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ABSTRACT

Proper health service provision for young people aged 15-24 years (young people)
remains a challenge in East Gojjam because of different factors. Literatures indicate that
even though there is rapid population growth in developing nations including Ethiopia,
appropriate health service provision for this ever-growing population remains challenging.

The purpose of the study was to evaluate the health care services provision for young
people in East Gojjam Zone, Ethiopia, and to use the findings to develop strategies to
enhance the utilisation, coverage, and quality of the health services for young people in
East Gojjam Zone, Ethiopia.

To this end a convergent parallel mixed method was used as a research design. Both
guantitative and qualitative methods were used to collect, analyse and interpret data.
Quantitative data was collected from 418 respondents that were randomly selected from
the study population. Four focus group discussions and eleven in-depth interviews were
conducted to collect qualitative data from the participants that were selected purposively.
There were demographic and socio-economic, socio-cognitive, and institutional variables
investigated quantitatively and qualitatively. Both descriptive and inferential statistics
were applied to analyse the data. The quantitative findings were triangulated with

gualitative ones to ensure reliability of the research.

Both quantitative and qualitative results exhibited gaps in health service utilisation and its
qguality for 15-24-year-olds in East Gojjam Zone, Ethiopia. Based on these findings,
strategies had been developed, to enhance the quality and utilisation of health services
for young people, to overcome the challenges aforementioned. Recommendations were
made to improve strategic approaches at all levels of health service delivery. From these

findings, the most important recommendations were forwarded to the relevant authorities



i
to combat the challenges and improve the quality, utilisation and coverage of health
services for young people in East Gojjam Zone, Ethiopia..

Keywords
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CHAPTER 1

ORIENTATION OF THE STUDY

1.1 INTRODUCTION

Young people constitute 19.4 percent of the total population worldwide and there is a
rapid growth in Africa (United Nations Economic Commission for Africa 2020:1).
According to a study by Masquelier, Hug, Sharrow, You, Mathers, Gerland and Aklema
(2021:e409), 18.3% of young people aged between 15-24 years (young people) live in
sub-Saharan Africa. It is a truism that giving due attention to the health of young people
(15-24 years) have a three-fold advantage in advancing their wellbeing, laying
foundations for their later life, and serving the next generation (Texas Leadership Charter
Academy (TLCA) 2019:749). Young people are also key actors in countries' effort to
achieve educational and health goals, that intend to prepare future adulthood (Republic
of Kenyan Ministry of Health 2016:5).

Healthy adolescents and young people contribute to economic growth by increasing
productivity, lowering health care costs, and interrupting the transmission of poverty,
disease, and discrimination across generations. For every dollar spent on youth and
adolescent health, the health, social, and economic benefits are estimated to be ten times
greater (Lehtimaki & Schwalbe 2019:22).

Globally, young people have an 11.2% probability to die in their age between 15 years
and 24 years (Masquelier et al 2021:e409). The World Health Organization (WHO)
(2022:1) has reported that, an estimated 1.3 billion young adults (from the ages of 15 to
24) died worldwide, with the majority of these deaths being attributed to preventable or
curable illnesses. In Africa, the mortality rate was 13 times higher in low- and middle-
income countries than in high income countries, and it was more than seven times higher
in young people (WHO 2018:1).

However, adolescents and youth worldwide are still facing serious challenges in their
health development (Oljira 2016:14). The challenges emerge from socio-cultural barriers

and poorly coordinated, unacceptably provided and unevenly qualified health services in



terms of geographic distribution and providers’ skill. Moreover, perceived lack of privacy
and confidentiality coupled with poor provider attitudes and lack of resource in health care
facilities are additional challenges (Mulugeta, Girma, Kejela, Gebremeskel, Andargie &
Zerihun 2019:1). Lack of appropriate health development for the young generation may
lead to risky behaviours including exposure to Human Immuno-deficiency Virus and
Acquired Immune Deficiency Syndrome (HIV/AIDS) which can lead to drastic
consequences to their lives (Akatukwasa, Bajunirwe, Nuwamanya, Kansime, Aheebwe
& Tamwesigire 2019:2). Young people have a higher mortality rate due to a lack of access
to a primary care physician, poor nutrition and mental health issues and disorders (Rice,
Purcell & McGorry 2018:S9).

