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ABSTRACT

Family life education is a process of ilmparting factual

knovledge on develbpmental characteristica, relationships wvith the

opposite 8sex, preparation for parenthood and prevention of

unvanted pregnancies and scxually transmitted diseases. In

traditional Africon homes, parents impart knowvledge on

relationships wvith the opposite 8sex to their children, Dut with
urbanisation, and the subsequent reduction in etfectiveness of

traditional social rcetraints. most adolescen®s are exposed to the

risks of unwvanted, premarital pregnancy. aubcrtion and its
complicationa, and sexually transmi”*oc’ aiscsses becausc there 18
minimal oc even no parent-child coaxwunication on sexual matters.
This study intended to find out factors that affect dissemination

of family life education ro adolescents of the Apata comaunity {in

the city of lbadan by their psrents,.

Apata {8 2 cubi'cban community vith an estimated population

of 43.600 inhkatitsnts. Three hundred parents vith adolescent

children vere chosen for intorviev from 300 of the approximately

1,900 residential houses in Apata using a systematic sample of

every sixth house. In houses wvhere there was more than one family

vith an sdolescent. intervievces vere chosen by bailoting.
Intecvieving took place betwveen Aufust and Septesber. 1991 with
the sid of structured questionnsires wvhich had been pro-tested In

another, simtlar section of Ibadan. A finsl sasplc of 253 parentas
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vere intervieved.

Although there was a high refusal rate, those

vho refused differed from the responders on only one deaographic

characteristic: they vere older.

A tvelve-point Family Life Communication Score (FLCS) wvas

conatructed based on parents' reports of discuseing the felloving

elx toplica: grovth and development, pregnancy and reproiuciion,

abortion, sezually tranemitted diseases, preparation for

parenthood and contraceptives. The moat commonly discueeed topics

vere grovth and development (83%), pregnancy !59%) and abortion

{59%). Mothers most often initiated tliece diacussiona. Moan FLCS

vas significantly higher in familiee wiidare the father vas 60 years

old or older., but mothers*' age did /.ot make a difference. No

eignificant difference vae d!scerned concerning family religlon,

type of wmarriage or tritve,

In hoses vhere the father had more formal education, sean

PLCS wae significan.ly higher. The same trend vam vielblo for

gothers. Vhile sothers' occupation wvas not associated vith mean

PLCS. howmet vhero fethers vere retired, civil servants or

prof=caionale, hes significantly hlgher mean ecorcs.

The study has shown thst vhile most parents discuss vith

thoir adolescents on femily ltfe and sexuality, tho level of

communication could be lamproved. Rocommcndations are msde to
provide support and sncouragoment to Parents In thelr educational

rolos.
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CHAPTER 1

INTRODUCTION

The perliod of adolescence has been regarded as a tuwrultuous
and stressful time [Asuzu, Odor, Asuzu and Oyejlde., 1929,
Adolescence may be defined as, "The developmental pe:!cd that
begins with puberty and ends with marriage or econrmlc

independence from the famlly" [Gowdow, 1982). it Ls a transition

between childhood and adulthood, and a'so a developmentsl perlod

vhere an I(ndividual experlences phjyslcal, psychologlical and soclal

changes. It has its own subcuvliturn that differs from other
developmental perfods and is charactecrised by pienty of energy and

drive, a desire for change and newvness and a hligh esense of
{deallsa, vhich when coupled with a lack of experlence and viedom,
!e also characterl=cd by mistakcs and frustrations [Asuzu, 1992].

DPeveloraent of sexusd organs tokes plsce during this period

of 1lif~, end adolesconts becosc sexuslly mature. Psychologlcally

the 'ndlvidual’'e petterns of identlflcatlon develop from those of

a child to those of an adult. A genersl age range has baen sot

betveen 12 and 18 years, but may very from eight to 21 yearcs
[Munt, 1976].

The probloms 3esoclated with sdoloescent eserxuallty and

fertllity have recelved Ilnsdequate sttentlon {n many davaloping
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countries, Nigeria included [Hunt, 1976]. This is because in most

cultures the period of adolescence ie not distinctly recognized

apart from childhood and adulthood. Thus children in many

countriesS are considered to have become adults immediately they

reach puberty.

Trends have changed, and adolescents now spend moi'z years in

echools and looking for employment before settlinx down for

marriage. The effect of urbanization and modern )ife styles

provide more opportunities for sexual relat‘onshipe and reduce the

effectivenenss of traditional esoctal rzetrufnte. This increases

the gap betveen sexual and social adulthood and subsequently

ozpoees youth to risks of venerecl discaeos, unvanted, pre-marital

pregnancies and consequent enctional stress [Hunt, 1976].

Adolescente are usually regarded as future leaders of a

community, who shcula be well groomed to face future challenges.

Inatead, they oowv ‘ace many sox related disorders as sentioned

above bociiee rthey are ignorant of normal eezua! behaviour. Thig

also subjicctrte them to educationsl and economic setbacks in the

shcry term, and later in life they pay dearly for theee mistakes

made wvhile still young {Liskin, 1985].

Seversl surveye focCuseing on young unmarried adolescentas of

reproductive age yleld valusble lneights on the problem., por

instance, In Ibadan betveen 1981 snd 1982, 49X of sizteen year old

boys reported pro-marital intorcoureo, cospared with 28x of girls
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of the same age {Liskin, 1985]. <Thig results in unvanted

pregnancy and illegal abortion, leading to major social and health
problems, which arise because adolescents are exposed to low

quality information on reproductive health [Nichols, Oladipo,

Paxman and Otolorin, 1986]. The information they receive is cften

half-truths and distorted facts, derived from pornographi-
publications, corrupt peers and unfortunate persona! csperiences.

Many people agree that parents should talk to their children

about human reproduction and moral standard- tor sexual behaviour

{Greaves, 1965; Sol, 1978; Yaber, 1979; Ajxla, 1987; Liskin.

1985], yet sany parents do not pract.s> this because they may be

embarrassed or find it difficult to put their thoughts into words

[Liakin, 1985), ¥For aome parents, discusaion of sezual matters

with their children fa taboc, or they feel that sexual matters

should be kept privezte to the individuals concerned [Dimehin,

1983].

To cozpound the problem, today, most parents run after
worldly g=in and do not stay hose to seo to tho welfare of thelr

childrei.. Children are loft to the mercy of houae maida. Whon

thece children observe davelopmental changea in theasclvcs, they

want to find out the cause. 7They turn to thelr peers for

discuseiona that yiecld acee of the probleams outlined earlier

{pimehin, 1983].

Home ie the firet echool for children, and parents are the
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ficat teachers vho directly or indirectly teaCh children

cvarything about 1ife. Unfortunately !n the area of eseixual

matteca, parent-child comsunicatlon is often minimal or non-

€xlactent [Liekin, 1985). In Grenada, it has been reported that

aothers do not even tell thelr daughters about menstruetiri. I!n

the [vory Coast, a survey found that only 10X of 700 vour.,y people
talked with thelr parenta about human aexzuality 870 contcaception,
A slmilar survey in Nigerla ashoved that not onn ot 127 pregnant

gicle intervievced had ever talked to her purcinte about human

sexuality ([Liskin, 198%]).

To datec. most Nigerian studiev nave looked at the issue of

famlly 11fe education froa the p>tupectiva of school teachers

(Akintayo, 19871 or the acZolencents themaelves [Asuzu et al,

1989). More nocds to te knovn about the perspectivesa, bellefs and

capabilities of pzrents for communicating about sexuality and

preparation fer ranlily 1ife, Much of the paront-child

comaunication that haa been docusented has been negative In

nature. <.%. avoid moving wvith mesbera of the opposite sex

(Lielin, 1985). wWith the i{nqulsitive nature of children today.

sucii fnjunctions may llkely havo the opposite effect.

A major rccommondation Crom all the above studlies is that
adolescents need to be guided by famlly life education. Por the
purpose of thies atudy, family life education haa boen dofined as

the process of imparting factusl knovledge on dovalopmontal
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characterisatics, relationships with members of the opposite serx,
preparation for parenthood and sexual health, including the

avoidance of unwanted pregnancies and sexually transmitted

diceases {Greaves, 1965; Sol, 1978; Yaber, 1979]}. Most studies

also advocate that parents must not only be involved in, bul also

be a major source of family life education [Barrett, 19,¢; vaber,

1979; wWatson, 1980]. This study therefore was des.grec to learn

how parents themselves view and practfse this chal)enging role of

providing family life education.

Presentation of the research and !i(> findings has been

organized into the five chapters of thja text. This first chapter

has introduced the topic and deflnad the basic terms., adolescence

and family life education. <Zhapter Two reviews literature on

husan sexuality, family ifa education, theories of adolescent

aexualicty, characteriatice of the developmental stage of

adolescence. arid tactors affecting tho communication of family

life infomatica with adoleacents.

Chaptzr Three outlines the sucvey methodology used in the
study ad% well 3as the objectivea, study variablea, Inatrument

1everlopment processcs and limlitations of tho study. The area uead

for the research, the auburban coamunity of Apata in lbadan, the

cspital of Oyo State, Nigeria, ie describad, Chapter Prour

containe the reaulta of the reseacrch. The main dependent

variable, the Family Life Communlicatlon Score, i{s explained and
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compared with various family demographic characteristics to test
the study's hypotheses. Ilmplications of these findings are
discusscd in Chapter Five, which ends with major conclusions and

recommendations.
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CHAPTER TWO

LITERATURE REVIEW

Family life education takes place within the contex: ~f

community values and biological realities about human seivality.

This chapter revievs literature as a foundation fo: uaderstanding

this context. The concept of human sexuality i& ciplored.

Special problems facing adolescents and the!r sexual development

are deacribed. The formal and informal rncccessea of learning

about sexuality are outlined, with =occial attention to the nature

of communication betveen parent:® and adolescenta. Findinga from

related atudiee are preacnied and analysed as a means for ahowving
a need for better underatanding of the role and opinions of
pacrents concemning faaily 1ife education in Nigeria.

Human Sexualify

Humen wezuality has been described in sany vays depending on
the avthor ¢ baeliefs and biases, but one common thing is that
se-uvalicy fe an "intrineic part of human belng-" 1t has aleo been
derecribed as "soast Intisste feealings and deepest longinge of the
husan heart to find msesningful relatlonshlp.” (Brover., 1967).
Sszuality also includeas biological, s0Cial, cultural,
paychological and ethical comsponents of seaual behaviour.

Scxzuality may be uaed or abusad in the sociaty-

It may
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bring happiness or despair, pleasure or pain. "Sexuality is the

expreasion of two individual personalities and their merging in
both symbolic and physi{cal feelings of tenderness, respect and
concern for each other and their pleasure'" ([Hohmann. 1972].

