncousages

them to have scx with many people

5. Discussing RH issucs with adolescent can make

them sexually promiscuous.

&. Parcnts should be discussing ARt issucs with their ‘

adolescent children |

e ————— L

. Adolescent should never E_’cxpt‘);c;j 10 ARN

1SSUCS. I

- . - . _0 -T
8. Parcnts should be conlident in discussing RI{ issues |

with their adolescents | |
9. Young people’s knowlcdge of conimceptive ]
them 1o have sex without fesr of

€ncourages

pregnancy

SECTION C: PATTERNS OF COMMUNICATION BETWEEN PARENT AND
-~ b
ADOLESCENTS

discusscd ARI! issues W ith any of Your odolescent children? 1. Yes| )
u ever

24. Have yo

2, No[ | (ifNo,golo Questivt 449}
the las

y discussed ARH

1 six months? iYes[ ) 2. Nol |

, . : durin
24b.  Did the discussion occur EHIRE issucs with your adolescent

253.  If Yes, when was the last lime )0

children?
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I. Yesterdoy[ ] 2. Today{ | 3. Last week |

] 4. T\Ooweek's opo 5 Last
Month [ | . Can‘uemcmber[ ] 7. Oth gl

crs_
How often do you discussed ARH issues with your ado lescent childsen? ). Once n a

wack: | ‘] 2. Fwice aweek | ]I 3.0Onceinamonth| | 4. Twicea month 1 )
5. Once in three months [ | 6.Other specily

Whatsituations made you discuss the ARI} infortn atjon with your children the last
time you did so?

What did you discuss with your alolescent chitd the last tinc you did
so?

Who initiated or encouraged the discussionon ARH? 1. Alyself | | 2. \b
adolescent child{ ] 3.Myspouse| ] 4, MyNcighbour| ) 5 Qthers
(specify

At what age do you think is the best time 10 start discussion about RE1 with an

adolescent for male?

At what age do you think is the best time 1o star. discussion about RFH with on

adolescent for female?

Give reasons for the age given by you for male

Give reasons for the age given by you for female : 'y

Have you ever requested someone o discuss Rilissues with your adolescent? 1- Yes
[ ) 2. No{ ] <IfNo, goto Question 34)

i Yes, can you mention who was invoived? (he. in terms of retationship to § ui)

If yes to question 31, why did you request someone ¢lse todiscuss RH with your

children e e e S

Atwhat l-ir;;;;)'OU discuss ARH with them? (Cun fick (N) as niony us Porsible)
gweekend | ] 3. When 1sce them

1. After school 7 Day's work { ] 2 Durin .
with their fricnd [ }4. Whenthe adolescent ask suchquestion [ ] 5. When the

6. When issues about AR issucs comes up in the medin

adolescent misbehaves[ ]
eg. TV [ ] 7.Others (specify

Do you feel comfostable discussing ARH
the lasttion e you Jid so? t.Yes| ] 2 No

If Yes 10 question 33, 8ive feaso™ — -
I No to question 35, give rcasons__

Do you think your adolcscent childicn hoy
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issues with your adolescent chiklren during

[ V(f No,Ro to Questiun 1)

e cnough knowledgeofl ARH lssues?



I.Yes[ ] 2, No[ ) (ffl’csgo:aQ.m)

1M No. which aspect will hesshe like to receive more information?

Do your adolescent children open up or ask questions when discussing RAH tssues wiih
them? V.Yes|[ 1 2.No[ } (IfNo,goto Question 42)
If Yes, whnt are their frequently asked question?

How does your adolescent child respond to the ARII discussion?

I. Look very interested { ] 2. Look somchow interesting | ] 3. Indifferent| )
Will you like to continue discussing ARH issues with your chitdren in the future?].
Yes [ ] 2 No{ ]

Apart from ARH issucs, what other things do you usually discuss with your
ndolescents?

—— ——————

SECTION D: SOURCES OF ARII INFORMATION TO ADOLESCENIES

44.  What arc the sources of AR issues avajlable to adolescents in this community ( Tick

Y ull mentioned)

SN | Sources Mentionced | Vot

munlioncd

[ Peer/Friends / |
2. |Radio |
3. |lclevision A = | e ] o 4
4, NcwspapE!Mngnzinc e e L
5. | Posters !

6. | Teacher/Boss R a——

7. | Health workers B e

8. | Pastor/imam N L B
9. | Parents | |
10 |Others Gpeciy) L —— i

g Pe p . 10 give them
of th followin 0 le/sourc€s do adolescent children prcfcr

‘ 7
ARI! information and give reason(s) for your ORSWE

g [Mow Reasons for tﬁc_[)f-cl“gmncc
| Pu-kmd <
S SOUrce | preferred
| | ’
(can tickes | (7 ick 0_!'!)

an
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moany eIl )

us possible)

1. | Mother
Father |
Peer/Friends 1
Rodio i

Television

Posters

2

3

q

5

6. | Newspapers
7

8 Teacher/Boss
9

Health

workers

10. | Pastor/Imam
11. | Grand Parents i | l
12. | Others J
(specify)

Do you consider yourself a knowlcdgcable source on adolescent reproductive heahh

i hild? |
(STI/HILV, Pregnancy and Aborlion prevention) to your adolescent chi :

Yes[ | 2. No[ §
47. 1 No to qucstion 46, why?

SECTION E: EVALUATION OF THE INTE RVENTION
48.  Arc you aware of any Progiamme i this community on Parent C hily

Communication? 1.Yes [} 2. Nof | o o
19 Are You onc of the p.lrcmslmincd? 1. Yes[ [ & No

: Neces ] 2. Not
50 If Yes, how will you 255€s$ the programme? 1. Very necessory' |

(, Say anything obout it [ ] —
necessary [ 1 - Can't Say 0 4 if there is any Otheropportunity in

IBAD AN URIVEREITY | ISRARY

Jih trai
51, If No 1o qucstion 49, are you willing to be t13ine

Il.l uuc? X CS 2 “0 [ !
52 | l [ ] . ulltl [lO"l 'lc P (0 lnI"IIIC, 1 YCS ]2. a\!_OI 1
D person ’ly derive ony " ¢ 10§ . [

from the Progrnmme?

§3.  If Yes, what arc the benefits derived

54, Hoyw was ( the lnleVm“On? -

33. Whot are the things YOU liked abou

21
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What are the things you dislike about the intervention?

What issue(s) did you discussed most with you adolescent child in the 185t Six

months? (Zick N) alf that apply) |.ST| Prevention [ ] 2. HIV/AIDS Prevention
{ ] 3.Pregnarcy prevemion[ | 4. To face their study/work | | S. Abortion
Prevention [ )

Did you encounter any difficulty after the intervention discussing ARII issues with
your adolescentchild? I. Yes { ] 2. Nol |
If Yes, what are these difficukies experienced during the period?

Will you recommend this prog@mme to be conducted in another community in the
LGA? L. Yes [ ] 2.No [ ]

if Yes. why?
If NO. \\'hy'?

[ thank you for taking the time fa participate in this interview
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Appeadixz b

Post-Interventlon Questioonaire For Adolescents

Effcct of Training IntevVention on Knowledge and §requency of Reproductive Hlealth
Communication between Parents and Adotescents Children in twe Communities of Oyo
State

Greetings: My namc is . 8 student on the Deparimen ol

Health Promotion and Education. College of Aledicine, University of Ibadan. e arc

conducting n rescarch project to determine the Effect of Training Inlervention ©on
Knowledge and Frequency of Reproductive Health Communication between Parcnts
and Adolescents Children in this arcd. Adolescents arc considered to be children in the
group 10.19 ycars. | em here 10 lcam from you end would be very gtad if you can sl.mrc me
some minutes to sharc your experiences with me. Please feel free to share your beliefs and
opinions ‘with me. All our discussion will be kept confidentiol. We olso want 10 assur:c you
that numes arc not requised during this intcevicw. Thanks for your anticipatcd co-opcration
I.GA NAME: SN

i — —

SECTION A — Sacio-Demographic Charancieristics
:n:ruction: Kindly provide answer 10 the foMowing questions
line with your vicws.

about yourself by tickng (v)

the aliermative enswcrs you think arc opptopriate in AS
. What is your age as ot last birthday

2 Female | )
2 Sex |. Male [ | : A
). Cusyiosepsin i 1S Om; fS:cssu | 13 Jss2 ] |
4 Class (For in-schao! only) 1. Primary 6 [ |

2 icotion! IRl y. Pri o-cducmiOn | ] 4.Somc secondan cducation | |
. Primo

Qur’onic education [ |
5. Completcd secondary cducmion | |
6. Ethnic group |. Yoruba [ ) 2 Hauso |
Y. Religion 1. Christianity [ ]

] dgbo [ ] ¢ Others (specify)

2 tstom | ) 3: Traditional | ] 4. Others(speclfy

e ——

8. Position in the fanlly

along Mother tine
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Father’ i
cr’s level of education: 1.No l’ormalcducalion[ ] 2. Primay education [ |

3. Secondary cducation ( ) 4. Vocalional 1] 5 Te
[ 12=OND [ ] 3=HND [ ] 4=y
Father's Occupation

fidiy education [ ) l= NCE
Mivessity [ ] 6. Qur'anic cducation [ }

| . Civilscevant{ | 2. Tending [ ] 3. Artison [ ] 4
Forming [ ] 6. Others specify

11.  Mother's level of education 1, No formal education | ) 2. Primary education | )
3. Secondary education [ ] 4. Vocational { ] 5. Tertiosy cducaijon| | | = NCE
[ 1 2-OND{ } 3=HND{ ] 4uUnivesshy [ ] 6. Quranic cducation | !