Health education is important for young people not only for today but for their lifelong
wellbeing and the health of the next generation (Robard, Kang, Tolley, Hawke, Sanci &
Asgerwood 2018:692).

1.2 BACKGROUND TO THE RESEARCH PROBLEM

There are nearly 2 billion young people between the ages of 15 and 24 (also called youth
age) in the world and 90% of them live in developing countries (Akatukwasa et al 2019:1).
Approximately 87% of the world's population is living in developing countries, and up to
a quarter of the population is under 25 years of age. Many countries, particularly in South
Asian countries and Africa, have a youth rate of one in three (Joseph 2016:5). The same
is true in Ethiopia where young people make up to 33.8% of the country’s population
(Gebrie, Asrade, Tsehay, Yazachew & Dellie 2021:2).

Each year more than 1.2 million adolescent deaths are registered worldwide (Susanna &
Nina 2019:3). Hence, health care services need to be available for young people in
sufficient numbers and quality to ensure their wellbeing. According to Baeten, Spasova,
Vanhercke and Coster (2018:39), enhancing health services’ utilisation, coverage and
guality promotes their accessibility, acceptability, and appropriateness for young people
by applying the quality criteria for youth-friendly health services. In addition, it reduces
inequalities in health services, as health service coverage varies greatly from country to
country. At least 50% of the world’s population does not have access to basic health
services; it has no secret that the services for young people in low-income countries are

highly dispersed, lack coordination, and are of poor quality (World Health Organisation
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(WHO) & World Bank 2018:30). The situation in Ethiopia is not different; the overall
service coverage for Ethiopian young people is low, hence, rapid scale up of promotive,
preventive, and curative health services through significant investment on primary health
care services is mandatory (Eregata, Hailu, Memirie & Norheim 2019:1). The study done
in Southern Ethiopia by Mulugeta et al (2019:4) showed that the utilisation, coverage, and
quality of health services for young people are below the WHO criteria both in quality and

quantity.

1.3 STATEMENT OF THE RESEARCH PROBLEM

Youth period is a unique and critical stage of development in which young people
encounter unmet health needs and exposure to risky behavioural and health- related
problems that result in high mortality rates (The Society for Adolescent Health and
Medicine 2017:758). Most health services are not well integrated with the needs of the
youth, inadequate in access and utilisation, poor and uneven in quality and coverage;
moreover, their services are limited to sexual and reproductive health (SRH), HIV, and
STls; they do not fully address the broader health problems faced by adolescents and
youth (Oljira 2016:17).

According to Fite, Mohammedamin and Abebe (2018:2), the Ethiopian adolescent and
youth health service utilisation, coverage, and quality level remains poor and
unacceptable. The researchers further indicated that unintended pregnancy and unmet
contraceptive needs among young Ethiopian women were 23.5%, 22% respectively and
an annual abortion rate was 28 per 1000 women. Ethiopia has a prevalence of malnutrition
among adolescents, with 29% of the population suffering from chronic under-nutrition, 3%
being overweight or obese, and approximately 20% of adolescent girls suffering from
anaemia. Additionally, 28% of adolescent girls have not been able to eat three meals in a
day (Zelalem, Sisamo & Maru 2020:20). A survey study by Mekuriaw, Zegeye, Molla,
Hussen, Yimer and Belayneh (2019:1) demonstrated that the overall prevalence of the

prevalent mental disorder among Ethiopian undergraduate students (youth) was 37.73%.

According to the East Gojjam Zone report (2019, 14), the ratio of health professionals to
the population in East Gojjam is much lower than the minimum standard as set by the
World Health Organization (1GP:10,000 populations, and 1 Nurse: 5,000 populations).

Shortage in health professionals is the main challenge in the health institutions. The report
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also showed high professional turnover which further cause lack of skilled care providers.
Even if there are nine hospitals and other primary health care facilities in the zone, due to
different reasons, the quality of the services delivered is not good and there are some
health service institutions where services for young people are not being delivered as
expected. Service need of clients is not properly addressed. There is still service
accessibility problems due to the institutions’ distance. Even though there are some
improvements, from the report, there is limitation in the quality of recording, reporting and
documenting services given for the young people. It also showed that there is shortage
of essential drugs and equipments, lack of units to deliver health services, and problems
in timeliness and completeness of data which affect decisions to be made and give timely

solution for the problems.