The biological aspect of sexuality, according to Hoga:

(1985), includes the anatowmic and physiologic organs and

processes, i.e. sex organs, hormones, nerves and briirnr Centres,

including the larger reproductive Ilnstinct to procreate. The

psychological aspect involves both gender anc sciual image or

gelf-concept. e clasaified the socio-cuitiiral aspects as gender

and sexual identity, which deacribe= c¢rie‘a internal sense of

masculinlty or feminlnity, 1.e. the avareness of "I am male," or

"I am female." Hogan [1985] defined gender or sexual role

behaviour as all ve do tc dleclose ourselves ag mwale or female to

othera. Thie role s rint established at birth, but i8 built up

cunulatively through exporience, planned or unplanned, and through

explicit, but soce freQuently implicit Lnetructions.

Tvo matnn sources of information have been (dontified for
learu{ng about the sexual role [Hogan, 1985). Plrst, parents and

schoouis, referred to as the formal source, encourage the child to

learn his/her sexusl role, espoclelly the sciual value syatem of

the family and the cocmsunity. The second source of learning is
regsrded as informal. wvhere the effect of peer group is felt.

Thls is the most pervasive type of sexuval learning.
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Barrett (1979] noticed that most teenagers do not know
anything about family life education and that they received the

bulk of their information on sezual matters from thelr peer groups

and the mass media. She observed that the situation vas due to

the fact that the soclety. especially the parents, have 3‘led the

young ones in guiding then in this most important devclopmental

phase of life. 1In studies conducted by Ramsey [i%9%¢} and Gebhard

(1965}, peers were found to be the primary souice of sexual

knowledge.

The ideal forum for learning atnut sexuallty has been

debated heatedly. Some conservative individuale and groups in

society have been actively opposed to formal eex education courses
in schoole, and argue that this inmstruction should be a private

@atter, provided by the parents (Hogan, 1985). Other peoble argue

that parents have little or no knowledge of what to say. and are,
at timez., emharrassed to talk about sexuality, thus making a caese

for sex cducation in schools. In Nigeria the Planned Parenthood

Federaitlon of Nigeria {(PPPN) (e In full support of formal sex
education (PPPN, undated].
Advocacy for school-bascd sex education by no means

precludes the need for hoae-based learning about sexuality. Most
experts agree that Parents greatly influence their children and
that sex education should ideally start in the fasily sstting

[AJala, 1987: Barrett. 1979; Kapp. Taylor and Eduard, 1980).
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Various means have been suggested to encourage parent-teenager

colmunication on sexuyality, Filme, discuseion sessions, radio and

television programmes have been used to show parents how to be

more approachable or to discourage teenagers from engaging in

early sexual behaviour [Hacrris et al, 1983].

Since sexuality has been described as basic to human
existence, its relationship with other needs mus® 22> considered.
Sex 18 onc of those basic physiological needs thot must be
gatisfied by people in order to attain and maintain health.
According to Maslowvw's Theory of Humar. Motivation, sex 18 one of

those needs that must be met for thc survival of the human species

(Maslov, 1943). Sexzuality ls siiil part of other needs like

security/esafety, love/belonging. self-esteem and self-

actualisation [Hogan. 1985]. Sexusl behaviour [s multf-

deterwined, not only by the sexual needs, but also by other needs

in vhich love and affection are chief concerns.

It cust de understood that the child's carly ezperiences are
everlarting and have influence on the conduct of sexual 1life in

fuiuce [Hogan, 1985). Parents should develop peaitivc attitudes

tovarde sexuality 8o as to transfer such to their children [Ajala,
1987). This ipplies that msex instruction should be provided in a
norsal, natural atwosphere. Sexual learning of children stacte
right from birth, Immediately that parent3 knov the eex of rhelr

child, their attitudss toward the child are influenced by whesther
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the child is a boy or girl.

Chiidren learn vhat love and affection means by watching

their parents care for each other [(Kogan, 1985). For instance,

the child wvho 18 in an unhappy home vwill never knov what happiness

in 11fe mcans. Parents can negatively affect the sexual l~arning

of their children depending on their own reaction tc “hi sexual

behaviour of the children. Miesleading and incons!ztoent

information about sexual behaviours may lead, lor example, to
confusion betveen aggression and sexualitv [Hogan, 1985).

Parents have been found to give little or no information

about sexuality to their childre: or varde (Barrott, 1979; Liakin,

1985). Gebhard {1965] found tha: approaimately three-qQuarters of

parents of both sexes fallea to give any sexual informatfon to

their children. When wothers gave any inforwmation, it was

primarily on facts about menatruation and pregnancy. Discussion

betveen fatheco anid sons was also einimal, and in fact mothers
vere oftcn & Zreater source of sexual information for their sons.
Most \iformation ia passed on 1ln secret, tharefore loading
chilaren to keep sexuality a secret. even from those they love.
Adolescence gnd Sexuvelity

fuberty 1s the Period of physiological development during

which children become capable of reproduction [Godow, 1982). The
period is characterised by rapid grovth and development that spana

the teenage years and ends at a culturally established dato of
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maturity. The period 18 also characterised by development of

social relationships, the culmination of educational efforts and

the achievement of life experience [Kuczynski, 1988].

The earliest sign of male puberty 1s the growth of the

testicles shortly after the time at which the pltultary gl-ac has

begun to act on them. This 18 followed by changes in "™he larynz,

the skin and the distribution of halr on the body [S’u=lalrc,

1973). The growvth of the penls is subject to wide variatlons as

{s the timing for the spurt In height. By th~ time some boys are

14 year old. they arec sexually mature. Thace could be some degree

of temporary mammary developament irn adolescent boys and will have

disappeared by the age of 21 years |Godow, 1962].

According to Slinclalir [i973], the first slgn of puberty In

females ls the Increase in mlze of the overies. Thls 18 aot

visible physically. Thorefore the first external sign {s the

enlargcqgnt of (he hreasta. About the same time the growth of the

uterus and vagina accelerates, and the publc heir appesrs. Qnget

of menetcuaiion is easlly cccognlesble, and it is an event wvell

cemeahered by the girls.

Apart from biologlcal maturstion in adolescenta, there are

cruclsl developmentsl tasks wvhich are psychologlcal tn nature.
These tasks are never accowpllished Quickly, sm0othly or completely
by everyone. Labarre (1969. aa QuoOted by Kuczynski, 1968)

ldentiflcd the following as the crucisl dovelopmeantal taske:
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The task of searching for self-identity. Adolescents

constantly are asking, "Who as I? What am I to

become?"

The task of development of the adolescent's sexual

identity. This includes the task of learning tc tc 2

man or a uwoman and liking it.

The task of developing an independence an< eeparation
from one's parents, that is becoming ecotionally
independent of parents without r=iecting them.

The task of development of a moral value system - the
establishment of princirieca by which one {8 goling to
live and relate to nthere.

5. The task of chooiinyp life's vocation.

6. The task of dcveloping the capacity for a lasting
relatiorship of a heterosexual nature.

Adolescence is ~ieo cnaracterised by oxtremes of behaviour
including periads of rebellion and experimentation, followod by
quiescen? periods that may even seem crcogrossive [Xuczynski, 1988]).

Vaclous theorlies of adolescent development exist that
emphasise the biological. socio-cultutal and developacntal factors
that influcnce adolescont behaviour. Hall (1904] wvas the ficet
pionsec to do major work on adolescent dovelopeent. (e took e

biological perspective and believed that adolescent dovolopaent is

due to geneotically deterwmined physlologlcal factora. Peorhaops hip
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@ost popular concept vas that adolescence is a period of storm and

stress [CGodov, 1982). This has not been documented by research,

but 15 still believed by many people.

Godov [1982) mentioned another theory which vas propounded

by Sigmund Ffreud. This theory 1e based on blological factocs and

focused on psychosexzual stages of development, especi2ilvs !n

childhood. Freud proposed that libido or sexual energy vas the

central drive of the human organism.

Freud's daughter, Anna., 3lao attcmpted tc formulate a theory

of adolescence. ler central hypothesia was that the biological

changes that occur during pubecty j'ruduce a nev surge of aexual

deive and interest in adolescents [Godow, 1982). Thie nev sucrge

of sexual drive causes anxicty ospocially seince it re-avakens the
hypothetical Oedipus co: Eiectra Complex. Therefore a major taek

of adolescence ie lcacning to manage thie now ecxual urge in vays

that are socially acceptable.
Godov [{.952] vent fucther to mention Froud’a suggostion ae

to vays ot doaling vith the above mentioned problems of

adoleacenta. One ls by a defonse mochanism such as sublimatleon,

for oxaeple by ro-directing the 1ibidinal energy toward the gecal
of becowming a succesaful athlete,
Another group of theorists wvore the socic-culturaliaste

[Codow, 1982]. They pointed out that In s0mc cultures tho peried

of odolosconce doe¢ not exist [llunt, 19?6: GCodow, 19852}. Although
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the socio-cultural theorists accept the physical factors, they

believe that culture has the major {nfluence of development of the

3dult personallty. One of these theorists, the anthropologist,

Margaret Mead. believed that {f the roles of childhood and

adulthood are siamilar (n the society, less strain vill be produc:d

Ln adolescence [Godow., 1982). Mead observed that there i¢ 2

dif{ficult adoleacent period i{in Western cultures because cucre are

differences between child and adult roles. She propns=d that

religious, social and economic instltutions of any given culture

are the keys to pereonality and developaent.

According to Godow [1982], there arc 8till current theoriee

apatt from the afore mentioned. Thcose combined biological snd

socio-cultural factors. One ol ~“hose theorists waes Erickson

[1963], who made an atteampt ‘o 20dify Preud’'s idea and developed
another ccaoplex theotry of ¢dolececence. iHe acknowledged the
biological factor, but put much emphasis on cultural fectors.
erickson’s centc2. concept is development of ego identity, vhich
fs supposed "o %e an ongoing process throughout life, but most

f{mportant!y during adolescence.

A trickaon {1963] identified tvo lmportent developmentsl

taske, vhich {f not achieved, may cause continual probless

throughout adulthood. The firet taesk le the {ntegration of

elementas of childhood in order to develop a poeitive nmel f-concept.

The second is desling successfully wich the transiclon fres che
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family as the central unit of 1l1fe to society as a vhole.

Development of mature sezual behaviour and nev skills in

interpersonal relationshipe are essential to the transefer from

childhood to adulthood {Godow, 1982]}. Erickeon {1963) vieved the

capacity for sexual and personal closeness with other individuais

ae a major developmental goal of mature adults.

All the theorists agceed that social developr.ert {8 an
ioportant aepect of the personality and that sexuality 18 a

central dimension of social development during adolescence [Codow,
1982], but sexuality may poso problems to adolescents.
Adolescents are normally considered a nealthy scgment of the
population, but the process of adolcecence, incliuding the
cooponent Oof sexuality, may U= tusultuous and stressful,
especfally vhen there ia poor family background and an inadcqQuate
eocfial support syst=s [Asuzu ot al, 1989].