12. Mother's Occupation 1.Civil servent| } 2. Trading[ ] 3.Anisan[ )4 Fannwng
{ J 5.Housewile [ ] 6. Others{specify

13, How many wives is your lathcr having? 1.Only my mother [ ] 2. wife/wives

apart (rom my mother
13a. How many children does your family have? {put actual number)
13b. How many children arc boys? llowmany are girls?__
14.  \WVith whom are you living now? |. With both Parents [ ] 2.Molheralone [ |
3. Fothcralone [ ] 4 Alone | ] 5. Relatives | } 6. Guaedion | )
7. Grandpatents [ ] 8, Boy/Girlfriend { | 9. Friend [ |

4 SECTION B: KNOWLEDGE ON ADOLESCENT REPRODUCTIVE lil AL

15.  Which of the [ollowing ways can adolescents used for the prevention of pregnancy”

You can lick (¥") more than one you considercd correcl-

SN | Whays or menns of pregnancy prevention True | False |

e — e — e

1. | Abstaining [rom sexual intercourse

e ——————

Use of traditions] ring

2
3. | Using condom for evey act of scxual intercourse |
i

4. | Having sexual intercourse only during sale period
| 4.

5, |Usco ﬁn_y_ma;;ﬁ_ﬁfciﬁas_oﬁﬁnccp_ﬁ_ ves

—F . {

6. |Use of traditlonal bead

7. | Avoiding Casuol sex iy e
Tk S T 7

friend/girlfriend? IYes| ) 2No | |

| intercourse? ____years

16. Do you have a boy
17. At what age did you expericnce your fiest SeXua

NC“CI’ [ ] (Co fo Q 20)

in thel
I18a, llaye you had sexual intercoursc in th

ast six months? 1 Yes[ ] 2 No | ]
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Did you use condom during the last sexual encounter? | Yes| 1 2 No | |
Ilow many sexual pariners have you had?
How many sexual partners do You have as of 10day?
Have you ever heard of HIV/AIDS? 1.Yes | | 2. Nof | (IfNogoto Q23)

Do you think adolescent children pre o1 risk of getting HIV/AIDS? 1.Yes | ] 2.No (]
Il Yes., why?_

[fNo, why?
Is there anything tte t 2an be done 10 avoid comacting HIV/AIDS? 1. Yes | | 2. No

{ ]

Which of the following is True or Faise about how to avoid getting Sesually

Transmitted Infections?

—

SN Statemends True | False

e

1. | Abstaining from sex compictely

2. | Being fuithful 1o one partner

Avoiding casunl sex

1. | Using condom (or every act of sexusl iniercourse

5. | Avoiding commercial scx worker

6. | Not sharing shrnip objects e.g. blade |

7. | Not sharing toilets, comb or clothes ]

8. | Not sharing cating platesor utcnsils b J
issionol IV (Dan't read the updum. tich (w} U

Mention 3 modes of transmi

mentioned).
| Sexual intescourse with infected person [ |

3. Through contaminated blood transfusion |

2. Mother-10-Child ransmission | |

] 4. Sharing of sharp object | ]

y (Dun‘t read the optivns, tick (¥ )

5:-Deep Kissing [ ] 6 ——

Mention 3 potential health risks of early pregnanc

as memifoncd).
|. Contacting discases including
3. Maternal/Chitd mortality [ ]

6. Caesarian deliveny’ [ ]

. ‘
P whether True Or False to the following stilciments
lease indicate Whetne . %

HIV/AIDS and STDs [ 1 2 Genital liswlze [ ]
s Infertility [ ] 5-Cervical cancer 1]

TKnowlcdge bmtcn'ﬂlli ——
1 Mmalunt
1. | Puberty is the he beginning of sexual MM _l___._l ——
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2. | Puberty siantsearlier i girls than boys |
Girls aged

—

10-14 years who experience menstruation |

cannoi become pIcgnani because they are 1co Young “
| :

4. | Attraction towards Opposite sex is normal ot pubeny’ "

It is possible for male adolescent to impregnate a
adolescent girl

Having sexual intercourse is a game of pure enjoyment

Adolescents who don’t have sex occasionally are
scxually unhealthy

8. | Not having sex at all or not having sex occasionally can
lead 1o sickness forboys

9. | Not having sex at all or not having sex occasionally can

lead 10 sickness (or girls

il

Some adolescents like you oflen make the (ollowing slalemenis aboul adolescent
repioductive health issues for each. indicale whether you Apree. Dicagree, or Nul

Sure about each of the (ollowing stalemcnis with it.
TAgrec Disapree | Not Sure

Statcnicnts
1. A girl should have sex before she gets married |

—

2. A boy should have sex before he gets mamied |
l — —_— ——
1 3. Unmarvied young people who have started .

having sex should use a conliraceptive method to

avoid pregnancy
4. Young people’s knowledge of contiaceptive

encoutages them 1o have sex with many peopte

3. Discussing Ril issues with adolescent can

make them scxually promiscuous | o} | S
6. Parents should be discussing ARH issues with

their adolescent children | |
7. Adolescent should never be exposed to ARII |

ISSUCS.
8 Parents should be conlident in discussin

issues with their adolescents -

—

g Ail_lT B
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9. Young peoplc’s knowledge of contsaccptive

encournges them 10 have sex withow fcar of
pregnancy

SECTION C: PATTERNS OF COMMUNICATION BETWEEN PARENTS AND
THEIR ADOLESCENTS

28a. Have you ever discussed ARH issues with any of your parents? 1Yes{ ] 2. No[ |
(If Nogo to O 63)

28b  Did the discussion occur during thelast six months 1 Yes[ ] 2. No[ ]

293, If Yes, when was the Jast time you discussed ARH issues with your pafcngs?

). Yesticedoy { 1 2 Today [ ] 3. Lastweek[ | 4Twoweck'sngo| | S.
Last Month [ ] 6. Can'trcmember[ | 7. Others

29b, How often do you discussed ARH issues with your Parents? |: Once ina week | |

2, Twicea week[ ] 3.Onceinamonth| ] 4. Twiceomoath [ ] 5-Oncein
three months { | G. Other specify

30. \Vhat situntions mokc you discuss any of the ARH issuc with your parents she last
time you did so? | |
31 Whot issues of ARH did you discuss with your parents the iast ume you did

s0?
32.  Whoinitiated the discussion on ARH? 1.Myself § | 2. My Potents | | 3. MY

neighbour { ] 3. Others specify’ _ —

3 i D] J
33.  Were you satisfied with the cenfcnis of the discussion? |. Yes [ ] 2. No | |

4. If Yes, give reasons

35. [fNo, give reasons —— =

36 Were you satis[icd with the duratlon ofthc discussion 1. Yes P

37 1f Yes, give reasons
38. [fNo, give reasons___— S

- of Commuaication . : -
S Yes or Nu 10 the following gucstions on the T e
39. Indicate Ves Of

—— T T TYes | No
e — i ) ﬂT |
A [Clarigyof message o 1_ |

.cd about
1 Did you undcrsiand what your parcnts talked QbOU

— — -————

51 was importont in the mcsage? |

—
i

5| Did you undcrstond “Ef

L —
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Did your parents clarify the meanng of the confusing word
or message?

Did you think your parents understood your message?
Did you understand the message exchanged casily?
Respomsivencss

I | My parent responded 1o my questions and requests quickly
during the Jiscussion

2 | The discussion ran smoathly without any uncomforiable
silent moments

3 | My parents arc willinglo listen lo my perspectives

4 | When | raised questions or eoncern my parents ad:/ressed

them immediately.

5 | One of us kept silent from time to time during dtscussion

St il )

Coniflort |

@

I | Arc you nervous talking 0 your parents on RH issues? |

Did you feel that your parents trusted you?

2
3 id you feel that your parents are trusiworthy?
q

Werc you comforiable |n|cm_ct§|g with you parenis?

5 | My parents feel com{ortable discussing wilh me-

At what age do you stan such discussion with your parents?
Do you involve other people in discussing AR with your parents? |, Yes [ ]

2.No[ ) (#f Negoto @ 4a)
Ifinvolved others. can you mention who (probe

Why do you involve this person during the discussion?
ARH issues with your garents? 1. Yes| |

for thos¢ involyed)

Do jou think it is necessary ta discuss

2.No|[ ]

Give reasons_ . - e . | |

Do support the idea that adolescents need 10 discuss RH issucs with their parents?
you

|.Yes[ ] 2.Nof |

If Yes, why do You support It__

If No. why not?__ e

What time do you discuss ARH with
| 2. During weekend |

e ——

them? (Can tick (V) oy man)y' as possidie)
| 3. When with their (riends | ]

After Doy's work |
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62a.

62b .

SECTION D: SOURCESO

63.