Apart from poor service provision and higher exposure of young people to SRH, mental
(behavioural) health, and nutritional health problems, there is no comprehensive
understanding about the challenges related to health care services for young people in
Ethiopia in general and East Gojjam Zone in particular, as researches conducted on this
area are scanty. Therefore, this study was conducted to fulfil the aforementioned gap; it
attempted to evaluate the utilisation, coverage, quality, and challenges for health services

to young people in East Gojjam Zone, Ethiopia.

1.4 RESEARCH QUESTION

This study answers qualitative and quantitative questions stated in the following sub-

sections.

1.4.1 Importance of research questions

Focusing the study objective and purpose to a few key questions that the researcher tries
to address in the study helps illuminate the issue that the researcher wishes to investigate.
They provide the researcher with a a research framework, helping to structure the study
by providing relevant direction and coherence; moreover, they help to sustain the
researcher’s concentration throughout the study period. They also define the boundaries
of the study (Onwuegbuzie& Leech 2006:478). In mixed methods studies, the research

guestions determine the research design, sample size, and sampling strategy,



instrumentation, and statistical or qualitative analysis techniques (Onwuegbuzie& Leech
2006:475).

The researcher stated the research questions for both quantitative and qualitative phases
of the research as follows:

Phase 1: Empirical phase

e Step 1: Quantitative phase

o How are health care services provided for young people in East Gojjam Zone,
Ethiopia?

e Step 2: Qualitative phase

o What can be done to improve health care services provided to young people in
East Gojjam Zone, Ethiopia?

o What are the challenges to the utilisation, coverage, and quality of specific health
services provided by the specific health care institutions in East Gojjam Zone,
Ethiopia?

Phase 2: Development phase

o What strategies could be used to enhance the utilisation, coverage, and quality of the
health services for young people in East Gojjam Zone, Ethiopia?

Phase 3: Validation

o How can the strategies developed to enhance the utilisation, coverage, and quality of

the health services for young people in East Gojjam Zone, Ethiopia be validated?

Phase 4: Integration phase

o How can the results of the various phases of the study be integrated?



1.5 RESEARCH PURPOSE

The purpose of the study was to evaluate the health care services provision for young
people in East Gojjam Zone, Ethiopia, and to use the findings to develop strategies to
enhance the utilisation, coverage, and quality of the health services for young people in

East Gojjam Zone, Ethiopia.

1.6 RESEARCH OBJECTIVES

Phase 1: Empirical phase

e Step 1: Quantitative phase

o To evaluate the utilization of the specific Health services for young people in East
Gojjam Zone, Ethiopia
o To determine the challenges to utilisation, coverage, and the quality of services

in the health care institutions in East Gojjam Zone, Ethiopia.

e Step 2: Qualitative phase

o To determine the quality of the health services provided to young people by the
specific health care institutions in East Gojjam Zone, Ethiopia.

o To explore the challenges that young people experience when utilising specific
health services provided by the specific health care institutions in East Gojjam
Zone, Ethiopia

Phase 2: development phase

o To develop strategies to enhance the utilisation, coverage, and quality of the health

services for young people in East Gojjam Zone, Ethiopia.



Phase 3: Validation

o To describe the technique to validate the strategies developed to enhance the
utilisation, coverage, and quality of the health services for young people in East
Gojjam Zone, Ethiopia.

Phase 4: integration phase

o To describe the way how the results of the study could be integrated.