AJala (1927 ruggested that children should understand the

physiological aspects of the human body and reproduction by the

time thev rcach age 11 or 12 years. After this point, they should

knov wore about mceningful husan relationships, the concept of
marriage and the family, and the {mpact and control of human

feelinge. GConcept® like pre-macital sexual relstions, aborcion,
venereal diseensos. adultery and illegitimacy shouid be explained

to them. ¥%hen this dooe not happen as a planned process by

parents and educators, children becoma conscious of thoso ioouos

AFRICA DIGITAL HEALTH REPOSITORY PROJECT



17

by other means, leading to experimentation, stress and other

problemes highlighted above.

The lack of intentional parental tranemission of knowledge
on eexual matters to their chlildren can be blamed in part of
inadeQuate knowledge, but the problems has been exacerbated oy
industrialieation, vhich has increased the parent-child zerecation
and communication gap further. This deatabliees the finmily

reaulting in psycho-sexual probleme [Asuzu et al, 1939].

The vievs of the socio-culturalista noted previously may
explain vhy the problems of adolescent zexuaility and fertility

have raceived little attentlon in developing countries, Nigeria

inclueive. The period of adolercence ia 8till a new cultural
concept. The familiar stages cf childhood and adulthood vere
traditionally and cether cuickly bridged vhen the child reached
puberty and initiaticn cr'tes, marking tha passage to adulthood,
vere carried out [Humc., 19761}.

Adoleec=ntr in many areas aro aexually maturo and capable of
reproduction at a younger age that their parenta vere. Sexual
m3tura~inn nov takes place earlier, but age at marciago ia
increseing because odolescente spend more years in school, look
for employment 3and make aure they get vhat they need for a 1iy(ving
before Marcisge {Kunt, 197¢6]. Thia increasea the gap botweecn

sexuel and social adulthood and subsequentiy ecsxpoaca adolosconts

to the riaks of unvanted and promarital pregnancy, abortif{on and
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venereal diseases.

L

However in many countriee, fncluding Nigeria, the new
methods of coping with developmental changee in adolescent eexual
phyeiology euch as aserx edﬂcatlon orifamlly 11fe education are
meeting resietance {Scales, 1980; Dimebin, 1983]. 7Thise 18 <un to

taboos, customary lawe..bellefe of certain religious grouys,

parental feare of promoting promiscuity, and even r=e.otance by

eome echool authorities [Hunt, 1976].

l1th Problems Related Adolescent Saxuality

The ignorance of adolescente. abou’ normal eexual behaviour

hae subjected them to scx-rolated d!sordera including unvanted and

premarital teenage pPregnancy, venei<sl disoasea, abortion and

premature death [Liskin, 19%45) garly childbirth restricts

cducational and carcer ap30rtunities and contrf{butes to low

economic statue, for-ea wmarriages and even legal diacrimination

(Runt, 1976). A conuection exlista between poverty, racial/ethnic

discriminatior and teenasg pregnancy [Sol, 1978).

Rieke ©f mortality and morbidity are high in adolescent

mothera and their ¢childreo. The pregnant sdoleacent has o higher

incidence of ansemis, genital infaections, poor nutcition and
adverse habite such ea amoking and subatance abuse (Morris, 1991).

.y
The problems are not onlﬁiphyczcﬁ} but aleo emotional [Roid,

1962). 1ntcrcourse and pregnancy at a very youn@ nge has been

sssociated vith incroascd risk of corvical cancor [llunt, 1976].

{
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Strong social discriwmination against out-of-wedlock
pfegnancy may lead to abusive forced marriages, illegal abortion,

death, Buicide, or diminished chances of future marriage. The

child born to an adoleacent rungs the risk of economic hardship in

life and delinquency [Hunt, (976]. 1In fact the adolesce.t h=rpelf

vho becomes pregnant ia likely to have been a victier o¢f child

abuse, alcoholist and depredsion, and theee protlcus reaurface in

the next generation [Sol, 1978).
Hospitai records ahowv that the protlex of sexually

transmltted diseases ia very cosmon aon); adolescenta (Liskin,

1985). To woraen the aituation, the victims often do not seek

medical attention in tiee unptil aarioua complications asuch as

urinary retention and iafertllity develop.

The absolute nusibter as well as the proportion of abortions
perforeed on adol!eccent girle has increased in most countries.
Unvanted presnzncy sod iliegal abortion among young unasrried

people is & Pajor social and hsalth problem in Nigeria [Nichols,

Ladipc. Pazazn and Otolorin, 1986), A five-year reviev of women

treaced for abortion in Nigeria found that over 90x of patients

were eingle adoleacent girls (Hunt, 1976). These¢ adolescente do

not seek abortion until the pregnancy ia well advanced, theroby

resulting in sOore complicstions. Thia delay amay be due to

inezperience, deniasl of the probiem, ignorance of gourcos of help,

hg’ttatiqp to confldo in adulta, lack of economlc rosources to pay
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for the service, and laws that do not permit adolescent8 to seek

medical services without parental consent [Hunt, 1976].

Communication Between Parents and Adolascents

The health problems mentioned above are usually the result

of a lack of accurate information on human sexuality [Hal)c and

Philliber, 1978]. Another of the reasons given for incrcase in

adolescent sezuality problems i8s8 ceduction in the ~2tfectiveness of

tradltional social restraine [Hunt, 1976). This occucrs most

especlally wvhere rapid urbanization and mcdz+nization ace

occurring and young people are breakiing oway from constraints
applied by their families and communities [Liskin, :1985). These

are problems of parent-child comaraication.

Moat people agree that pacrents should be greatly involved in
reducing the problem through counsellng at home [Bacrett, 1979;
Yacber. 1979; Wateon, 1980: Xapp, Tayloc and Bdwacrds, 1980;
Marris, Baird, Ciybum and Maca, 1983; Udoh, §983; Liekin, 198S;
Ajala, 1957). Many parents feel that they should be solely
responsihlo for their children's sex education, and they ace
woeried that the sexudl valuoe of outeidece, wvho might provide sex
education, may not bo Cospatiblo with the family's belfefa [(Halo
and Philliber, 1978 Hacris et al, 1983].

Wnile moat experta agree that the homa is the baslc scheol

for eex inetruction. they also observe that parents do not alvaya

knov thie nor how to teach it [Olock, 1974; Chacthan, 1973; Ajala,
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1981; Udoh, 1983]). Reasons for this inability have been

highlighted by parents themeselves. Some are embarrassed to talk

about masturbation and intercourse, or even do not knov what to

say {Harris et al, 1983; Hogan, 1985]. Others expressed

miegivinges about their abilities to provide sex instructicn., aven

though they see this ae an important parental function (ilale and

Philliber., 1978). Some eimply feel that they do nnt know much

about sez themselves [(Liskin, 1985].

The communicetion problem can occur itom both aides. Liskin

(1985) etated that adolescents are alsc reluctant to discuss

sexuality with their parenta., They too may feel embarrassed or

afraid of their parents' disapprcval.

Many programses dezifn2d to address the lack of sex and
faonily life education are almed at the schools, and a few even
through the mass msedia [Barrett, 1979: larrie et al, 1983). This
is often done with the realisation that schools may not be the
i1deal place tor the transmipaion of famlly life and sex education,
burt vher« the family or religlous inestitutions do not provide such
intormation, the schools may repreaent the only opportunity for a

young pereon to learn about sexuslity (Kapp et al, 1980].

Two approaches have been r¢ported that try to bridge the gap

between the family and tho school. [(farris et sl [1983) deacrlbed
one school health grogramma thest tried to consider the belfofs and

values of the community. Surveys and focus group discuasions of
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both parents and young people vere employed. In addition to

gathering information to develop the programme, the group

interviews stimulated adolescents and parents to examine their own

lack of communication at home. The adolescents noted that their

parents rarely or never spoke about aex. The parents exprezced 3

feeling of responsibility for the sex education of their =rlldren,

but frankly admitted that they had not spoken to thzir own

children yet. This led to educational materials such as films

that modeled the "approachable parent," who ccu'!d communicate vwith

hise/her child about sexual matters.

A second approach developed educziional classes for both

parents and atudenta [Barrett, 19,9]. Prlor to teaching the

etudente about family life ~ducation, the views and opinione of

parents were gathered thirough speclal meetings organized just for
them. Toplce vere precented and films were shovwn, and parente
were encouraged *v discuas vhat they heard and sawv.

Some parents,

especially cothecra, maid they learned a great deal. For example
many did not knov about wet dreaas and had no Ltdess that their

soos o~y oe having dlfficulties in this area.

it i8 in the spirit of learning from and Lnvolving parents
that thia preaent atudy about family life communication has been
designed. The next chapter describes tho mothods by wvhich the

study wae developed and isplesonted.
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CHAPTER THREE

METHODOLOGY

Thls 18 an exploratory study that was designed to erav ine
various factors affecting dissemination of family 1Lfe education
to adolescents by their parents {n the Apata commval:y of Ibadan,
through the use of cross-sectional survey research sethods. The

selected respondents provided information on ically demographic

characteristics, the nature and conter:c c¢cf communication between

children and parents on sexual matters, and the relationship
betwecn religlion, culture and sexvai behaviour.

In scope, the study {ocuced on parents as potential and
actual providers of education about family life matters that

included the follouing: 1) human grovth and developwent,

2) pregnancy, 2) preparation for parenthood. 4) venercal diseases,

S) contraccotion, and 6) abortion, These toplce vere derived €rom

3 reviev ¢f literaturo on family lifo and sex education curricula
and programmed for adolescents.
Purpgpse_and Oblectives

The Overall purposo of tho atudy vas to cramine the nature

and extent of family life communicetion betveen parents and

edoleacents in l!badan, 3 major Nigerian metropolitan area, and to

determine fectora affecting the level of this communication. The
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folloving specific objectives were formulated to achieve this aim:

1. To document parents' knowledge of the nature of family life

education.

To determine the content and level of communication bet.=en

parents and their adolescents on fam!{ly life matters.

3. To identify family demographic and other factor:s tihat may
influence the level of family life communicotion between
parente and their adoleacents.

4. To explore parents' attitudes tovarZ thelr own role as
educators on sezual and family life matters as well as thelr
opinions about other sources ot family life lnformatlon in
the community.

5. To use the findings "o recommend appropriate health

education stratagice to involve parents more fully in thejr

roles as famiiy .ife educators.

varjableg <¢od Hypothesesg
The major dependent variable under study vas the
comsunication of family life information between parents and their

adoleacent children. In order to me¢asure this practlice. a family

life communication score vss developed throukh reviewv of
literatura, O5% ®ajor content areas/topic areas were chosen am

1{sted above. A scoring syotea wasm developed that awarded twvo
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points, 1f a topic was reported to have been discussed at the
initiation of the parent, since the focus of the study is on the
villingness of parents to undertake the role of family life
educator. If the toplic vas discussed, but at the initiation of
the child or another person (teacher, relative), one point w2g
given. No points vere assigned vhen a topic was not discucced in
a particular family. A Family Life Communication Score (FLCS) vas
thereby calculated that could range, for the wsiy items. from zerto
to twelve points and that served as an indicator of the level and
extent of family lifec communication within i home.