] - §
. When asked related Questions [ ] 5. When one adolescent misb chavdn our

environment [ ] 6. When issues ab owARH issues comes uponthe media [ |
7. Others Specily

Do you feel comfortab Iafiscussing AR issues with your Father? 1. Yes| § 2 Nol |
Give reasons

Do you fcel comfortable discussing ARH issues with your mother? 1. Yes [ )
2. No [ }

Give reasons

Do you fcel comlortab laliscussing ARH issucs with both pasenis? t. Yesf )
2. No[ ]

Give reasons

Do you think your Mother have enough knowiedge of ARH issues? |. Yes | ]
2. No [ )

Do you think yous Father have enough know ledge of AR issues? |- Yes | |
2.No [ ]

Do your parents ask questions during the discussions? 1- Yes| | 2 No| | (/f
No, go 10 Question 59)

If Yes. in what way

Do you think your parcals tike or approves of the ARIT disc ussion with you? 1.Yes

[ } 2 No[ |

Give reasons__

{1ow docs your parent respond to the ARH discussion? 1. Look very intcrested (|

2. Look somehow interesting [ ] 3- IndifYerem [ |

Will you like to continue discussing ARI Issucs with your parents in the filure?

l.Yes [ | 2. Noi |

’ - o
Apart from ARH issues, what other things do you usualiy discuss withyour parenis
| V4 )

e —

e —

FARI INFORMATION

f AR1I issues availab ldo you? i
Mentioned Il Not mentioned

=

ITickN) sl mentigned)

Whay are the sources©

SN | Sources J|
-

1. | Mother S

L et ———
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.'-2. | Father .
3. | Pect/Fricnds %
4. | Radio
Bl Television
6. ‘!_Newspapcr
7. | Posters
8. | Teacher/Boss
9. | Health workers
10. | Pastor/Imam
1). | Grand Porents
12. | Others (specify)

64.

Do you consider your parcnts as a source of adolescent reproductive  health
infonnotion (SPVHIV, Pregnancy and Abortion preveniion) to you? 1. Yes [ ]2 No [ )

65. IfNo, why? »
66.  \Which of the foltowing pcople/soutree do you prefer to give you ARIT infonnation and

give reason(s) foc your answer?

SN | Sources I’referred source [ Most b}cfcrrcql | Reasuns for the
(Can sick as many as | {Tich only one) | preference
| possible) ="
1. | Mother
2. | Father N
3. | Pecr/Friends |
4 | Radio | I
S. Television
6. New'spapers
1. Posters
8. Teacher/[Noss - | —
Q. Health workers ——— ——
10. | Pastor/Imnm | . !
1}. | Grand Parents —
12. | Others {specify) - L

ENTION

SECTION : EVALUATION OF THE INTERN
ou in the tast 6 months?

67. Doesany of your parents discuss AR! tssues with )
I.Yes| ] 2. No[ ]
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What issue(s) did he/she discussed most with you in the last 6 months (T/cA () all
that apply)

1.ST1 Prevention [ ] 2. HIV/AIDS Prevention [ ] 3. Pregnancy prevention [ ]
4. To face their study/work [ ] 5. Abortion Prevention [ ] 6. Others (specify___
Who initiotcd the discusdion? 1. Myself[ ] 2.MyMother { ] 3.My Father[ 1]
4. My Neighbour [ ] 5. My Friend/Peer[ | 6. Others (specify

Have you makc any change in behaviour as a resuh of that discussion? 1. Yes| |
2. Not ]

What changes did you makc in your behaviour?

—— —

Can you sttribute the changes to the discussion between You and your parents? 1. Yes
[ 1 2. Nol ]

Did you notice any diflesencc in the way your parent discuss REHI with you before and
in the last six month? |, Yes{ ] 2. No[ }

What was the differcncc that you noticed

N

Can you freelydiscuss AR issucs withany of yourparcnis now? 1. Yes { )
2. No| ]

{ thunk you for taking the time to participate in this tery ivw
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Appeotliz l11Ie
IBEERE FUN AWON O8I

Akori : Ipati idani Icko lee ko lori ibara eni soso nipa imo cto ali ilero 10 jc mo bimo
laarin obi ati odo Jangba won ni agbegbe meji ni tpinlc Oyo
IKInl: OFUKO M M. iieiieeiieniieniariiieeeseeeeneesennnns, MO je 0MO ile eko giga ti lle cko gigo
ii Ibadan. Mo n se iwadi loli mo ipati idanilcko lori ibaea eni soro nipa imo oii cto ifers
ibalopo ati ibimo laorin obi oti awon odo won ni ogbegbe yii. Odo langba c ni ti 0 Jc omo
odun mewa si aokandinlogun. Mo wo lati wa mo kun imo ni. inu mi a si dun i ¢ ba fc yonila
sstko die fun nii. E jowo onfoani wa fun yin lati saloye rnkan tic gbagbo petu mi. Gbogbo
oro Lie baso ni a mao lo lati fi se idanileko, ko si si eai 1i a o ba so nkankan ninu awon ofo
wonyii. Mo si fe fi dayin loju pe n ko ni Jo oruko yin ninu jwadi yii. E s fun ifowosowopo
yin.
Oruko ljoba Ibile yi
No

APA KINNI:

Aklyest: E jowo ¢ dahun cwon ibeere wonyil nipa ara yin nigbo tic ba fa ami yi (<) fun
idahun ti ¢ ro pc o ye fun nwon ibecre naa ni cro obkan yin

. Etoomoodunmelo.....ccooeeeasariees “vvvovnon AE so ojoori 1udi oddun ti 8 bi ¥in)

2.  Bawo le sec je ninu idile yu? ). Baba (] 2. Moma| |

3. Eyawoniyin? l. Yoruba || 2. Housa|] 3 Igbo () A.L so Omiron

4. Esin . lgbagbof] 2.Musulumi f] 3.Esinobaloye [] 4. soOmiran __ |
3 | pele cko tic t ka: |. Mi olo si ile-iwe rara []2. Ekoagba [13.1le ewu]| | 4. Nkopari

‘le-iwenlakobere [ | 5. Mo pari ilc-iwe ckoalakobere [} 6. Moka die ninu ile-iwe
N [] 7-Mopa 8. Moka die mnu lfc-ivve giga [ ]
cko- girama -

] 10.Mokoiseono [] 1.

ri ile-iwe¢ko girama { ]
- Ekoeyikeyi ti a kodaruko
9. Mo pari ilc-iwe BIB2 (

3. Kotp kora] ] 3. Omscowo|] #.Agbel]S.Iyano ile] )

[]8.Eko eyikeyi t1 0 ko tildaruko
2. Okomitiku[] 3 Iyowo mith ku [ ). N

‘wka[] 6.Angbe lotooto | |

6. Ise; 1. Osise ijobo [ |
6. Aloghasc [] 7- Aladani
7.  Igbeyawo: l.Motiscigbc)'nsso[ ]
yawo ri [ | 5.lgbeyawo wal
1o ba tise Igbeyaso niksn)
awoken | |

tii sc igbe
(1beere Kejo wa fun sawen

Onj 3 Oniyanwopuepo | |
igbeyawo wo le se7 b iy

8. Iruclo
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9. Secbiyin (oko ati awon jy !
¥awo Yin gbe po ninu il .
10. Otoigbawo ni ¢ ti se igheynyo? inuile kanna? | Becni| ) 2 Beeko| |

Yin ninu ile kan naa? |, Beeni[ ] 2.Becko (]
(E koiye nomba ti won jesl

1L, Seengbe peiuokofiyawo ot awonomo
123. Omo meloni e 4 bi?

12b, Okunrin melo:

Obinrin melo (Fi iyc nomba ¢i

won je sil)

13. Melo ninu a‘\von omo Yin niojo ori won tj 1o odun mewa si ookandinloBun?

Awon melo ni Okunrin__ Awon melo ni Obinrin

14. Scen gbe P<lu ewon omo Yin linO ori \\onje mewa s; wkundznlogun? 1. Beent [ T X
Becko [ ]

APA KEJL: Imo nipa [balopo afi Ibimo laorin Odo langba
5.  Ewo ninuy awon ona wonyii ni avvon odo langba lee lo lati dena oyun nmi? (Fula (')

si gbogbo awon ti ¢ lcro pe o je idahun si awon ibeere yii)

Nu | Ona fi s1lee pha lnti dena oyun nini Beeni leeko

1. | Yiyern fun ibalopo

L.slo oruka ibilc

2
3. | Yiyera fun ibalopo alatagba
4. | Lilo roba idaabobo ni gbogbo igbo fi a ba fe

lajosepo

$. | Nini ibalopo ni asiko i a mo pe oyu; ko lec waye T

6. | Lito awon efo ti a fin dena oyun nini Li igbalode
| Beenl | | 2 Becko | | (Tabu Je bveko. lu s

16. N je etigbo nipa kokoro arun eedi?

Ibecere 285)
17a. Sc e lero pe o sce se ki odo langba ni kokoro anin ccdi? |, Beeni| | 2. Beckol |

170- To ba je beeni, e jowo ¢ sc alaye —

17c. To ba je becko, cjowo.c se alaye

18. N je Osce se ki a dena kokoro/arnun ecdi loarin awon odo langba? 1. Beeni [ ] 2.

Recko [ )

23%
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19. Ewo ninuawon wopyii I a: :
: ony1i | 0 je ooto tabf irp NiPa ona ti o lee gha fati yera fun kakoro 1o Ic
mo ibalopo? '

No [ Oro
1. Yiyago patapata fun ibalopo
Jije olododo si ololufe en;