1.7 CONCEPTUAL FRAMEWORK

Theories and models are the main way scientists put their findings into a bigger picture
(Polit & Beck 2018:127). A conceptual framework outlines the relationships between
concepts that are specific and relevant to the subject matter of the research (Cohen,
Mannion & Morrison 2018:69). The conceptual framework below, which is adapted from
Australian Association for Adolescent Health (2018), indicates the relationship between
socio-demographic, socio-cognitive, institutional factors, here considered as challenges,
and the quality and coverage of health services utilisation to young people. This
illustrative framework was applied to explore the challenges/factors and their effects on

the quality and coverage of service utilisation in East Gojjam Zone.
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Figure 1.1 A conceptual framework illustrating health service and the challenges

(factors) based on Anderson’s behavioural model

1.8 DEFINITION OF CONCEPTS

Health service coverage: The extent of interaction between the service and the people
for whom it is intended (Tracking Universal Health Coverage 2017:xii). In this study,
health service coverage indicates to the extent the young people of East Gojjam Zone,

Ethiopia; interact with the health services provided for them.

Service evaluation: An assessment of how well a service is achieving its intended aims

(Twycross & Shorten 2014:65). In this study, service evaluation refers to an assessment



of how well the health services of East Gojjam Zone, Ethiopia, meet health needs of the

young people within the area.

Health service quality: A multifaceted concept with three main dimensions:
effectiveness (service coverage that results in the desired health gains), patient safety,
and responsiveness/people-centeredness which respond to individual preferences,
needs, and values (WHO 2017). In this study, health service quality refers to the
effectiveness, patient safety, and responsiveness of the health services in East Gojjam
Zone, Ethiopia, to the young people within the area.

Health service utilisation: When people are given medical services for their health
needs, it is referred to as use or utilisation (Yakob et al 2019:726). In this study, health
service utilisation refers to when the young people of East Gojjam Zone, Ethiopia, get

health care from the health services within the area.

Quality: The term refers to the extent to which the standard service delivery procedures
are implemented (Yakob et al 2019:726). Quality is defined the same way in this study.

Young people: People of age 15-24 years (World Health Statistics 2018:8). Young
people refer to the same age group in East Gojjam Zone, Ethiopia in this study.

1.9  SIGNIFICANCE OF THE STUDY

The findings provided the latest information about the utilisation, coverage, quality, and
challenges of health service provision for young people in East Gojjam Zone, Ethiopia.
The findings were used to develop strategies to enhance the utilisation, coverage and

quality of health services to young people East Gojjam, Ethiopia.

1.10 SCOPE AND LIMITATIONS

This study was done in East Gojjam Zone in Amhara Regional State, Ethiopia. Young
people (15-24 years) were the target population of the study, and registered young
people's data in the health institutions and health service providers was the sources of
information gathered for the study.



Due to incomplete registries about young people's service in the health institutions, there
could be issues not addressed in the study. There could be selection and response
biases. There was no guarantee that the opinion of the participants of the focus group is
honest as well as all the questionnaires would be responded to and come back for
analysis. Only the sampled respondents could be interviewed so the study could not

address all young people.

1.11 STRUCTURE OF THE THESIS

This thesis comprises of eight chapters.

Chapter 1: Orientation of the study

The researcher introduces the study and takes the reader through the conceptualisation
of the study, briefly touching on the research problem, questions, objectives, purpose and
methods used. Laying a foundation for chapter 3 regarding the methodology.

Chapter 2: Literature review

In this chapter, the researcher describes the literature appraised in relation to the topic
under discussion. Paving a way for understanding the phenomenon under study from
various perspectives, those in agreement and those negating the study.

Chapter 3: Methodology of the study

The researcher takes the reader through the research methods used to undertake the

study. Putting bare a paper trail for other researchers in similar contexts to emulate.
Chapter 4: Analysis, presentation and description of quantitative findings
In this chapter, the researcher describes the data collection process and the data analysis

processes for the quantitative component of the study. Collected data is analysed and

findings described.
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Chapter 5: Description of qualitative data result

The researcher briefly touches on the data collection and analysis processes. Findings
are described with the support of verbatim quotes from the data.

Chapter 6: Integration, interpretations and discussions

This chapter integrates, interprets and discusses the quantitative and qualitative
conclusions of the data collected in the Phase 1 (quantitative) and Phase 2 (qualitative)

studies.

Chapter 7: Development and validation of strategies to enhance the utilization of

health services by young people in East Gojjam, Ethiopia

The purpose of the study is to evaluate health services to young people in East Gojjam
Zone, Ethiopia; in order to develop strategies to enhance the utilization, coverage and
quality of the health services to young people in East Gojjam, Ethiopia. In this chapter,

the researcher describes the development and validation of the strategies.