Data vere gathered on several inccpandent variablos.
Parente® ages vere one of the fam!ly deaographic factors
considered. Others included fuaily religion. type (monogamous oOr
polygamous), parents' levels of education, ethnic group, and
parents' occupstione.

The basic Aascociations that vero tested in the study could
be summearizer Jn the null hypothesis that family life
coamunication score is not reolated to family ond parents
demogruoniC characteristics.

Stugy Population and Sample

Tno subjects of thie study were parente of adolescent
children in the Apata coesunity of lbsdan. Adolescents were
defined a8 children botween ages 12 snd 18 years. Ibadsn itsoclf

1s consideced tO be the lscgest indigenous African city south of
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the Sahara [Mabogunje, 1968]. ,, present the metropolitan area is

divided into eix local governments. Apata {e a suburban area

located at lbadan Southwest lLocal Covernment and ls situated vest

of the city on the Abeokuta Road as seen in Figure 2.

Apata wad the site of the author's concurrent fieid practice

during her Master of Public Health studies at the African Re(!anal

Health Education, University of Ibadan. Apata Ganga, ae i%e area

is forwally known, is bordered on the east by the Moor Piantation

agricultural research station, and in the wveest bv the Owode lowv

cogt government housing estate. Ite northern Loundary ie the

railuvay line, and the Ibadan Town Planning Authority i1s a landmark

for the southern extent of the communicv.

There 18 a major taxi/bus 8si~p and market in the centre of
the communlty. B8eing a suburbarn settlewment, the streets in Apata

are fairly well laid out, and the housos are numbered by the local

Eovernment authority. . pata Ganga ie a predominantly Yoruba

epeaking communiry, but a sizeable Igbo and Ebira population has
settled in the area. Residents aro primarily civil eorvanta and
business pruple working in lbaden.

No zccurate information 48 avallable on the exact number of
residents in Apata, but the 1991 provieional census regulte
indicate that the vhole of lbadan Southwest contalne 274,028
residents, Preliminary house counting by the author found over

1,900 restdontlal buildings in the community, averaging four
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families each. Initial inveetigatione, wvith the aid of the Town

Planning Authority, yielded an eetimated average of six members
per family. Baeed on thie, one could determine a potential

population of 45,600 for the community.

A goal of 300 familiee wvas set ae an adequate eanple sfize to
test the hypotheeee of thie etudy. Systematic eampling wia
conducted with every sixth house chosen. The relativc!y orderly
etreet arrangements in the community faclilltated th'e type of
eampling. If in the eelected house there werc more than one
family wvith an adoleecent child, balloting vae done to eelect one

of them, If none of the reeidents had an adoleecent child, the

next house wvae chosen,

Data Collection Procedures

All data required (or the study vere collected vith the aid
of a queationnaire. Prior to conetruction of the questionnaire.
:;levant literaturc vas revieved and inforwal {ntervievs with
parents froo all valks of life vere conducted. These twvo eourcee
yielded !niuvrmation to help frame the content of the guesations.

The firat eset of qucetions obtains information on the

demographic characteristice of the family. the parenta and the

sdolescents in that family. This 1e folloved by quecstlione ssking
vhether each of the eix proviouely outlined family )ife educstion

topics vgs discussed betveen pesrents and sdolescenta, vho

{nitfated the discusaion and what specificelly vas discussed.
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Queations were largely open-ended. The study i1s exploratory, and

therefore interviewers needed to encourage respondents to share

their viewvs on this potentially sensitive subject as fully as
poesible.

The final part of the instrument looks at other aspzc.s of

the process of family life communication both wvithin rhe tamily

and community. These including 1) perceived age hy vhich family

11fe education should begin with a child, b) opinjune on the
appropriateness of various sources of informaiion (parents,

teachers, the media, peers, etc.) on {am'ly life and sexuality,

and c) religioue and cultural im®ues that guide the family in

communicating wvith their adolesconis.

The qQuestions vere inltl!ally constructed in English and then

translated into the Yoruba language. Back-tranelation into

English wae perfocael to ensure accuracy of meaning. The final

queetionnairs contained both the English and Yoruba versions side-
by-side, clace Apata is 2 aulti-ethnic community. Interviews were
conducced in the lanBuage preferced by the family.

The Queetionnaire vas preteated in the ¥okola community of
Ibadan to ensure reliabilicy and validity ef the questfions and the
{intervieving process. Ambiguous and eensitive queations wers
eliminated o reconstructed as appropriate. The pretesting aleo

helped determine that 3% ainutos would bo needed for each
¢

interviewv.
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Tuo intervievers vere hired and trained. They were both

mature people who could speak both English and Yoruba fluently.
The use of mature adult intervievers vas predicated on the need

for guaranteeing comfort in the communication between them and the

parents. The interviewer training consisted of a thorough r2ading

of the questions vith brief explanations on the natuce and

importance of each question and the study overall. 7Ihe {mportance

of approach, including proper greetings and seli-introductions,

vas emphaeized. Proper recording of cresprnece waa demonstrated.

Field experience vaa gained through participation in the

pretesting of the instrument at Moxola.

The questionnaicres vere administered betwcen Auguet and

September 1991. The ceseicchec supervised the intecvievers in the

field. Vieits to hom~s took place in the evenings so that more

people wvould be found at home. Pacente vere intervievcd as a

paic, 1f both wers found st hoac. Othccowiee the Ilntecview

proceeded v!th vhichever parent was avallable. All rcosults vere

cevicvod at the end of the day, and nocemsary corcections made
befcce continuing the next day's aet of interviewvs. ‘
Analygis Of Regplts

All questioansirem were cevioved by the reseaccher to learn
the range of responses for aach quostion. From thia informetion,
s coding guide vae developed for both the closed (dcmographic) and

ended Quostions. The ceseacrcher horesolf performed the
open-
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coding. She also sumwarized manually the freQuency results for

the more detailed, open-ended responses that focused on the

content and reasons for family discussion about the different

components of family l1ife education.,

The Epi-Info computer software programme of the U.S.

Centers
for Disease Control and Prevention was used to analy:e t.ie data.
Association between the FLCS. the main dependen’ voriable, and the

various family demographic variables was teated uging Analysis of

Variance (ANOVA or ¥ Test). The five peccent level of probability

was chosen aa the cut-off point for determining statistical
significance, although in the text the exact p values found are

reported in the intereat of sci=ntific accuracy.

Limitations

Since no pre-exiating map of the atudy community could be
found, the researcher, with the aasistance of s asurveyor, had to
sketch cne. it is therefore possible that some arcas of the
communiiy oy have been overlooked.

Yhe nature of the subject matter under atudy. i.e. human
scxuality, vao gaentsitive. The choice of mature intervievers, the.
emphagis on chooaing & languake the family wams comfortable with

and the procasa of pretesting to improve the acceptability of the

queations, vera @ajor dteps taken to oncourage respondsnte to

participate fully. Bven vith those praeceutions, respondents wera

obsorved to be hesitent at tisos.
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CHAPTER FOUR

RESULTS

The resuvlts of the study. ae presented in this chapter, are
organized into three major sectionsa. The demographic niata about
the families and their members are presented firez. Thie 18
followed by information on the ei{x family life education topice
that comprise the Family Life Communicati~n Zcore (FLCS) are
discuesed and factore associated with FL%S are examined. The
third section presente opinions on ihe appropriate timing and
conditions under which family !ife education should take place.

The target number of J00 famtlies were visited. As noted in
the previous chapter, tucacy crespondents refused outright to be

intervieved. An additional 27 stopped responding after the

demographic datz vecre obtained. Thus 253 completed questionnaires

vere analyeza.

Demecqoaphic Cha t 8

“hoever was FPresent 3¢ home durinB the visit of the

intervieyer was chosen as rospondent. More than half of che 253

respondents ($6.1%) were mothers. Nearly ons-third (31.6%) were

In 12.3%X of the visits both parentes were hoae and
fathercs.

responded together as aeon {in Pigure 2,
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— =" Father
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PIGURE 2: RESPONDENTS FOUND AT MOME
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The 253 families conaisted of 231 (91.3%) vho were marrled,

and of these 161 vere in monogamous relationshipe. Among the rest

vere four single mothers, three widowe and three widowere, seven

separated or divorced women and five separated or divorced men

{eec Pigure 3). The Yoruba tribe predominated with 82.6X of

families followed by Ebira (9.5%), Igbo (5.1X) and others

including Hauea and some from Ghana (Flgurc 4).

Plgure 5 shows the age distributlon of those fathers and

mothers for vhom information wis provided. The peak age group for

both parcents was betwveen 40 an - 44 years. Most parents had some

education as only 22.9% of mothers and 17.4X of fathers vere

ill1{cterate. Interestingly, the lacrgee: category for both parents

vae post-secondary educatlion, sil(ch had heen recelved by 32.0% of

mothers aond 40.7X of fathers (Figure 6).

The mogt common occupation reported for fathers was clvil

servant (35.2%), and for mothers {t wvis trader (41.lx). The

reverae wae tiyue for the second most cosmon occupatlion for each as

eeen in Fifurs 7. The euburban nature of the community 1is

refleci=sd in the fact that five sothers and 29 fathers vere

farmecs.
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In order to consider vhether the non-responders wvere
different from the responders, the demographic data for the 27
families who refused to ansver once the family life education

topics were introduced vas compared with the 253 full respondents.
Table 1 shovws no significant difference betwveen the full and

partial responders {refusers) concerning vho was the resnonZent
present on the day of the visit (p » 0.70}). 1In both c22es, 56X of

the respondents were mothere. The proportion of [ul) responders

vho vere fathere (32X) wae close to that of th» partial responders
(37%). In 12X of vieits that reeulted i a full rosponse, both
parente vere present, while both wer~ aleo present in 7X of the
cases vhere respondente refused to coatinue the interviev when the
family 11fe education topice werc introduced,

Similarly, the rernonders and 27 refusers did not differ
eignificantly by trite, reji1gion and educational status (Table 1)
The only point ot d:fference wae afe. whije 26.6x of the 253
responders vere under 3$ yeare old, all of those who refused to
ansver the famijy life communication Question® y&re gver 35 yeare.