2

3 Yiyera fun ibalopo alatagba

4. | Lilo roba idobobo ni gbogbo igba ti a ba fe lajosepo
5

6

7

Yiycra fun awon olowo nabi

Yiyera fun lilo abe (clc

Yiyera fun lilo ile gbonsc pclu elomiran

8. | Yiyera [unlito abo ounje tabi sibi pelu clomiran

20.  Daruko Ona meta ti kokoro eedi lee gba tan ka ( E ma ka awon ti a ko Si saic Yii. fala si
cyi ti won bn s0)
|. Ibalopo pclueni totini kokoro yii [ ) 2. Lotioramamasiomo [ | 3 Nipase
gbigba eje eni ti o 1i ni kokoro yii [ ] 4. Yiya ohun elo bi abe tabi bilcedilo [ )

5.Omiran
21. Daruko meta ninu ewu tabi isoro i o o mo ki omode lete loyun (mase ha awontla ko

si 53 le jade, falasi cleyi ti won daruko) |.Kiko aisan bii cedi ati awon ti o lecjeyo
nipasc ibalopo [ | 2 Jjapoiie itoati lic ibimo [ ] 3. (ku iya nipase omo bibi | | 3.
Awromobi{ ) 5. Arunjejercoju ara[ ) 6. Fifiabe gbe ebiomo|[ | 7- Omiran

22. E so boya 0010 ni tabi iro niawon oro wonyii

Oro nlpn into ~ |
Blbalago je amin ibere pc cniyan tito lati man niibalopo

Awon omobinfin maa n balaga Saju omokunrin ¥ A1 B
Omobinrin to tete béte sini se nkan osu t0jo ori rc Kosi ju mewd
si merinla lo ko ni lec loyun nitori okere pupo Jati s¢ n kan og’u_
4. | Ti omode ba ti baloga awon ibadorc a maa Waye 1aarin okunrin
si obinrin 1abi obinrn si okunrin

5. | O scese k| odomokunrin fun 0domobinrin loyun

6. | Nini ajosepo jecre igbadun fosan

3. | Odomode i ko ba lajo sepo lec kookan
ibalopo ni

8. | Aikii ni ibalopo rara tabi teck
9. | Al kii ni ibalopo rar tabl leckoo

| Reeni :Elocm
|

1

ko ni ilera to pye Nipa

—

ookan lee [ eison fun omokunrin [

kaon lce fo aisan fun omo blgrin | |
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Awon obi kan bi yi ]
n an bi ¥inmas n fcran 1 5o &won oro wonyii nipa elo ilera

tbimo awon odo fun okookan, so boya 0 gba, 0 ko gba. tabi
wonyii pelure: |

ibalopo ati
00 MO Nipa owon oro

0 L i —— |
: b - Mo gba | Nkogbha N ke
O ye kiomobinrin ni ibatopoko 1o se igbeyawo —]

O ye ki omokunrin ni ibalopoki o 1o se igbeyawo

O ye ki »von odo ti won ko ti; sc igbeynwo

sugbon i won 1i n ni ibalopo maa fonkan [atj li

dena oyun nini

4. | Ti awon odomodc ba nimo nipa ohun 1! won [in |
decno oyun nini 0 maa n jc ki won maa ni ibalopo

pelu orisirisi cniyan

Bibo owon odomodc {iroro nipa eto llera ibalopo i

oti ibimo maa n je ki won mao ni ibalopo

O yc ki awon obi moao baa awon oo \w on jiroro

nipa awon ¢1o ti o ro mo ibalopo ati ibimo

Ko ye kia jec ki osvon odomode mo nipa eto ilers

ibalopo ati ibimo

O ye ki as vonobi maa gboya {ati baa won

odomodc won jiroro nipa cto ilcra ibalopo ot

ibimo ! 3

APA KETA: Ono tl awor obi 21i odo inogba mau n L2 lali soro

242, Njc c ti ba asvon odomode yin jiforo nipa cto ilcra ibalopo ati ibimo awon odo hi7 |

Beeni [ ] 2. Becko [} (To ba je beeko, lo i ibeere -N). ’
24b. Nic ijiroro yi waye lzorinosu mcfo scyin I.Bcc.m I L5 q@:io[ | v
25, To ba je beeni, igbawo ni ¢ baawon omo Yin jiroro Nipa €10 sletz‘x' iba ?po ot ; agso §
gbeyin? . Ana [ ] 20ni[ ] 3.0scto ko:: lt"]dn 4 -::e meji seyin] ] 5.Osu
i i ] it doruko _
kojo [ ]6.Nkorenti[ ] 7 jonli:n :::: : :) moni’mcto e
onicman baozoﬁmfji tose [ 3,Ekanlosu] ] 4. Emejilosu | | S.E

25b. Bi igbamcel
odo I. E kon lose [ ]
kan lorin osu meta [ ] 6.50 Omurnr‘n.,_.____:,_,;:

26. Kilosele ti efi n baa yyon0mo yin jiforo Nipd
nigba i c ba won 010 gbeyin?___———
237
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27. Kinie baa won omo ¥in so nigbati e ha Won soro gbeyin?

28. Talo koko bere sini soro nipa elo jlera jbal

[1 3.Okofiyawom Opo ati ibimo? I.Emi{{ 2. Awonomomi
I 4 Alsbagbepomi [] 5. Tieyitia ko daruko ba wa eso

29a, Omo okunrin odo

langba ghodyg je omo odun melo ki
ibalopo ati ibimo?

a to bere 51 ni ba w0a soro mipa

29b. So idi li ¢ li s0 50 iye 0jo ori fin okunrin
30a.

Omo okunrin odo langba gbodo je.omo odun meloki a to bere si

ni bawon soro nipa
ilera ibalopo ati ibimo?

30b. Soiditieisoso iye 0Jo ori fiu obinsin
3.

Nje etiso fun enikan pe kio ba awon omo ¥in soro nipa ilera ibalopo ati ibimo 1i? 1.
Beeni [ ] 2. Beeko [ ] (Ti o ba je becko, lo s iheere 34)

32. Tio baje beeni, se e lec 50 eni 1i 0 ba won soro? (bawo lo se je siyin?)

33. Ti ibeere kokanlelogbon ba je beeni, kilo de t ¢ fi so pe ki clomiran bas won omo yin
soro ilera ibalopo at§ ibimo? - - :

J4. Asiko igbawo ni ¢ maa n ba swon omo yin scro nipa ilera ibalopoati 1bimo? (O Jee fula
sl cyi ti v ba fe) |. Leyin ti won batiile iwe de tabiibiise [ ] 2. Niopinose{ |
3.Nigba ti won ba wa peluore | ]

—

4. Nigba 1i awon omo ba beer ibecte | ) 5.
Nigbati awon omo ba si iwawu [ ]

-

Nigba ti won basoro nipa re lori cro igbohun safefe bii ielifisan [ ] 7. Ti evi ti ako
daruko ba \wa eso

35. N je ororun fun yin lati bas won omo yin soro nipa ilera ibalopo ati ibimo nigba t1 ¢ ba

won so gbeyin? |. Beeni[ ] 2.DBceko[ ) (To ba jc becko, lo si iheere 37)

36, Toba je beeni fun ibeere karundinlogoji, € se oloye_

37.

Tobaje becko fun ibeere karundinlogoji e s¢ olaye
38,

Se elero pe awon omo yin ni imo (o peyc nipa ilers ibalopo at ibimo? 1- Beem [ 12
Beeko | ]

(To bu je¢ beenl, lo si ibeere 40)
39,

To ba jc becko, awon ong o f€ ro pe awvon OMO 3}
40.

li nilo imo si? __

Se a\von Oomo yin Maa n 00 18bi beere ibecre ii e ba n ba won jiroro niP3 tbatopo ati

ibimo7 1.Beenil } 2 Beeko [ ] (To ba je becko, losi Iheere 42)

To baje beeni, ki niswon ibeere Naa?__

41,
42,

B . omo Yinsc maan dahun sl 8won 0fo 10 Je Mo iess ibalopo ali ibime?
awo hi 0\wWon
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l.. Won maan (e 8boo [] 2. \on maan fc
4. Ko si idahun [ |

43a. Njccmaa

gbo lce kog kan [ ] 3.WonKkiifegbo[ )

[ecan 131i maa by awonomo yin jiroro nipa
iwaju L. Beeni [ | 2.8ceko [ |

43b. Yoo si oro ileraibalopo ot ibimo,

ilcra ibalopo ati ibimo ni 0jo

) Kinni awon nkan misan ij e man big won odo
langba jiroro?

APA KERIN

44. Daruko awon ona tiawon odomode 1 Ic 8bo oro nipa ilera ibalopo ali ibimo ni agbettbe
yii? (Fa amln v sl cleyl ti won ba daruko)

2
o

Awon ona Awon tf won daruko Awon (| won ko daruvko

Mama
Baba
Ore
Redio

Telefisan

| oaf el

| 1we iroyin

Iwe ilewo
Oluko'Oga
Osisc cto ilcro

w| | w| o

10. | Pasito/lcmomu
11. | Obi tobi obi eni

12. | Daruko awon miran

45.  Ewo ninu awon eniyan/ona wonyii n awon odomodc {cran ju lali moa ba won soro

nipa clo ilera ibatopo ats ibimo, € si so idi fun awon idahun Yin.