Chapter 8: Conclusion, limitations and recommendations of the findings

Chapter 8 makes concluding remarks about the study findings and the developed
guidelines, the validation outcome, study limitations and recommendations to policy
makers, and for further research.

1.12 SUMMARY

Health service utilisation for young people needs integrated effort in coping up with
challenges and bringing them to the desired state. The quality and coverage of the
services should also be critically evaluated. Responding to demographic, psychosocial

and institutional influences properly ensure that health services are youth-friendly.

Young people suffer from a variety of health issues, including inadequate nutrition,
sexually transmitted diseases, substance misuse, and mental health issues, as well as a
lack of health services and a higher mortality rate. Collaborative efforts should therefore
be pursued to enhance the uptake, coverage and quality of health care services for young

people.
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CHAPTER 2

LITERATURE REVIEW

21 INTRODUCTION

A literature review summarizes existing evidence regarding a topic and outshines the
significance of the new study (Polit & Beck 2018:171). Therefore, it is taken to be a
foundation for all areas and stages of the research in question: purpose, foci, research
guestions, methodology, data analysis, discussion and conclusions (Cohen, Manion &
Morrison 2018:181).

This chapter discusses the utilisation, coverage, quality, and challenges associated with
the use of health services among young people. It helps to decide whether the topic is
worth studying. This chapter also provides insight into how the researcher can restrict the
scope into the field of study (Creswell, 2017:40). The purpose of this chapter is to provide
a summary of the main conceptual and theoretical issues arising from related literature

and to serve as a reference for the study as a whole.

The researcher conducted a systematic review of a selection of articles published in a
variety of indexed journals related to the subject matter of the research. The search
engines were books and journals included in PubMed, Scopus (Scopus Plus with Full
Text), Ebsco Host, Jstor, University of Chicago Press, Sage Journal, and the National
Academy of Science. The search strategy was based on the key words or terms and
subjects: health service, health service for young people, health service utilization, health
service coverage for young people, quality of health service, and factors associated with

youth health services.

In the search engines, a total of 2002 sources were found and of which 342 were journal
articles, 763 were theses, 597 and others were books. Most articles were duplicated and
only 43 articles were used for the study. For the empirical part of the analysis, the
researcher searched full-text research papers conducted between 2016 and 2020 using
gualitative, quantitative, or mixed-methods. However, for the theoretical aspect of the

research, the researcher searched back to 1990 for a better understanding of the
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theoretical framework and the sample size determination for the quantitative and
qualitative methods in this study. Each publication was assessed for relevance, and
supporting or challenging the quality of the health services provided to young people in
Ethiopia. The legislative documents yielded supporting information on the quality,
coverage and use of health services to young people in Ethiopia.

2.2 HEALTH SERVICE UTILISATION (COVERAGE AND QUALITY) FOR YOUNG
PEOPLE

Researches conducted both globally and in sub-Saharan countries have highlighted the
vulnerability of young people to a variety of health issues, as well as social and economic
hardships. In many African countries particularly, it has been reported that it has been
difficult to persuade young people to participate in health services. (Hoon, Pham, Beilby,
& Karnon 2017:1). Many African countries have reported difficulties in convincing young
people to participate in health services (Nkosi, Seely, Ngwenya, Mchunu, Gumede,
Ferguson & Doyle 2019:2). The same is true in Ethiopia. While progress has been made
on access to essential health facilities, young people still face a number of health
challenges, including lack of sexual and reproductive health (SRH) services, malnutrition,
HIV/AIDS infection, substance abuse (mainly chat, tobacco and alcohol, but also drug
use) and persistence of gender inequalities (Organisation for Economic Cooperation and
Development [OECD] 2018:2). Furthermore, the utilisation of preventative and
therapeutic services remains low, which presents a major public health challenge and
impacts efforts to enhance health outcomes by scaling youth-friendly services (YFS)
which have yet to yield the desired results (Nkosi et al 2019:1).