FAMILY LIFE COMMUNICATION TOPICS

Siz topics were included in the Pamlly Life Communication
deode " jPUES) a8 described earlier. Not every topic vas dimcussed
fh'at1! familiges a8 con bo scen in Flgure 8. Husan grovih and
R i e the topic moest frequently discussed (83%x) in the

257 famiiles. The second ©08st COaImON subjoct to
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TABLE 1

COMPARISON OF RESPONDERS AND REFUSERS

Respondent (%) Refuser (%) Total
PAMILY MEMBER AT WOME:!
Mother 142 (56.1) 1S (5S.6) 157
Father 80 (31.6) 10 (37.0) RS
Soth Parents 31 (12.3) 2 ( 7.4) 33
. TRIBE:!
Yoruba 209 (82.6) 24 (92.3) 233
Other 4 (17.4) 2 {71 Ab
] ==
RELIGION:
1slam 103 (40.9) 9 (33.3) 112
Chrimtian 149 (59.1) 17 (66.7) 166
{
EDUCATION
Illiterate 49 (19.%) 8 (29.6) 57
Primary 53 120.9) 4 (14.8) 57
Sé driflary §7 122.5) 6 (22.2) 63
Higher g {37.2, 9 (33.4) 103
$
NT:
Acg.or ReSPONDENS 67 126.6) 0 67
35 & Above 185 (73.4) 2? (100.0) 212
o d 217 280
TOTAL -k
= > 0070
l gl . g.710: d.f. o2 P

e op, d.f- = 1. P 0.27, Ono no roaponsc excluded.
- 0. ’ - .

X Yates

, t d.f.
Lyates * Q.17,

{, p» 0.68. Ono no cesponse excluded.

{ g1, 1.8, O.F.
<« 0.005, Cne no responee exCluded.
S ol . g.os, d.f. =1+ P

vetes
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be discussed was pregnancy (69X). Abortion ranked third, wvith 59%

Of families having discussed that issue. Venereal diseases were

discussed in 51% of families, and preparation for parenthood wvas

discussed by A4%. The least discussed topic was contraceptives

vhere only 25% of families raised the issue.

Table 2 summarises the reports on who initiated dic~ussion

on the various topics. Mothers were the most coarcn {(nitiators,

ranging frow 45,5X for talks about preparatior for parenthood to

56.0x for both pregnancy and abortion discu:ealona. Pathers wvere

1eces active in bringing up the topice for discussion. ranging from

16X for both pregnancy and abortion 12 ¢7.1X for talka about

venereal diseases. Discuesions injciated by both parente ranged

from 16.6 for talks about nrcgnancy to 22.7 for discussiona on

preparation for parenthood.

The child in suestion initiated thes¢ discussions less often
than either or bLoth parents with ranges from 8.0%X for
conversatiors about abortion to 19X for diacussions about
contre~egtives. JIn only a fev cases did the atimulus for
convarsation come from outside the family. o.g, reachers.
Open-ended questions sought details on the faguoe parents
diescussed about each topic, or reesone vhy the topic had not been

diecussed. The ©23jOr points are summarieed ncxt.

The zost common
lssue discuseed concerning dovelopaent and grovth wvas changes that

r in the body during adolescence such 3s Benstruation,
occu
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TABLE 2
INITIATORS OP DISCUSSIONS ON THE VAR:OUS

PAMILY LIFE EDUCATION TOPICS

- — ——

laftlator 1071€S (1)
Developsent Pragoascy Preparatfoa for Veoereal Cootracey*’ves Abortloa
& Growth Pareathood Diceases
Both
Parests 19.0 16.6 21.1 17.3 19.0 0.0
father 1.1 16.0 10.9 1.1 14.3 8.0
Mother {6.9 56.0 5.5 41 6.0 6.0
ChEld 10.9 10.3 10.° 8.9 19.0 .0
Othecss 0.5 1.1 0.9 0.8 i.6 2.0
Juosher wdo
Djscussed 211 115 10 129 3 150
the Topic

.9, teachers
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deepéning of the voice {n boys. and grovth of pubic, axillae and

chest halr. Others discussed the role of food and nutrition in

grovth, care of the body and personal hyglene. When asked vhy

they discussed the toplc, a fev said the issue arose frow
Questions by the children like wvhy does daddy have a beard.

The main reason given for not discussing growth and

development issues was that those parents dld not knowv what to

dlscuss. 1In fact, one parent said that It vas the questionnalire

that made him realise the importance of such c¢lacussions

The most common topic dlscussed concrraing pregnancy wvas

causes and outcomes. Jn parctlcular, parents stroaaed that {t was

dangerous to get pregnant {or makc someone pregnant} wvhen one is
still young. Parents warned thelr children not to have relations

vith the opposite sex o as to avoid teenage pregnancy. The maln

reason vhy these discuszions took place wvae to Ruide the children

snd to prevent unwaiited pregnan‘.‘.lﬂOn Sowme sald that the onset of

foatures 1/ke mcnsca made them initiato tho diecussion.

T8~ wsin reason for not discuaslng pregnancy i1s that those
parents thought the ¢hildrean wvere still too young for guch
discusston since they vorc not yot married. One parent sald there
vas no time for theee dfscupssions.

Prepsration for parsnthood, as secn ahove vas dlacussed by
fever parents. The sain $ssuo raisod vas tho need to study hard,

get a good job and allow God to control thoir livea so that thoy
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would be ready to raise their own children. A few said that
involvement of their adolescent children in the care of their
younger 681blinge was a wvay to prepare them for parenthood.

The main reason for not diecuseing this topic wae that gome

parente believed thelr children could not underetand ancd/cr vere

not mature enough yet. A few said they did not kno» wvhat to

diecues about thle topic.

Those who discuesed venereal diseages vith their adolescents
mentioned the cause and outcome with particular emphasis on the

avoidance of indiscriminate sexual inteircourse vhich could lead to

infertility or even killer dlsozers like AIDS. Others emphasised

the need to avoid immoral bzchaviours and to keep to one sexual
partner. The types of (lseises and the need for prompt medical
treatment were discuzced by a few.

These diecuosiune were proaspted by parental desires to
prevent the’r cliildren from becoming infected and becoming
infertile. *he sain resson for not talking about venereal
disecece vi8 that sose parents satd they had not thought about {it,
l.e. that it had not occurred to thee2 to do so. Again a fa!r
number gald they did not knov vhat to dlscues, while a few wvere
satisfied that thelr children would have heard about this topic on

cadio, televioion or in school.

when parents talked vith their children jpout

coptives thc¥ did indicato that thome vaoro meant for child
contra '
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8pacing and prevention of unvanted pregnancies, but they added

that contraceptives werc meant to be used by married people only.
Some talked about the advantages and disadvantages of
contraceptivea. A few told the child to seek medical advice
before using contraceptivea. These discusafons vere oftar
prompted by parental desires that children not misusa *'ie drugs to

the extent of causing infertility in the future. * {ev vere

stimulated to talk about contraceptives after seering a condom

advertisement on the electronic media.

The major reason for not discussing this topic was fear of

corrupting the children by expoe!ng tnem to the idea. As before,

another common reason vas not &noJing what to say. Two sald that

the children vere already inowledgeable. so there was no need for
parents to discuss th.s topic with then.
The main focus on diecussion about abortions vas that it {o

akin to murcder and that 1t f8 sinful and punishable by God. A fev

d{acussecc ch2 posaiblo outcomes Of induced abortion. pNost brought

uP the topic to prevent the problea.

Reasons for not discuseing abortlon ynciuded the perception
that cho chilid was etill too young. A fowv said thero waan no need
co discuss this issue, because thelr children wero brought up vell
and would never do such a thlhs. one thought that aere diecuasion
about thie (saue wvould corsupt the child. This vas the only topic

know what to talk about.
1d he/she did not
vhere no parent 83

AFRICA DIGITAL HEALTH REPOSITORY PROJECT



49
FAMILY LIFE COMMUNICATION SCORES
Aa deecribed in Chapter Three. the PLCS serves as an

indicator of the communication level about family life matters in
the home. The potential score could range from 0-12 pointe based
on 3 maxiwum of two points for each of six family life topics. No
Point6 were given {f an item waa not diacusaed. One po.it vase
awarded {f the topic had been discussed. but converaarion had not

been {nitiated by the parents. Finally two po!nts wvere scored

uhen parente raised and discussed an iesue u!th their adolescent.

Actual scores did range from 0-12, vith a moan of 6.2
pointa. Flgure 9 shova a major pPcak .n the 7-8 point range
(19.3%), with zero points recoivinz tho lowest frequency (8.7%).
The latter had diacuased none of the topice. On average only two
di¢ferent topice vere discuseed 3t all amonE the familfcs
surveyed. Only 15.8% of families reported diacuesing ajl gix
topics.

Analve'e was undertaken to detorm{nO associations between
family ciizcacteristics and the FLC3. Table 3 ghows that father ‘g

age was eignificantly associated with the FLCS with the higheat

an ecore (7.8} occurrlng in fomtlles with the oldeat fathera (60
me ]

Pamilies with fathera in the noxt youngest age
years and above).

had the lowvest averago #core (4.9). No clear pattern emerged
ser ha .

' ble 4}, and the
d to sothors JBos (Ta -
{n wean 8coses coapare

;| t,
diCferences Woro NOt significon

>
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COMPARISON OF FATHERS'

31

TABLE 3

COMMUNICATION SCORE

AGES AND FAMILY L(FE

?gzyg:g:l’ Obs Total Mean Varjfaice Std Dev
¢ 40 45 271 6.022 ;::795 §.098
40-49 84 535 6.36% 14.284 3.779
50-59 71 349 4.915 9.450 3.074
2 60 46 361 7.8438 11.821 3.438
ANOVA:

Variation SS of = MS F statistic p-value
Between 245.511 K) 81.844 . 6.352 0.000618
Within 3147 .9cS 242 17.884

Total 7363.496 245
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TABLE 4
COMPARISON OF MOTHERS' AGES AND FAMILY LIFE

COMMUNICATION SCORE

~———— v

AGE CROUP Obs Total Mean Varlance £t4 Dev
in years

< 30 21 125 5.952 14.%48—" 3.827
30-39 61 376 6.164 15.839 3.980
40-49 93 543 5.829 12.767 3.573
2 S0 72 497 6.203 12.314 3.509
ANOVA :

variation ss df ~ NS F statistlc p-value
o a8 698 3 16.231 1.198  0.310679
Within 3292.2!3 43 13.548

Total 374D.907 246

—— S m—
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Family relliglon was compared with FLCS in Table 5. The 149
Chrlstians had a slightly higher mean score (6.4} than the 103
Moslems (6.0), but the difference vas not significant, One family
that professed an indigenous religlon vas not included in the
analysis. Although a lover mean FLCS vas found for polygamoui

families (5.9) compared to either single parent (6.3) cr

monogamous howes (6.4). these differences wvece algo nct

gignificant {Table 6).

FLCS rose oteadily vith fathors' education. The lovest mean

gcore (4.9) wa® recorded vhere fathers had no forwal educattion.