No | Awon ona Onatl Ona ti Idi tiwon fifece 1

won fe won [ ju

S |l S =
1. | Maino ==} S
2. | Daba (g - mis oiiiell
3. | Ore — =
4. | Redio
5. | Telilisan _l
239
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lweiroyin

lweile wo 'L_

Oluko/Opga

QOsise cioilern

10 | Pasito

Obi 10 bi obi enl

[12. | Awon mitan 1l o m 1

kodaruko

36. Seelerope e jeona li awon odo i Ice gbo oro nipa ctailera ibalopo ali ibimo bii
(kokoro 1o je mo ibalopo eedi, oyun, didena oyunsise) 1. Beent [ | 2. Beeko | )
47. Tobajc becko, kinni «li?

APA KARUN: Awon nknn tioleemu lbara cni soro gun rege lnnrin obi si onso 1abi 10

le Se ifa scyin.
48. Nje e gbo nipa eto li o da lori ibara eni soro laarin obiali omo |. Beeni [ ] 2. Beeko [ ]
49. Nje e pelu awon obi i won sc idani Ickona fun? I Beemi| | 2. Becko | | (1 o ba je
decku, 1o sl there 51)
$0. Tioba jebeeni. bawo ni ¢ sc ricto nasi? 1. Ose Pawokigan [ | 2. Ko sc Pataki | |
51. Tioba je becko siibicere £9, Nje ese tan lati gba idani lcko t1aye re bay 0 mojo
iwaju? |.Beeni{ | 2 Deckol{ ]
52 Njeetoyiseyin nianfani kan? 1. Beeni{ | 2. Becko| )

53. Tio baje beeni, awononfoni wonierininuetona?

54. Dawo ni idani tcko na se je iwulo fun yin?

$5. Kini awon nkan i ¢ nifc sininu idanl leko na? _____ 4 -

56. Kiniawonnkontlicko nife si ninu idani lcko na?

yin so ju ni 0su mefa ses in? (O dec fa Ha st evi

57, Awon ofo WO nie baa wor odo langba
fa ha (00) : 8
' ‘ bogun 3. Didena Qyun
' 5 Didena kokoro eedV aisan Kog
1. Didena aarun ibslopo =

4. Ora nipa ckofise 3. Didena oyun sise

240
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T

¢ o o‘h ;bnqlll nmptan loll‘uﬁe et x'uoii nsh&lx,mh,l
~ 2:Deckol ] - B |-4
6. Mobajebeen, kiniid?____ -t o v

e

. 1 0 ba je beeko, ki niidi? gL e

—

Mo dupe lowo yin fun astho H ¢ & pelu mi

24}
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Appendix 111
IBEERE FUN AWON ODO

AKORI : Ipati idoni leko lee ko lori ibara eni soro nipa imo cto ati ilera to je MO ibimo

laarin obi ali odo langba won ni agbegbe mgji ni Ipinlc Oy 0
IKink: OrukO Mi Miceevensiiiiiiieeciciaeiceireeeiennannee...., Mo je omo ile cko giga ti llc cko giga
ti Ibadan.Mo n se iwadi loti mo ips ti idaniicko lori ibara eni soro nipa imo ati cto iler
ibalopo ati ibimo laarin obi ali awon odo won ni agbegbe yii. Odo tangba ¢ ni ti 0 J¢ omo
odun mewa si ookandinlogun. Mo wa lati wa mo kun imo ni, inu mi & si dun (i ¢ ba le Yondo
asiko dic fun mi. E jowo anfoani wa fun yin lati salaye nnkan 1i e gbagbo pelu mi. Gbogbo
or0 i ¢ baso ni a moa fo lati fj sc idanilcko. ko si si eni ti 0 0 ba so nkankan ninu awon oro
wonyii. Mo si fe fi dayin loju pe n ko ni lo oruko yin ninuiwadi yu. E se fun ifowoSowom
yin.

Oruko ljoba Ibile yi =4 1.

No___ —
AI’A KINNI:
AKiyesi: £ jowo e dohun awon ibeere wonyli nipa ars y in nigba ti ¢ ba fu ami yi (<) fun

idohun ti ¢ ro pe 0 ye fun awon ibeere naa ni ero okan yin

L O100onoodun melo.....cccocooiiviiaioeseecinsonean{ B 50 odun t » hi ¥yin)
O OMO ceerrerirrrennsnne I, Okuntin[ ) 2. Obrrin( |

2.
3. Njconlosiilecko?  I.Beeni{] 2 Becko|]
4

Kitansi wo lo wa? {fun awon ti o nlo si ile cko nlkin)

\. Aloko beere kela [ ] 2.Girnma 1] 3, Girama 2} 4. Giama 3| ] 5. Giema d{ |

6.Girsma $[ ) 7.Gimmna6] } 8. Tieyi ti nko daruko ba wa cso

5. 1bolokawedc? (fun awon tl ko lo i lle cko mo nikun): |. Mio fosiile-iwcmm]| |

2. llckewu [ | 3. le-iwe alakobere [ ] 4. Mo ka dic ninu (e.iwe cko- gimma| ] 3.
le - lle-

Mo pati ile-iwe cko giramo |
6. Eyawonie? | Yorubo[ ] 2 Hausa| ) 3.1gbof ] 4 SoOm(u)rnnI
7. Esin |.lgbagbo | ] 7. Mysylumi[ ] 3.Esin abalaye [ ) - So Omiran _
8

1po wo Jo wa larinomo iya re?
cka? 1. Wono losi

flesineronma [ ] 2. Ekoagba{ ) 3.Ne hewu| |}

\ ibabar : . ban b
g el  le-iwe alokobere | ] 5.Won pifle-iwe cko alakobere [ ] 6, \Wonka
4. Won ko pan lic-iw

i ile-i ko girama | ] 8. Won kadie
" 2 7. Won paf ile-ive €
Jic ninu ile-iwe eko- girama [ ]
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ninuile-iwe giga[ ] 9. won pari fle.iwe giga [ ] 10. Won ko isc owo (] 11 Eko
eyikeyi ti a ko daruko

10. Ise wo ni baba re yan lasyo? 1. Iscijobaf | 2. Karg kara [ ] 3. Onisc owo | ] 4. Agbe{ |

5. Eko eyikeyi ti a ko tii daruko

11. lwe melo ni mama re ka? 1. Won o losi ile-iwerara | ] 2. Ekoagba| ) 3.1l kewul ]
4. \Von Ko pari ile-iwe alakobere { ] 5. Won pari ile-ine eko ajokobere { ] 6. \Won ka
die ninu ile-iwe cko- girama [ ] 7. Won pari ile-iwe eko girama [ | 8. \Won ka dic

ninu ile-iwe giga[ ] 9. \Won pari ite-iwe giga | ] 10. \Won ko iscowo| ] 11. Eko
eyikeyi ti a ko danuko

12. Isewo nimama re yon laayo? i.lscijoba[ ] 2. Kmakara[ ] 3.Oniscono [ ] .
Agbe [ ) 5. lyawoile [ ] 6. Ekoeyikeyi tin ko tiidasuko
13. lyawo melo ni babare fe? |. Mamaminikan[ ] 2. yato si mama m

13a. Omo meto lo wa ninu idile yin? (E Ko iyc nomba fi won j¢ sii)

13b. Okunrin mclo: Obinrin melo__ (Fiiye nomba fi

won je sil)
14. Odo tani o ngbe bayi? |. Pelu awon obi mimejeji[ | 2. Mama mi nikan [ ] 3- Baba
minikan[ ] 4. Mondagbe [ ] 5.Odoavwonecbimi[ | 6§ Alagbato] ] 7. Awon to

biobi mi{ J 8. Orckunrin/binrin | )

APA KEJI: Imo nipa Ibalopo ati Ibimoloarin Odo langba
15 Ewo ninu awon ona wonyii ni awon odomode Iee lo lati dena oyun nini? (Fala (<) si

gbogbo awon fi e lero pe o Jc illabua si awoa ibeere yil)
| I3eeni  Becko

No | Onatinice gba latl dena oyun nini

Ylyera fun ibalopo
| Lilo oruk3a ibile =
Viyera (un ibalopo alatagba B o
Lilo roba idasbobo ni bogbo igba ti a ba fe

aulp:—

v am— —
8

Isjosepo
5. | Nini ibaloponi asiko tiamopc_oim =l
"6, | Lilo awon cto ti o fin dend oyun nini ti igbalode | I
. T 2, Beeko| |}

n ko lec waye |

el |
16. Se o ni orckunrinforeb nrin? 1. Been

' it ni ibalopo? Odun _
un melo kioto bere sl
" yin? | Beeni[ | 2. Becko| ]
2. Beeko|[ |

Rama| |

18a. Sconi ibalc;po ni osu mefe se

il n? |- Beeni [ ]
18b. Se o lo roba idaabobo nigbatiom ibalopo BbeY1n b

24)
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. Alabalopo melo lo ¢ ni?