It appears that holistic youth health services improve their involvement and
understanding of the health system. This engagement addresses one of the biggest
threats to youth health and well-being: the negative perceptions of health services, such
as worries about confidentiality, shame, and inadequate service delivery in relation to the
needs of the young person (Whitehead, Amot, Armour, Scott & Reid 2018:11). The
transition to adult health care has been the subject of increased research and policy
attention over many years. However, the unmet needs of adolescents and young adults
continue to be documented and universal implementation has yet to be realised (Farre &
McDonagh 2017:77). This is supported by the fact that 214 million women wanting to

delay or abstain from becoming pregnant are not using modern methods of contraception
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around the world. This highlights the limited reproductive and sexual health rights of

women of childbearing age (Guttmacher Institute 2017:3).

According to Khumalo, Mabaso, Makusha and Taylor (2021:9), it has been observed that
adolescents aged 13 to 18 years have a low level of access to and use of campus health
services due to a variety of factors, such as a lack of knowledge and awareness,
preconceived notions, lack of privacy, and negative experiences. Furthermore, it has
been found that adolescents have a higher degree of belief in the provision of health
services and the associated costs (Aalsma, Gilbert, Xiao & Rickert 2016:140). Adequate
parental involvement, the promotion of health-related self-efficacy or satisfaction, and
participation in various teams have been strongly associated with improved health
outcomes in adolescents (Colver, McConachie, Le Couteur, Dovey-Pearce, Mann,
McDonagn, Pearce, Vale, Merrick & Parr 2018:1).

In this research, the focus is on the utilisation of health services, as well as the coverage
and quality of health services. Furthermore, the coverage of health services is also
addressed, including the use of sexual, reproductive, substance use, mental health, and

nutrition health services.

2.2.1 Health service coverage

Universal health coverage (UHC) is a set of health services that are designed to ensure
that all individuals have access to the necessary preventive, preventive, and treatment-
based health care, rehabilitation, and palliative care. The WHO defines UHC as “ensuring
that all individuals have sufficient quality health services to be effective” (Perehudoff,
Demchenko, Alexandrov, Brutsaert, Ackon, Duran, El-Dahiyat, Hafidz, Haque, Hussain
& Salenga 2020:54). Universal health care is characterised by three primary
characteristics: coverage, quality, and avoiding poverty due to expenses, which are not
commonly attained in the health of adolescents and young people (TLCA 2019:749).
Around the world, the shift towards UHC has been linked to the goal of making health
care more accessible and affordable, but UHC efforts are often initiated in response to a
socio-economic or political transformation (Reich, Harris, Ikegami, Maeda, Cashin &
Araujo 2016:811). The World Health Organization (WHO) and the World Bank (1919:8)

have indicated that it is in the hands of our political leaders to choose the appropriate

14



economic, financial, and social factors to attain UHC by focusing on primary health care

investments.

The essential package of health care services (EPHS) in many countries does not include
some essential services of human health (SRH) services, including safe abortion and
reproductive services, which are already limited in accessibility (Ravindran & Govender
2020:1). The availability of high-quality services offered by district health systems across
the country as a “close-to-patient service” and the expansion of financial protection are
two of the primary factors contributing to the prevalence of SRH disparities between the
wealthy and the poor, as well as between urban and rural areas (Panichkriangkrai,

Topothal, Saengruang, Thammatach-aree & Tangcharoensathien 2020:37).

According to the WHO (2021:1), at least 50% of the world’s population does not have
access to essential health services. The situation is even worse in sub-Saharan countries
such as Ethiopia. Health service coverage indicators are indicators that measure the
extent to which individuals in need are receiving essential health services, such as
reproductive, mental, behavioural and nutritional health care (Federal Ministry of Health
2017:12). Ethiopia’s overall service coverage in 2015 was low and the country urgently
needs to enhance the provision of preventive curative and related services through
increased investment in primary health care (Ergeta et al 2019:1).

The scope of health service coverage can differ based on different factors, including
demographic, epidemiological, and technological developments, as well as user
preferences (Perehudoff et al 2020:54). According to Ravindran and Govender (2020:6),
lack of international and domestic funding, political and legal obstacles, restrictive gender
stereotypes and gender-based inequalities hamper the provision and availability of quality
SRH services, for example, during the national COVID-19 lockdown in New Zealand,
young people with higher socio-economic disadvantage had an unmet sexual health need
(Rose, Garrett, Mckinlay & Morgan 2021:1).