It increased from primary education (5.4) to gecondary ¢(7.1), and

then dropped slightly among those with post-secondary education

(6.6) Table 7 shovs thar there ie 3 significant assoclation

betveen FLCS and father®’ education.

The Pattern vith FLCS and mother»®’ educaction vwas similar,
e

meyn Of 5.2 in

to 6.2 for prisary and 7.0 for sccondary. Again,

femilies where the mother had no

forwmal education
Table 8, there [s a slight drop to 6.4 foc homes vhere
in c &

secondary education. The association in this

as Yean

tie mother had post-

4 only borderlina aignlficance (p = 0.052)
e

casa ohovw
Yorub? fasiiloe scored a higher acan FLCS of 6.4,
h

hig was ROL significantly different froa the

Tabie $ shove that ¢
§ 5.6 amonk €omiyies Of other tcibos.
acen 98c€Or€ (o} :

AFRICA DIGITAL HEALTH REPOSITORY PROJECT




34

TABLE 5
COMFARISON OF PAMILIES' RELIGION®

AND PAMILY LIPE COMMUNICATION SCORE

RELIGION Obs Total Mean Varlan&e‘_ Std Dev

Moslem 103 619 §.010 1?.-;6; 3.480

Christian 149 952 6.389 14.753 3.841

Difference ~0.358

ANOVA: The p value {3 equivalent o that for the Student's 7T
Teat, since there art rnily 2 samples.

Variation SS df s F statistic p-value

Setween 8.773 14-”_ 8.773 0.642 0.570416

Within 3418.413 ¢SO 13.674

Total 3427.187 251

sone with Indigcnoua coligion not included in analysis
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TABLE 6
COMPARISON OF TYPE OF FAMILY AND

PAMILY LIFE COMMUNICATION SCORE

FAMILY‘?YPE Obs Total Mean  Varifance é:é Dev
Monogamous 161 1029 6.391 14.0«2- 3.747
Polygamous 70 412 5.886 13.542 3.720
Single Parent 22 138 6.273 £0.303 3.210
ANOVA:

Varifation SS df —;Bd F statlistlc p-value
bion 17.295 2 6.248 0.457  0.639658
within 3417.797 250 13.671

Total 3430.29° 752

—— —
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TABLE 7
COMPARISON OF FATHERS' EOUCATION

AND PAMILY LIFPE COMMUNICATION SCORE

PATHERS ' Obs Total Mean Varlance Sid Dev
EDUCATION LEVEL

None 44 215 4.886 12.28;- 3.506
Primary 49 263 5.367 15,654 3.695
Secondary 47 334 7.106 13.662 3.696
Post Secondary 103 682 6.621 13.512 3.676
ANOVA:

Variation s df WS P statletic p-value
WY b oA ® 55.382 4.149  0.007114
Within 3190 521 239 13.349

Total 3356.667 242

—
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TABLE 8
COMPARISON OF MOTHERS' EDUCATION

AND PAMILY L1FE COMMUNICATION SCORE

MOTHERS* Obsa Total Mean Varlance Ltd Dev
EDUCATION LEVEL
None 58 300 5.172  12.4% 3.5
Primary S4 336 6.222 ¥3.723 3.704
Secondary 57 400 7.018 14.303 3.782
Post Secondary 81 523 6. 457 13.351 3.654
ANOVA:
variation ss df 3 NS P statistic p-value
Between 104.386 2 8 4e 2.581 D.052578
Within 3308 .690 246 13.450

Total 3433.076 249

e A—
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TABLE 9
COMPARISON OF TRIBE AND FAMILY LIFE

COMMUMICATION SCORE

UL Cha Total Mean Variance  Std Dev

Yoruba 209 1332 6.373  13.850  3.722

Othersa* A4 247 5.614 £2.289 3.500

Difference 0.75¢

AROVA : The p value 18 equivalcat co that for the Student's T
Test, 8ince there are oaly 2 magples.

Variation SS df HNS P atatistic p-value

Between 20.971 i 20.971 1.544 0.2)2613

Within 3409.32¢ 251 13.583

Total 3470.292 252

_—

*Igbo, Ebirxu
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l Table 10 compares fathers’ oCcupations and the PLCS.
Families wvhere the fathers were artisans and farmers had the

lovest mean ascores (4.8 and 5.1 cespectively}. The middle range

of mean scores was occupted by traders (5.7), professionals {6.5)

and civil servants (6.6). The highest mean score was obtaineld hy

the emallest group, the families of rertired people (10.2!. These
differences vecre 8ignificant.

The range of mean scores according to mothecrs' occupations
vae not as wide. VWhere the sother was a civil secvant, the mean

wvae highest (6.7). The lowest average of .0 was obtained by a

small group of others including farmecz. professionale and ceticed

persons. Table 11 shows that thesc difforences were not

significanct.
OPINIONS OF FAMILY LIFE EDUCATION pROCESSES

The ircerview contained several opinion quest(ons about the

family ilfc educacion process., Table 12 shovs whom respondente

th h: make the best family 1ife educators. Mothecrs top the llst
oughrt

(54..2%) tolloved by both Pacents (20.5%). llcalth workelfs comse
54.. .

heco and ccligious leaders vere mentioned by
third (11.2%). Fat

. ioned teachers. Two
five poople (2.0x) sant
%.5%%x coch. Only

listed all of the above, vhilo one pacreon did not cespond.
e
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TABLE 10
COMPARISON OF FATHERS' OCCUPATION

AND PAMILY LIFE COMMUNICATION SCORE

- ——

PATHERS® Obs Total Mean Varfauce Std Dev

OCCUPATION
Civll Servant 89 591 6.640 ‘_j;;.867 3,7;T=
Trader 56 320 5.7%4 11.481 3.388
Professional 24 157 €.542 14,868 3.856
Farmer 29 147 5.069 14.067 3.751
Retired 12 143 10.250 2,205 1.485
Actimsan k¥ 164 4.824 12.69S 3.563
ANOV A«
Variation Ss df NS P satatistic p-value
Belveen 331.147 5 66.229 5.204 0.000307
Reeiths 3028.935 238 12722

Total 3360.082 243

e
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61

TABLE 11

OCCUPATION

AND PAMILY LIFE COMMUNICATION SCORE

e

|
Civil Servant 87 578 6.644 —-I;,zog 3.769
Trader 104 644 6.192 13.089 7.618
Housewu{fe 20 120 ¢.000 10.947 3.309%
Artisan 22 127 9.773 16.470 4.058
Other 16 B0 5.000 15.333 3.916
ANOVA:

Var{ation SS df MS P atatistic p-value
Between 44 .880 h 11.220 0.816 0.5!7866
Within 3353.972 244 13.746

Tota! 3398.851 248
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TABLE 12
OPINIONS ON WHO MAXES THE BEST

FAMILY LIFE BEDUCATORS

Best BRducator

Mothers
Both Parents
Health Workers
Fathers
Religlous Leaders
School Teachers
All of the Above

No Responae

Number

Frequency Parcent
13? 54.2
52 20.5

28 11.1

14 S.5

14 95

5 2.0

2 .7

1 0.4

253
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Some who meiitioned

should eluCate sons

n

values,

Those who suggested religious leadecre did so because they
thought these people could transmit valuiole lesaons from the holy
books. The few who mentioned schoul teachers did 8o because they
thought schools are a good scuzce of education. aaleh o b 2a
vere guggeatcd bccause of thelr relevant acient!flic knovledge.

In the gectior: above, One of the reasons Elven why parents
had not dfacuseed 2 particular famlly life education toprc with
their child wvae that the child vas not mature enough. The
question vaon posed directly concerning hov otd a child should be
to bes!~ these diecuseicna. Figure L0 ehows that moet parents
would begin famlly life education when the child reaches aosewvhareo

betveen 11 and 16 years, with a peak [n the 1!-13 age group
{35.6). A fey {(6.7%) would etart at 10 Yaars of younger, whtiie a
€ev yould delay until the chifd reached 20 {7.5%). Only one

person gave no reaponse,
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Number of Families

80

Age t0 Discuss

foupones -1V

DARENTS eELIEVE CHILDREN ARE MATURE ENOUGH 10
PIGURE 10: ACGE

BEGIN PARILY LIFE EDUCATION
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Respondente were asked to indicate the sources of sex

ducation for adolescents that they coneldered to be good. v

otential eources vere pPoeed. Figure 11 showe that parente

réeceived the highest poeitive vote {79.4X}. Schools were rated

'6ecodd {43.5%) and grandparente third (25.7X). Very little
|

6Upport was given for eex educatlon through the electronic megja
{10.7X}, novele (4.7X), peers {4.3%) and magazlnos (2.8X),

A majority of both Mosleme (77.7X) and Chr!atlans (82.4X)
feir that thelr reljglone gave guidance on the rzaching of human
Bexuality (Tahle 13). The moat common 6pac!tlc plecee of advice
Or admonishment were that the rellglcn wos againet fndiscriminype
8€Zual {ntercouree and adultery. Similar injunctions vere the
discouraging of sex and pregnancy before marriage. Many people
thought that thelr rellginn encosraged them to teach their
chijdren generally so? on sex education epecifically go that they
wlll grow yp to be g0od and Cod fearing citizens.

Finslly parents vere asked to COmDont o0 any particular
Cites 15 sholr culture that relsted to sdolescents and Bexualsey.
Table 14 ghows that only 12.2% thought there xere such cjtes,

Most (80.2x) maid no. vhile oix s8sid thot they did not know. and
BOOR e  oit* paagond: Although a higher proportion of Yoruhko
households mentioned such rices (13.8X) than dtd others (4.5X) the

difference wss not 8ignificant.
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Number ol Familles
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FIGURE 11: PERCEIVE
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TABLE 13

PARENTS® PERCEPTION THAT THEIR RELIGION GUIDES

THEM CONCERNINGC PAMILY LIFE EDUCATION

——

Religlion Family Religfion

Guldes

Moslea (%) Christian (X) Total

YES 80 (77.7) 122 (82 4) 202
K0 2 (1.9 s (2.7 6
don't Know 17 (16.5) 1z ( 8.1) 29
No Remponpe 4 ¢ 3.9; 10 ( 6.8) 14
lotai y2 148 253

e

— W

2

X p » Q.43
¥ «0.50, d.£. = 1,

(cgg:a;tnz Yea vereus Other responsos!
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TABLE 14

PRESENCE OF CULTURAL RITES CONCERNING

ADOLESCENT SEXUALITY

Rites Tribe
Bxist
Yoruba (%) Othera (X) Total
| S
. YES 29 (13.8) 2 ( 4.8 3
NO 171 (B81.8) 3z (32.7) 203
don't Know 2 ( 1.0) 4 {9.1) 6
Xo Response 7 ( 3.9} 6 {13.6} 13
FeR 253
Total et 48
1 a 11 o ? O'IA
l“tu € 7. lh. d-f. har re.pon‘e.,

(Compar-i,ng Yes versus Of
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CHAPTER FIVE

DISCUSSION

Pamily life education does take plaCe in the homeS of Apata

compunity in Ibadan. This study has shown that the range ¢f

topice discussed, on average, is somewhat limited. The actual

comgunlcatlon containe a atrong moral or value coampcnent. As

noted in previous atudies, parente in Apata alsc oiten feel leans
than knowledgeable when it comes to diepenz!ng factual Inforpation
aboute eexuvality and famlly Life [Charthon. 1973; Block, 1974; Hale

and Phi)liber, 1978; Ajala, 1983: "doh, 1983; Liskin, 1985;: Asuzy
8t al, 19g9].