. Alabalopo mclo Jo nt bayi?
N je eti

bo ni '
g00 nipa kokoro 1bi arun eedi? | Beeni [ | 2.Becko| ] (To ba je becke. lo
si ibcerc 23)

Sc ¢ lero pe o sec se ki odomode ni kakoro tabi aryn cedi? 1. Beenjf | 2. Decko| |
. To ba jc beeni, jowo se alaye

. Toba je beeko, jowo se alaye

N jeoltun ti a te 5S¢ wa lati dena kiko kokoro/arun cedi? 1. Beeni| ] 2.DBecko| )

C wo ninu 8won wonYii ko jc cotobi irg mipa ona G a loc gba lati yern fun kokoro (o je

mo ibalopo?

iNo | Oro Oatenl lreni |

1. | Yiyago patapata fun ibalopo | | "I r
i

Jyc olododo si ololufe ent

Yiyera fun ibalopo nlalagba ' |

Lilo roba idabobo ni gbogbo igba ti a ba fe lajosepo

Yiycra fun awon olowo nabi

o wl &l Wl w

Tt o ko ba ba cnikeni lo abe, iyarun tabi abo/sibi ijcun

papo
7. | Tiako ba ba cnikeni lo ile igbonse papo | I
Daruko Ona mela ti kokoro eedi lce gba tan ka{(l ma ka awan ti o ko si saleyil, fula i
1. Ibalopo pelu eni to 4 ni kokoro ¥ [ ] 2. Lot arp mama si

=
:

cyi thwon linso)
omo [} 3.Nipase gbigba ¢j

bileedilo[ ] S-Omimn y e |
o ro mo ki omade tele loyun {ma ki avwun U a kesi

cenitiotinikokoroyii| ] 4. Yia ohun clo bi abe 1abi

Daruko nicta niny ewu tabi isorati
sale yil, fals s] cleyi ti won daruko)y |.Nininisen bii cedi ati awon 4 0 lce jeYo
’

nipase ibalopo [ ] 2, ljapo ile ito oti He ibimo [ |
Airomo bi [ ] S. Arun jejere oju ara[ ] 6.Omitan

3. Iku iyanipascomo bibi [ | 4
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_6|~ E so boya ooto ni 1abi jro ni awon oro

!'No Oro nipo fmo

1. | Bibalaga je amin

Woayi

IBeeni ﬁ;ko

ibere pe eniyan i o maa nl Ibalopo
2. | Awon omobinrinmaa n balaga saaju omokunsin

|

3. | Omobinrin o tete bdic sinl se nkan osu 10jo orf re kos Ju 3

mewa si merinla to ko nilee loyun nitori okere pupo lati se
n kan osu

4. | Ti omode bo ti baloga swonibadose a maa waye laarin
okunrin si obinrin 1abi obinrin i okunrin

O scese ki odomodkunrin fun odomoblnrin foyun

6. | Nini njoscpo je ere igbadun [nsan
7. | Odomode i ko ba lajo scpo lec kookon %o niiler 1o peye
nipa ibalopo ni

8. | Aikii ni ibolopo rara tabi leckookan lec fa nisan fun

omokunrin

9. | Al kii nl ibalopo rara tobi lcckoo kan Ice (a aison fun omo |

binrin I J|

7. Awon odomode kan man n fcran lati o awOn oro wony 4 nipa cto ilera ibatoho ati ibimo

awon odo fun okookan. so boya o gba, 0 ko gba. 1abi 00 Mo nipa awon oro \wony i pelu

ic.

No | Oro
I. | Oyekiomobinrin ns ibalopo ko to sc igbeyawo

| Mopba | Nkogba | Nkomo

2. | O)yc ki omokunnn ni ibalopo ki o (o se Igbeyawo |

3. |1 O ye Kiawon odo 1i won ko lii se igbeyawo

sugbon 1i won (i n nj ibalopo Maa lo nkan lati (s

dena oyun nini B L B
4. | T3 awon odomode ba nimo nipa Ohun 13 won (in

dena oyun nini © Mea N je ki won maa N

ibalopo |

pelu orisirisi cniyan . = .
s | Biba owon odomode Jiforo nipa €to ilern Tbalopo

ati ibimo maa n Je ki \won maa ni 1bil?£o

6. | O ye ki awon obi maz bag 3von 0Mo won Jiroro

—_———

ro mo ibalopo ati tbimo
o e
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Ko ye ki a je ki awon odomode mo nipa eto ilerg - -
ibalopo nti ibimo

O ye ki awon obi maa gboyn lati baawon~
odomode won jiroro nipa eto ilera ibalopo ati

jbimo

28.

APA KETA: Oua ti awon obi atj oo lnngha maa n gha lali soro

Nje o tiba awon obi re jiroro nipa cto ilera ibatopo ati ibimo awon ado ri? I Beeni { ]
2. Beeko [ ]

(To ba Je becko, lo siibeere 63)

290,

29b.

30.

31,

32,

33.
34,
35.
36.
37
38.

Odiwon ljiroro (Quality of Cormm

To ba jc beeni. igbawo ni 0 ba awon obi re jiroo nipa cto ilera ibajopo ati ibimo

gbeyin? L. Ann[ | 2.Oni[ ] 3.Osetokoja| | 4.0semejiseyinf ) 5.Osu tokoja
{ ) 6Nkomani[ ] 7. So Igbe miron i a ko tii daruko
Bi igbamelo ni 0 maa n ba awon obi e soro nipaeto ilera ibalopo ati ibimo? 1. Eckan

lose [ ) 2. Lemcjilose| ] 3. Eckon losu | | 4. Eemeji losu[ | 5: Eckan losu meia

[ ] 6.Tieyitiakodaruko ba wa so —— b —

—

Kilo sele ti o (i ba awon obi re jiroro nipa awon oro (o je mo eto ilers ibat oponti ibimo

nigba ti o ba won soro gbeyin?

T

Kini 0 ba nwon obi re so nigba tio ba won soro gbeyn?__

=

Tolo koko bere sini soro nipa cto ilera ibalopo oti ibimo? [. £mi | ] 2.Awon gbimi{ |

3. Alabngbepo mi [ ] 4.Ti cyi ti ako daruko ba wa sO o
on ba ¢ so 1c ¢ lorun bi? 1. Beeot [ ] 2.Beeko[ )

N je awon oro tiw
To bnje beani, sc alaye __ =

To baje beeko, se alaye __ "
1o Intifi bae soro te € lorun?

N jeasiko tiwon
To ba je beeni, se alaye ___ e

To ba je becko, se alaye _ _ ————"
yhieatlan}

[becre wonyi nipa odinon

e

LE i cxmm

P —
— am—— S—

ijiroro laarin twoati awon
st awon

39. Soboya beeni tobi beeko i oo |
b(') y- s . <010 nipa €10 ifera ibalopo att ibimo gbeyin
obi 1e nigba ks .
> e ecnl [ Uecko <l
_-_-_._-_-_-_._-_-_-_-_- .}
A | Bioroscyewd s T : ]l |
i. | Se oroliawon obiMﬁL_________
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=

3

Ko yeki a je kiawon odomode mo nipa cto jlers | e
ibalopo ati ibimo

0 ye ki awon obi maa gboya ot baa won

t odomode won jiroro nipa cto ilcro ibalopo ati
ibimo

APA KETA: Ona ti awon obi ati odo bungba maa n pba tatl soro

28.

Nje o ti ba awon obi re jiroro nipa eto ilera ibalopo ati ibimo awon odo ri? 1. Beent | |
2. Beeko [ ]

(To ba je heeko, lo si ibeere 63)

29a.

29b.

30.

31,

32,

33.
34,
3s.
36.
3i.
38.

Odiwon ljiroro {(Quality ©

To ba jc beeni. igbawo ni o ba awon obi rejiroro nipa cto ilera italopo ati ibimo
gbeyin? 1. Ano[ | 2.0ni[ | 3.Osctokoja[ ) 4.0semejiscyin[ ] $. Osu o kojo
[ ] 6.Nkoranti[ ] 7. So Igba miton 1i a ko 1ii darsko
Bi igbamelo ni o maa n ba awon obi re soro nips eto ilera idalopo oti ibimo? ). Eelan
lose [ ] 2 Eemecjilose[ ] 3. Eckan losv [ ) 4. Eemeji losu [ ] 5. Fehan losu meta

[ ) 6. Tieyi ti o ko daruko ba wa so —

Kilo sele ti o fi ba awon obi re jiroro nipa awon oro 10 je mo cto ilern ibaIOpo ats ibimo

nigba ti o ba won soro gbeyin? —

Kini o ba awon obi re so nigba ti o bo won soro gbey in?

ibalopo ati ibimo? 1. Emi | | 2.Awon obimi | |

Tolo koko bere sini soro nipd eto ilera

3. Alabagbepo mi | ) 4.Ti cyitinkodakobawoso
|. Beeni § ] 2.Becko[ ]

N je awon oro tiwon ba € 50 te ¢ locun bi?

To ba je beeni, s¢ alaye o -

To ba je becko, sc alaye n

N }casiko tiwon 1o Jatifi bac sorolee lorun?

_f—.f—_f—_f——f'—

To ba je beeni, se alaye . — — —————

To baje beeko, sc olaye —
fcomm“nicalion)

pwon Ibeere wonyi nipa odiwon ijiroro tadrn 1w ale awon

39. boya beeni tabi beeko Si | 3 3
9 Sb0 y' ba 1i won ba ¢ S0r0 nipa etoficia ibalopo-ati ibimo gbeyin
obi re nigba 3 i A
f—-—#—-ﬁ_ 3ecnl Tllcc ko
i e wo sl
A |DBioroscyc™W B I jl
). | Scoroti awon obi ri-b_a:_s_cﬁ__________________
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2. | Seoni imo 10 peye lori koko oro to won ba e 507

J. | Seawon obi re se alaye Ickun rere lori awon oro 1 ko yec

1 |Iscotero \Wipe owon oro 1i 0 ba awon obs re so ye Wan?