The situation ln Apata also conforde to other findings thae
Rothera are the primary dource of homo-basod education on sezua)
®atters [Gebhar?, 1763; Hogan, 1985). [n practical terma, tho
intervievers vare mora llkely to find mothera at home in the iate
Mternoans aid evenlngs (L.e. in ggx of homos). Furthermore,
Table ; -howed that for 81l six family iife education pgpicy,
%othars vere mentionod by the largest nusbor of respondants aae the
Person yho actualiy lnitlsted diacuseion. Thic 18 reconflrmed gq

Tabla 12 when a ®majorley ©f respondents 831d that tho mothor makae
e

the best fami)y life educator:

fow resfondentd guggaated
Concerning the latter
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teachers a8 "best" family life educators, or for that matter, and

person outside the home. It is not uncommon that parents should

feel that "outsiders" should not be involved as they may convey
8exudl yalues and information that ia not compatible with the

family's values and beliefs [Hale and Philliber. 1978; Harris e"

al, 1983]. There 18 the irony,

found in other atudies, ri.at while

Apata residents believe parents are the beat family l/fe

educators, they ultimately see the school 2a a gooa euurce of

information (Pigure 11). This may relate to thelr ovn feara thac

they may not know wvhat to teach their children or are embarrassed

t0 talk about the issuea [Hunt, 197£; Harris et al. 1983 Hogan,

1985: Liskin, 1985].
Th le of fathers8 in fanily 1t fe education appears, from
e role
n u occupacion.
theae findings, to be ‘a€1uenced by nig education and p
nge,

red Cathers had the higheat mean acorc, implylng
Pamilies with rotire. *

-

fachere werc 1180
HigheT educ®tion levels Of
their children.

thera may not only be
{th 2 higher mean PLCS: Such fa
agspoClateag wit

osaunicating with their
byt aleo ®OT° open to COETR
nore knowledgeabvle:

erg. Tho 1link betveen
{ryye Batt
y fend

1
childcen about potentisl

and
s civil scrvatita
Daton 18 gvidant 8
education and occu

farmers and artisans.
hag higher ®02" FLCS thar
s algo M0 : ang FLCS may be
professional o, {An e ag0
lation d ahove vith retired
The 3830C SR (achorB. 48 note
A
eaplalned in two ¥4
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fatheres. may have more time at home to comsunicate with thelr

children. The younger fathars msy tend to be better educated.

Overall, though, lt would aPpear that fethers* education say be

the moat laportant of these factora.

Of all the o!z famlly llfe lssues presented In the

Quostlonnaire, contraceptivea received the least attentlow duilng

discussions at home betunen parents and adolescenta. 1t I3

lsportant to examine thls topic along vith parenty*’ coacerns about

pregnancy. agbortlon and sexually tranamitted cisedues. Apata

Parenta for the moat part did not diascuss can.raceptlon because
they pelleve it ls an laaus for married souples only. They may
2ssume that the laaue viil not srize 1f children heed their
adsonlehmentg to avold »{ndisc*luinate” %el and thus present
a
. lr minda. A major
thelyr wminaa.
~a running through
Another thepa Tay D€

. &

{ty. They alec
disces (g toar that thoso ®8Y lead to inforcility y
c88eg (i <

:0 thlt s Ort k [O 00 [ C

nca, and contraceptlve
gonerally 9mOnE s ndy
natslfat attitude

this Viev:
use yould be lﬂtithOtlc.l o

nthood, ®oat of che
lc pfep.fatlon for Para
Under the toPiC:

) - ) -
en "otudy hard,” or “ge
asceuslly advico such
lesues raloed vOre

F§ re. leportant
ppo!'l 0 tﬂﬂ!ly in Tutuy
to gu
k00d Job,* in ©Ovdel

idnnce Of
and €Ate and ®u
betvoen spous®s
tion®
{asues auch 8 rels
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[ A few even
thought
ght that there vag No point {n talking about thege i8seues

until near time of marriage.

home

many that they do not know what to talk about.

It was interesting though that eome parents f-lt chat
allowing older children to take care of their yocurger siblings,
they wvere providing a sort of apprenticeship rfor parenting. With
increased urbanisation pulling familiee in different directions,
the opportunities for such practical learning are decreasing
{Liskin, 1985, Asuzu et al 1989].

A common reason for nut discuesiog fomily life topice with

children vas impaturity. Flgure 10 shows that many parente wouid
wait to talk about thece Subjects until the child was in his or
her late teenape y®ara Or €ven later. Thia contrasts to the
recommendatin; of Ajala {1987] vho believes that, at aintmua,

discussicn of the physioloBical aepacts of human dovelopment and

reproduction should begin by the age of 11 yeara. when changes of

puberty raise 2any quostione iN tho child'e aind.

Again thig reluctsnco to begin discuseion at an early ;ge
gain,

inedequidcy to present the facts
feeitnge OF
may be attributed to

., B8 documented in othor studies {#alo and
and embarrassment.

sa; BIrFoLe: 1979, Harrle ot a1. 1983: and Meogan.
Philliber. 19783

bocguse during tha dolay, children are

ate
1985]. Thie #s unfortun
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bound to learn many ideas from peers and print media. sources
vhich the parents of Apata agree i{n large majority, are
inappropriate for the purposes of family life education.

Parents in this community ascribed much significance to
their religion (Islam and Christianity) in guiding family li‘e
education, but underplayed any cultural rites that may hay»

traditionally played a role in the transition from rnj!ahood to
adulthood. This is in keeping with the moderntsition and
urbanisation processes Boing on {n this large cormunity (Liskin,
1985, Aauzu et al 1989). HNeither family religion or tribe showed
a significant association with PLCS. Tac two common modern
religlons share similar values concerning adolescent Or pre-
macital sexual benaviour. This combined with the fact that

b f the Sample <I° relagively highly educated, pointa to
members O c ) §

fallen into the background.
» pay have
reasons vhy tribal i9fues

conc LUSIONS

ented that porents in a
tor study hos docun
Thip €xplordtory

of lbadan. the capital of Oyo State, Nigeria,
per!-urban C0ﬁmunlty

dolescont Children
famtly life education with their a
do initlate 20

rag only three of six potentlal topics in
Oon avelager
in their homes.

{scussion 18 mornl rather
ent Of d

o)
discussed, and much

¢ only vieved a# the best femily
e NO

ers 4T
than informative: Hoth

have initisted
reality YOF® found tO
but in
1{fe educatol.
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discusslons with their children more often than anyone else.
Thls strong maternal influence may be reaponsible for the

fact that no maternal demographic characterlstica were found to

influence aignificantly the mean family life communication score.

In contrast, fathers' education., age and occupation wvere

agsociated with mean FLCS. Older and cetired fathers wvho upend
@ore time at home vere thought to have more time to comounicate
with their children about family life watters. fathera with

! higher education wvere pelieved to be more knowicdgeable and open

oinded in diacussing these topics with chelir adoleacents.
other family characterietics 3uch 2a tribe, religion and
type of warriage were not associated vith PLCS, The modernising

Influences of urbanisation, hiBher education and similar value

systems in cospopollrai celjglons vere seen a3 factore that

duced the po:er*i»l jopact of these femily attributes.
ce gia

RgcoﬂugNDATIONS

endations 8re offered belov to aid parents in
Scveral recoas

ding of huasn setuailty and encouraging
or8tan

jos 88 educators of their chiidren.

galaninG o better und

[ o]
thep to be open to theif

in the coasunity to
nized for parents
uld be ork3

1. Meetings 8hO Fao of family iife educstion.
)

i the choice of topics should be gained.
to
put n

Cozmufnity in e seot inks could be at the ciinice,
c Chee

fo
Pogeible Venues
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churches, mosqQuesa and schools (during parent-teacher

deesoclation meetings}. Health educators and teachers could

guide the discussion at these meetings. Patience and

sensitivity will be needed by the group facilitators because

of parental feelings of embarrassment. Separate mecr.nZs

for mothers and fathers may be needed ae approrrci.ate.

During such meetings, parents should aleo he encouraged to
atart family life education early in thel: children's lives
Or as early as children start asking queations on human
eexuality.

A Many parents ln Apata etili =ea a role for the schools in
family 1ife education. Teachers should plan appropriate
lectures in consultatjon wich parents and adoleecent®d i[n
order to meet botdh cheir needs for inforwation and matataln

(ahle level of morai Probity. The Parent-Teacher
an aCcepl2™-

venue for thls planning,
be an approprlate
Asscciargon would

d In-pervice training themselvce on matters
Teachers may Nee

ality and on supportive mathods for vorking
of human 8€xU

vith and helpins parents.

e periﬂnced problese releted to sdolescant
have ©X
people vho

' y

4 to spesk to groyps of Young paople on
e
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Finally parents should support the formation and joining of
youth cluba for thelr adolescents (e.g. Boy Scouts, Cirl
Guides, Red Cross, rellgious groups). Parents should
volunteer to serve as group leaders and use this forua o
provide family life education. At the same time thay ~an
use these organizations to provide healthy alteina:ive
recreational and service activities for the voung peOpie toO

prevent recourae to dangerous sexual prac:lses.
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APPENDIX 1

QUESTICNNAIRE ON FACTCRS AFFECTING DISSEMINATION OF FAMILY
LIFE EDUCATION TO ADOLESCENTS BY THEIR PARENTS.

The purpose of this study 1is
to £ind out from parents
whether they disseminate
information on family life to
their adolescent children or
not. Also to examine various
factors that prevent or

encourage them to perform this

important role.

Hames are not required on the
questionnaire, but kindly
answer the questions as
honestly as possible, All
information given by you will
be strictly confidential and
will be used mainly for this
reasearch., Your coorperation
will be appreciated. Thank
You,

*

| Interviewers:please tick
{¥) the appropriate bzies
and £111 in the gabs vhere
3PPlicable. )

PART™ A | DEMOGRAPHIC DATA

1

2. Age/ojo ori *

Pataki ise iwadi yi ni lat:
se ibeere lodo awon obi boya
won ti e n da awon odo langba
won 1°’eko lori oro ti o je mo
ibalopo okunrin ati obinran
tabi won ko se e. Bakanna ni
n m3a se ayewo awon idi ti o
le de'na tabil ran awr> oLt
1’owo lati se ise pctani yii.

£ ma sopo lati i'o miuko yin
si orl iwe yi i, sugbon mo ro
yin lati dabun awon ibeere won
yi pelu crtito. o nfi dayin
1’0ju wipe evikeyl idahun yin
ninu Jwaa! yi { yoo Je
bonkele . ti yoo si je 1li{lo fun
is¢ 1vwadl yi ntkan. Inu al yoo
4ur; lopolopo ti e ba f’'owo so
wono pelu mi. £ se pupo.

1E jowo f1 ami (v) sinu awon
iho ki e si di awon alafo ni
ibi ti o bs ye.]

& h:spondent.‘ mother

tacher | ] both

ARge Sroup

25_29 Yyear$d

30_34 Years

35_39 years

-
-
-
AFRI PROJECT
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40 44 Years
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al Status/ Ipo Lokolaya

Dﬂarrled/ Single Parent/ bivorced/
Abileko Alailoko to bi omo Kora Sile
Separated/ Widow/Widower/
Delemoau Opo
Religign/E8in
D 1slan/
Musuluai
D Chriatian
Igbagbo Denoainatfon (specify)/Ifo (so pato} _ _

[]O‘her' (apecify)
Qulran (so pato)

mtducational Leval/Adeduro Imo Bko

Father/8aba | Bducation

Illlteratgﬁ{irutu g
primary School/ lle [ve Alakobere

— N

Secondary School/ lle Ive Sekondiri

| fost Secondary/ lle Ive Giga

- Occupag yon/lee

pducation

rafh‘if:ibl
Civii Servant/0slel ! joba

l Trader/Onle0vo
Profooclonul/llc Ayanlaayo

Parser/ASbe
pw“onorllnlti oti Pehint{ lenu

{ee
Housevi f&/1Y3v0 tle

Actiean/Oniec Ovo peepe
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lDe/EBya tabl i1run

 Rmber of children/rye Omo

|
| Female/Abo | Malesako

T¥Pe of Family/Iru Ebi
[Janogamy/ORo kan, Ivawo kan

DPolygamy/ 0ko kan, Iyawo pPupC

i, ‘ﬂ'lgn usu‘lly at homellgbaf* 5 Tuan aaba wa n'ile

lCh!ld/OnO

L4
| h‘thtrlaéba Mother/Iva

Cay tima/Oluzo®o

e Evening/Irole
I Night/Ale -

| - gar
: Heskend/JIoari one:

——————

Day Time/03jumono

Evaning/lrole

— Night/Ale
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PART B: Growth and development {nvolve all physical.

peychological and social changes that occur {n human
beings.

Idagba soke ati {losiwaju je wo ayipada. irisl, ero
ati {sesi lawujo t! o maa neele ninu aye eniyan,

la, What have you discussed with your child about growth and
iﬁﬁilzﬁﬂirii oti ba omo re 8o lori ldagbosoke at! ilos!:raju?

1b.  Who initlated this discwaalon? Tani o da oro vi 61le?

both parenta/obi delej!

father/baba

mother/iya

child/omo

others (apeclfy!/cmitan Lidhgis

ropac never dlacie L oce it vetu om0 m
lc. What wvay %he Feason for initiating the o Ry

?
Kind idt i e E bere i]iroro yid

—————

R

o discussion yot, vhy?

1. 1f thece ¥as D ¢i b3 o®0 yin ol 1jiroco lLori koko oro

TL o ba #e po oko
yli, king o Faat

e
e
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What have you discussed with your child about pregnancy?
Kini ohun ti o t! ba omo re so lor! oyun ati{ omo bibi?

Who initlated this discussion? 1ani o da oro yi sile?

both parents/obl mejei!

father/baba

mother/iya

child/omo

others (specify)/omiran (so0 pato) ___

hild
never discussed with ¢ |
:oi;cti n{ ijiroro torl koko orc yi. polu omo mi

e,

What was the reason for {nitist.ng the discussion?
- ]
Rini tdf ti e fI bere 1iiroco Y12

Y ——

\ yet, VhY?
2d. ;f thgre vae Pzﬁ;tzi“g:lggo yin ni 1icoro lorl koko oro
{ o ba so P& <

yii. kipl O f-a?

E Preporotion
3 h you diacussed w{th your child 2bout Por
a. Jhat have YO

for parentiqsio ¢ ba 080 €O s0 lort leuradtie fun
Xini nkan t

lsabiyomo?

AFRICA DIGITAL HEALTH REPOSITORY PROJECT




3d.

4a.

4b.

89

who initiated thia discusslon? Tant o da oro yi sile?

both psrents/obi mejeji

father/baba

mother/iya

child/omo

others (apeci{fy)/omiran (so pato)

Topic never discussed with child
N ko t{ ni 1jlroro lori koko orc yii pelu omn it

What vas the reason for Initlating the diacussiou?
Kinl idf ti e ff{ bere ijiroro yil?

1f there was no discussion yct: why?
TI o ba se pe eko ti ba ozo ylo ni Liirero lori xoke oro
Yif, kini o faa?

¥Yhat have vou d'scussed vith your child about vencral
diseases?

Kini nkan ¢l o ti ba omo re 80 lori arun t!i o je mo 1balopo?

- " =

who lnlitiated thie dlacussion? Tani © da oro yi siic?

both parents/obl ssjeit

father/baba

mother/1Yya
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child/omo

others (specify)/cmiran (80 pato)

\Topi¢ never discussed vith child
N ko ti ni {jiroro lori koko oro yii pelu omo mi

What vag the reason for initiating the discussion?
Kini {di ¢f e f1 bere !jiroro yii?

If there was no discugssion yet. why?

Ti o ba se pe eko ti ba om0 yin nd {jirore 1cri koko oro
yii, kinl o faa?

What have you diacugaed wita your child about the uge of
contraceptives?

Kini ngan ti ¢ ti ba owo re 30 lori avon ohun elo ti ki je
ki oyun duro fun oms Te?

p—

Who i{nitiated this dlacuseion? Tari o da oro yi aile?

— Doch parents/obl meje)i

[

D {ather/babd

mother/1ya

child/omo

othera (spec

od with child
:°f‘°t?°:fr1§i5233'1orn koko oro yii pelu omo at
o
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- What was the reason for Initlating the discussion?
Kinl 1d! ¢y e f1 bere 1jiroro yii?

R

If there was no discussion yet, why?

Tl o ba se pe eko tl ba omo yin ni i1jiroro 1ior! koko oro
yil, kinl o faa?

what have you discussed with your child aboxt \rduced
abortion?

Kinl nkan ti o ti ba omo re 8 lor!l oyun aw'nose?

Who inltiated thts discussinn? Tanl o da oro yi slle?

both parents/obil mete}.

father/baba

mother/lya

chi 1d/0n0

Dothet? (specify}/omlran (so pato)

iid
— Toplc nover discussed wita Ch omo mi
LIk io tt nl $iiroro lord &oko OrS gt fadd

esion?
6C. what wae the reaeon for snitiating the diecu

Kinl tdf ¢i e fi bers jjirofd y3d?
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;f ;h:re a6 no discussion yet, yhy?
a 6€ pe eko tl ba
Yil, «ini o faa? om0 yin ni ijiroro Jori koko oro

At vhat age do you coneider a child to be matured for
disecuesion on items 1-6 above?

Dede ojo orl wo ni o ro pe o ye ki omo dagba to fun

|l forowero lorl awon koko oro ti o wa ni lbere klar: s{
ikefa?

below 10 years

11-13 yeara

14-16 years

17-19 years

20 years and above

Who do you think ie ir rhe BEST poaition to educate children
on gexuval matters?
Tani owa laaye to DARAU latl da omo leko lor! oro t1 oje mo
ibalopo omo enfvan?

mothec/iy>

fathor/biba

[:Irzilﬁloue leaders/olor!l e#in

(—+¥¢hool tcachers/oluko
-

Ljhealth vorkera/onise ¢to {lera

others (apecify)/elonlran (a0 pato}

hoice In question B.

Cive reasons for your ccl ouu ni lbecre kejo.

So idi tf{ o f1 mu ohun
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10.  Which of the folloving sources of ser education do you
coneider good?

Evo lo dara ninu ayon orisun to wa fun eko nipa iablopo awon
enivan?

peer group or friends/ore tabi ojulugba

magazines/ive atf gbadegba

novels/ive itan aroeo

sechoole/ile ive

radio, television/ero asoromagbeei tab! wohunmawrnizs

77 Q -—

parents/obli

grandparents/avon obi agba

1.  what gutdance, if any, does your reiigion offer about

Nality?
teaching young peopie about human geii
Kini llanz tigesin ce £i sile nima ¥ko avon odo ni {balopo

omo eniyan?

1I2.  Are there any riics recomzended by your culture for

children?
nglzize::r vo ti spp re yan fun avan B AR

yes/beeii| no/beeko

1
;f tgga ;2a;eeni. king cto naa da .
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OYO STATE
F_I_“
Females Yotad
EE———— e
Afilio 33,998 36,317 M35
Akinyele 69,576 70,011 11),587
Zgbeda 64,110 64,888 128,998
Ibadan North West 72,489 74,270 146,759
| 1barapa 28,849 28,1355 57,014
Ido 27,918 27,975 55,893
| 1fedapo 117,153 | 113,550 230,713
Ifeloju 53,204 51,962 105,166
lrepo 73,046 59,446 132,492
lseyin 84,225 86,364 170,589
Kajola 86.227 ! 85,401 172,288
Lagelu 32,295 35,837 68,732
Ogbomogho 80,256 85,678 166,034
Ogo-Oluva 17,782 18,473 36,255
Cluyole 45,418 45,602 91,020
Ona-Ara 59,789 62,598 122,367
Ocelope 44,385 38.170 82':55
Oriri 47.918 45,520 93,438
Oyo 137,740 137,294 e
| Surulere 33,307 g;';gg 272'979
lbadan North Z2a2at 133,609 115'721 227:865
1badan Squrh Rast 112,144 136'944 274,028
lbadan Coutl; West 137,064 149. 101 300,939
=%

Noce: Ogbomosho comprises 0
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APPENDIX 2

FEDERAL REPUBLIC OF NIGERIA
1991 POPULATION CENSUS
(provisional results)
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APPENDIX 3
wuHpgR OF ROUSES IN APATA

CONFIRMATION OF

T,

[BADAN.
Treasury Department TRL {022 413847

Date/.‘f.v.'.'. &f | .W?/

Rer:k M) ‘a{'&‘z\i{ﬁ(, .
%{W :;{,fj'.f "'{jf- hw hf\' (?J
’ /ﬁ- ,“ 'L-.na'ilr nurw (i
l L? 00/ (;M A UL
aé L

VA ¢ A, \)gf(q ﬁ\ UK

§2

J ~—L@ L'-".:r ﬂ:'-.'}"ilh
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