5. | Sc ohun 1i awon obi re sa tete ye €7

B | Diwon sc fusl

1. | Awon obi mi fcsi si awon ibecre ali ¢be mi kiakio nigba ti 8 n piroro I

2. | pyiroro naa lo geere laisi figba kankan waai idake jc I

3. | Awon obi mi fe gbo ero okan mi? —p —

4. | Nigbo ti mo ba bere nipa ohun to rumiloju awon obs mi man n dafiun
lesckese

5. | Okon ninu wa maa n dake lati igba deigba nigbati aba njiroro |~ =

C | lfokanbale

1. | Se 0 maa n beru lati ba swon obi re soro? o

2. | Scolero pe awon obi re gba cri re je?

3. | Scolero pe awon obi re je eni ti 0 sc (okan tan?

4. | Nje o rorun fun ¢ latimaa bo awon obi re jirerg?

5. | O roawen obi mi lorun lali bami jiroro S5t

40. Bi omo odun mclo lobere si ni ba awon obi fe soro nipa ibalopo ati ibimo? T

41. Nje o peelomiran wa sibi li o lin ba awon obi re jiroro nipa iler ibalopo ati 1bimo? |
Beeni [ ] 2. Becko [ ] (Tia ba je beeko, lo si ibeere 48)

42. Ti o ba jc beeni, sc o [e socni naa? (bere nwon to wanibe)

43. Kilo de tio fiso pe ki elomiran wa ni ibi iiroro noa?

44a. Njco lero pe o se palaki 1a1i maa jiroro nipa iler ibalopo aii ibimo pelu awan obi re?

44b. Scaloye

45. Nijc o gbo pe awon cdo nilo lati maa ba awen obi won soro nipa ilera ibalopo ati ibimo?
l.Beeni[ ] 2.08ceko] ]

46. To ba je beeni, kini idi ti o i gba bee s

47. To ba je becko, kiniidilioo figbabee o -

48. Asiko igbawo ni 0 maa n ba awon obi re soro aipa iicra ibalopo aty ibimo? (O lev fula a0

cyi tiobafe) 1. lcyinti won bade tabiibiisc] ] 2. Nipari osc | | 3 Nogba i wun
ba wapeluore[ | J4.Nigba i won ba beere ibecre [ ] 5. Nigbali awon odo 1o wa

fayika wa ba si iwa wu [ ] 6. Nigba ti won ba soro nipa re lori ero 1gbohun safefe | |

7. Ti eyi ti ako dsruko ba wa ¢s0 -
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49, N jeororun fun e latimaa by baba e soro nipa ifcra ibalopo.ati ibimo? 1. Beeni | |

2. Beeko [ )
50. Scalaye
, 5L Njeororun fun elotimaa ba Mama rc soro nipa ileia ibalopo atj ibimo? 1. Beeni| |
2. Becko [ }
$2. Se alaye

53. N je o rorun fun e latimaa ba baba atj moma re soto nipailcra ibalopo ati ibimo?
1. Beeni{ | 2.Becko[ }

54. Sealaye

$5. Sc o lero pe mama re niimo to pcye nipa ilera ibalopo ati ibimo? | Heeni [ ]
2.Becko [ ]

56. Se olero pe baba re ni imo 1o peye nipailcra ibalopo ati ibimo? . Beeni [ |
2.8ceko( ]

57. Seawon obi re maa n soro 1abi beere ibeere ti 0 ba n ba won jiroro nipa ibalopo ati

ibimo? 1. Beeni( ] 2. Beeko( ] (To ba jc beeko, lo si ibeerc §9)

o $8. To ba je beeni, ni ona wo? __ ).
59. Nje o lero peawon obi re feran tabi gha lati maa jiroro nipaeto ifera ibalopo ati ibimo
pelu re? |.Bceni{ } 2. Beeko| ]

60. Sc alaye
6l. Bowoni awon obi re se maa n dahun si awon oro ta je mo ilera ibalopo ati sbimo?

1. Wonmaa nfe gboo[ ] 2. Wonmann fe g8bo leec Xookhan| ] 3. Won ki [c gba |

4. Ko si idobwn [ |
62a. Nje omaa fcron lati moa ba awon obi re jiroro nipa tlera ibalopo oti ibimo ni 0jo iwaju?

|.Beeni [ | 2.Beeko| )
62b. Yato si cto nipa ileru ibalopoati ibimo, awon ofo miran won ni 0 lun maa n ba awon obi

re so?
APA KERIN: AWONONA TIATILEEGBOETO NIPA ILERA IBALOPIPO ATI

1BIMO
63, Daruko awon onati sswon odomode ti lee gbo efo nipa ilera ibalopo ati ibimo m

apbepbe yii? (Fa amin « sl eleyi tl won ba daruko)

— T — —

No | Awon ona

t. | Mama |

2. | Boba
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Ore
Redio - — )

Telifisan

twe iroyin

Iwe ile wo
Otuka’'Oga
Osisc c1o 1lern
30 | Pasito

11. | Obi to bi obi eni

12. | Awon miran 1i a ko dasuko

|
|

64. Sco lero pe awon obi re je ona (i o ti lec gbo oro nips <10 liera ibalopo ati ibimao bei
(kokoro to je no ibalopo cedi, oyun. didena oyun sise) 1. Beent[ | 2, Becko| )

65. To ba je beeko. kinni idi? =~
66. Ewo ninuawon eniyan/ona wonyii ni o feran ju laii mea ba ¢ soro nipacio ilera ibalopo

ati ibimo, si 5o idi fun awon idahun rec.

No | Awonona Onntimofc | Onatimofe Julu | Idl timo fi fee
1. | Moma =
i Baba =
3. | Ore

4. | Redio m
5. | Telifison ™~

6. | twe iroyin - =

7. |lIweile wo =

8. | Oluko'Oga Bl

9, | Osiscctailera

10 | Pasito

1], |Obitobiobienl = "
12. | Awon mirn tia ko daruko

APA KARUN: Awon nkan li 6 le¢ mu lbam cni soro gun rege nnrin obi si omo 1abl to

le Sc ifa 3cyim.
67. Nje baba labi iyare ba ¢ jiroro lori eto ilera nipa ibalopo ati ibimo ni parin osu mefa

seyin? 1. Beeni[ ] 2. Becko| )
68. Awon oro wo ni baba/iya re ba ¢ jiroro lori ni osu mela scyin?
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69.

10,
71.

73.

74
73.

|. Didena aarun ibalopo | ] 2. Didcna kakora cedi aisan kagbogun 13- Didena Oxun
[ ] 4.0 nlipa ckofise [ ] 5. Didena ayun sisc | ] 6. Kooun miranti a ko daruko

Tani o dn oro na sile / Tani o koko bereorona? |.Emi[ | 2.lyami| | 3. Babami| |
4, Alabagbe mi [ | 5.Ore mi[ ] 6. Ko oun miran ti a ko daruka

Nje iy3to ti wa ninu iwuwa si re nipase ijirarona? |. Beeni [ ] 2.8eeka | |

Daruko iydto na ni pato

Nje o ke s0 wipc iyato yi wa nlpase ijirara ti 0 bas won abi re se? |, Beeni[ | 2. Becko

[)

Nje o sc¢ akiyesiiyata ninu bi obi re se ba a soro nipa ifcra jbalopo atiibimo teletcle sii

loarin osu mefa seyin? 1. Beeni[ ] 2. Becka[ ]

[yato wa pata nl o sc akiyes! re?

Njec o Ic ba baba/iya rc soro nipa licra ibatopo aii ibima Joi lora? ). l3eeni| | 2- Becho
[ ]

Mo dupe lowo re fun asiko ti o o pelu mi
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Appendix IV

The Training Curriculum for the I’arents 2t Egbeda Community

251

S/N | Objeclives Content cicmenty Mectliods Materials dModeof |
{ = = Assessment
1. | At the end of the training programme, | Main Goal of the training Lecture, questions and | Leclurc notes, slides, | Pre/Post test
Parents should be able explain the workshop ANsSwers wriling materials
main goal and the specific objectives | Specific Objectives of the
of the training workshoo taining workshop
o At the end ol the tRining programme, | Def.nition of HIV and AIDS Lectures, gioup Leclure notes, Pre/Post 1est
parcnts should be able explain HIV Difference between HIV and discussion, questions | pamphlcts, slides,
and AIDS, difference between HIV AIDS, Modes of transmission | and answers pictures, weiling
ard A1DS, Modes of trmnsmissionof | of [V, Signs and symptoms of malcrials
HIV. Signs and symptoms of HIV and | HIV and AIDS
AlDS and Prevention of HIV and Prcvention of HIV and AIDS
AIDS. - -
3. | At the cnd ofthe trining programme. | Definition of STls, Types of Lectures, group Lecture notes. PresPost (est
parcyts should be able 1o discuss common STls, Signs and discussion, questions | pamphlets. slidcs.
Sexually Transmiticd Infcclions symptoms of common STls. and answers pictures, weiting
(STls). ecnumerale at least 3 STTs, Modcs of contacting STis matcrials
discuss common signs and symploms | Relaticiiship between other
of STls, cxplain the relationshsp STls and 111V |
between STisand HIV 1 ;
1 Al the end of the waining programme | Definition of communication; | Lectures, gtoup l.ecture notes, Pre/Post test
parents shoutd be abie to mention at | imporice of communication, | discussion, questions | pamphlets. slides,
least five positive and live negateve | basricrs to communication; and answers pictures. writing
ways 1o communicate with children. | [actors pr_omplins matcrials
communication
h._'+_Al the end of the training prog;mmc. | Types of communication - L.ecures, group Lectuze notes, Pre/Post test
; parents should be able 10 caplain vcibal and non-verbal discussion, questions | painphlcts, slides.
cffective communication and «dentify | Communication, skills required | and answers pilures, writmg
skills required for cffcctive for c{fective communication: matcrials Al
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communication with their adolescent

Listening Skills

Writing Skills

Questioning Skills
Conlidentiaiity

Interpersonal Communicstion.
Ouality of communication

At the end of the training programme,
parents should be¢ able 10 explain their
roles as change agents

Parents: roles of pasents in the
community

Lectures, group
discussion, questions
and aaswers

Al the end of the w3ining programme
parcnts should be able to help their
children avoid scxual risks.

Ways of help adolescent to
avoid scxual risks

Lectures, poup
discussion, questions
and aaswers

Lecture notes.
pamphlets, stides,
pictures, wnting
malerials

Pre/Tost test

Lecture notes,
pamphlets, slides,
pictures, wriling
materials

I're/Post 1est

AU the end of the training progtamme,
pasents should be able to role piay a
good communication Sc3sion

Explanation of Role Play

Group discussion,
questions and answers

Desciiption of role
play

Role Play

Al the end of the training programme.
patents should be able cnumeratc the

activities expected ol them during the
follow up period.

(requency of ARH discussion
with their wards, Importance of
ARH discussion from parcnts.

| how and when o do it.

Ways 0 Initiate and incrcase |

Group discussion,
quecstions and answers

Lecture notes,
pamphlets, shides,
picturcs, writing
materials

I’re/Post test,
Rote Play
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Appeadia V

 DEPARTMENT OF HEALTH PROMOTION AND EDUCATION
FACULTY OF PUBLIC HEALTH

COLLEGE OF MEDICINE

UNIVERSITY OF IBADAN

()

Certificate of Rarticipation

This is to c:rti;g that

Participated in the

PARENT-ADOLESCENT REPRODUCTIVE HEALTH COMMUNICATION TRAINING
HELD IN EGBEDA IN SEPTEMBER, 2013
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Appendis VI

MIS FORM FOR PARENT-CHILD COMMUNICATION

Catygany of Reapendowi: Seu: M Na¢
Ser ofledrs Oidd: Monib Wexh N

Use of Contracentive
Pregnancy/Atinrtion Pravenlion

Face Study

e
AT
K

Face Waor

' 33! Prevenuon

Othess (Please Spacily]
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o

® 9o o

10,
/.
12.
13

q = = _—-‘

Tl’ﬂ'ﬂ‘ﬂg \VOfk’Mp for "al’cnls on pﬂfﬂ“"th"d Communinlion I're tost

Appendiz V11

Identificr )
Sex: Date:

List at least 3 examples of ST|?
i

44

What are the various ways of contacling STI?

! .
'

i

the
"

Whal are the symptoms that would show someone has on $717?

&
| '
L]

m____
What are various ways of preventing STl among adolescents?

i
Only adult can have ST! 1. Yes 2. No
Childeen aged 10-19 ycars cannot haw STl |, Yes 2. No
Since parents doesn't have ST, their adolescent children cannot have it 1. Yes 2. No

Mention roles that parents can play in preventng ST] among their adolescent children

i

in
Mention four sources of Information on Adolescent Reproductise Flealth available to the

adolescent? i id i v

We communicate only by word of mouth. 1. Yes 2. No
A sender can be a barrier 0 communication. |, Yes 2. No
Ouring communication, a child should always listen and not talk. . yes 2. No

Poor communicalton can causc scpatation of parents. | Yes 2: No
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Poor communicalion sometimes leads children to rebel 1. Yes 2. No
Talking 10 a Youlh aboul sexand scxualily is wrong. |. Yes 2. No

[1 is good 10 s1op a child who is talking ond correct him or her while she is stilt tolking. |,
Yes 2. No

In communication, a young person who is talking should not look at the parents facc fo face.
I. Yes 2. No

Parent-child communication is iransferring messages/information fiom parents 1o children:
I. Yes 2. No

If my child is tired, thal shouid not stop me from lolking 10 hirevher. [. Yes 2. No

Is the responsibidity of only mothers ©0 be communicaling with their adolescents

. Yes 2. No
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Appendix VI

TELEGRA 5'8". cdooned.
1% TSLE "touzu!”-l-"'- e pms amm

;I-.H: TR, g g o sl WVIR -

MINISTRY OF HEALTH

DEPARTMENT OF PLANNING, RESEARCII & STATISTICS DIVISION
PRIVATE MAl' .. 1AG NO. 8027, OYO STATE OF RIGERIA

Your R N e

Al cma i Jundl v abbeiwd v

iy Jowre Ne Commriinary g aling

Ow hef No ADI3/ 479" Apnl, 2018

The Pruncipal Investigator,

Departient of | tealth Promolion and Liducation
Faculiy of Public |lealth,

College of }icdicine,

Unlversity of 1badan,

Ibacan

ntion: Tlilloye Musihan

T his nchnowledges the receipt of the conecied version of your Rexawch Proposal tiiled
“ENlecty of Trainlng on Nnowledge and Quaiity of Reproduciive Health Communicatinn
iBetween Parents and their Adnlescents in Two Communities io Ibadan, Nigena,™

2 The commiitee fuas noied your compliance wath all Ilc cthical concems talsal in
the initial review of the praposal, |n the light of this, | am pleased W convey' 10 you the
approval of commitice for the implemenation of the Resesrch Propossl In Oyo Sule,

Nigeria

3. Plcase nole- that the comniitiece will monitoe closely and follow up the
implemcniation of the research stikly. llowever, the Ministey' of Jlealth would like o
have a copy of the resulty and conclusions of the findmgyr as this will help 10 policy

making In Ihe health sccine

A ‘E,*mlhm you EII..I Lhe best

| L]
kT .
Director, 1" '_ “gfr{& Statistica

Secretary, Oyo State, Research Ethical Review Committee
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Appendiy I\

ab LOA JA=1're tradningt mecting with
vo-Member Training Connntices €. 1» F and ¢

Plate b2 Trandug seasien ol the eaperimental thed

pnicniinl truiner: 1= Mrecrng with D
I cainiog sessions|
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Group photograph

<+
2 d

Plate 2
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Appendix IN

phela) LOA [A=Pee tromning mecting with
Mecting with Five-dlember Feaining Cnommitiee: o Dy B oand }

Plate 1: Tralnlng sesston ol the experimentat(l
polentind trainers H
| r'.ainlnu.wulun_si
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Astuliy &y Appendix VIII

TELEG“A5|S.-...- 9400000 o TELI:I'HO c
N ..--.ll-IO 2 eadasasd

DI it s e TR

MINISTRY OF HEALTH

DEPARTMENT OF PLANNING, RESEARCH & STATISTICS DIVISION
PRIVATE MA . BAG NO, 5017, OYO STATE OF NIGERIA

e o WL S S

Al = anaiy o hoalf be aldvied

W (b acaddy C oty heaye Q 0ieg

OwRet No AD I ATV Apnl, 2015

The Frinclpal Invesilgator,

Deparuncent of 1tealth Promotlon and Lducslion,
Facuhy of Public llcahh,

College of Mcdicine,

University of Ibadan,

lbadan

Attenlina: Titiloye Musibau
Lihico) Appro¥s! for (He mplemeniniiog of your Research Propoal jn Qvo Siale

This acknowledges the cecelpt of the correxted version of your Research Propoaal sfiled:
“EfMecty of Truining on Knowledge and Qualily of Reproductive (lealth Comnmyunecation
B¢ iween Parents and their Adnlescents in Two Communities in [badan, Nigega™

2 The commitice has noled your compliance with ali the ethical concerns inised in
the inltial ccview of Hic proposal. In the light of this, ! sm picased 10 convey 10 you the
approval ol committcc for the implenentafion of the Research Proposal in Oyn Suate,

Nigerla
] I'lease  note that the committec will monitor closcly and follow up the

implementation of tho reseacch study, llowever, the Minisiry of llcalih would like 1o
buse a copy of the results and conclusions of the lindings as this will lelp in polcy

nuakling In the health scctor

Sols Ak S{y’
Director, V"IN W;r:h & Statistics

Secretary, Oyo hllle Hesearch Ethical Review Commitiee
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Appendiz VI

MIS FORM FOR PARENT-CHILD COMMUNICATION

C alipgesy uf Rovpendrul: Sera mARe:
Sei of Jodce (hild: Month Weh M

! =
Use of Conliateptive
Pwnum&bonmmuwﬁo-

N e 4—1
-~ —

Facie Work

E£T1 Preventon

Gthers (Please Spacity)
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Appendiy V

PGB T .

DEPARTMENT OF HEALTH PROMOTION AND EDUCATION éwﬁ%
% P
N “

FACULTY OF PUBLIC HEALTH
COLLEGE OF MEDICINE
UNIVERSITY OF IBADAN

-\--\—_—

| Cortificate of Rearticipation

This {s to certify that

—

?mrticipatcd inthe

PARENT-ADOLESCENT REPRODUCTIVE HEALTH COMMUNICATION TRAINING
HELD IN EGBEDA IN SEPTEMBER, 2013

Mr. Telloye Micnban A - Prof. Adomols ). Apnom

Shudonl Resgarcher Seqpervace
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Plate 2: Group photogranh
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