Despite the purposes of offering the services that are right to the population need to
ensure the universal access to reproductive and sexual health services, the health
services package that is typically included in UHC in many developing nations does not

adequately address a wide range of SRH concerns and is not cognisant of the unique
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needs of adolescents who face particular difficulties as reported by the International
Planned Parenthood Federation (IPPF) (2017:5).

2.2.1.1 Sexual and reproductive health service utilisation

As teens go through puberty, a lot of questions come up about their sexuality and gender
identity, and some of them come up earlier than others (National Academies of Sciences,
Engineering and Medicine 2019:49). Young people often sought out sexual and
relationship health services for reproductive health care and contraception; however,
often found to be uncomfortable due to a lack of privacy and a perception that the services
were only available to married couples. Additionally, those who attended YFS were more
likely to come for SRH advice and testing when they experienced symptoms of sexually
transmitted infections (STIs). In many cases, pharmacies provided access to
contraception and emergency/abortion pill options, but limited or no counselling was
provided (Thongmixay, Essink, Greeuw, Vongxay, Sychareun & Broerse 2019:10).
Young people may find it not easy to come to terms with their sexuality and gender
identity if they are not provided with the necessary support (Russell & Fish 2016:65).

The sexual behaviour of young African adults poses major public health challenges, partly
because of high prevalence of STIs among the young people, the lack of adequate family
planning services, and low condom effectiveness (Mutumba, Wekesa & Stephenson
2018:430). The situation in Ethiopia is analogous to it. Young people in the country face
a multitude of reproductive and sexual health issues, with gender inequality being a major
factor, as well as sexual coercion and early marriage. Other issues that must be
addressed include unplanned pregnancy, abortion, STIs, and AIDS (Haile, Shegaze,
Feleke & Glag 2019:3). Despite the fact that the legal marital age in Ethiopia for women
is 18 years, early marriage is still a problem. The prevalence of early marriage is highest
in Amhara Region, with 73% [95% CI 71.38, 74.62] (Aychiluhm, Tesema & Tadesse
2021:3).

A survey of 588 adolescents between the ages of 15 and 24 revealed that the majority
(68.1%) had not used any form of contraception (Ethiopian Demographic Health Survey
[EDHS] 2016:26). The contraceptive prevalence rate is currently 9%, and the unmet need
among adolescent girls (15 to 19) is 30%, making it one of the lowest rates in Sub-

Saharan Africa. This is due to a lack of in services accessibility that are suitable for
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adolescents and young people, such as family planning, which leads to a high incidence
of unintended pregnancies (EDHS 2016:7). According to a study done by Ayehu, Kassaw
and Hailu (2016:1), SRH services for young people are underused and need to be
addressed urgently where, if not addressed, young people may engage in harmful sexual
behaviours. The study also found that 771 young people between the ages of 15 and 24
had never visited a health facility for sexual and reproductive services (SRH). Only 66 of
them (8.6% of the total population) had ever visited a facility for SRH (Tilahun, Bekuma,
Getachew & Seme 2021:1). A research project conducted in East Ethiopia by Assha,
Bosho and Jaleta (2017:110) revealed that more than half of young people in the region
were not utilising family planning, voluntary counselling, and testing services due to a
scarcity of reproductive health resources, outdated practices, a lack of confidentiality, and

inconvenient hours of operation.

On a global scale, the rate of condom use at the time of the most recent high-risk sexual
activity in the preceding 12 months was significantly lower for young women between the
ages of 15 and 24 in 31 countries, and in 18 countries for young men between the age of
15 and 24.In sub-Saharan Africa, between 2012 and 2017, only 34% of young boys and
28% of girls had a good understanding of how to avoid getting HIV (WHO 2018:6).
According to the Global Monitoring Report, seven out of ten young women of age 15-24
years do not have better knowledge about HIV (WHO 2021:58).

The level of access to reproductive health services among young people was very low in
a study conducted by Karijo, Wamugi, Lamanyishoe, Njuki, Boit, Kibui, Karanja and
Abuya (2020:25). As a result, young people remain highly exposed to STIs, become
diseased with HIV/IDS, and become pregnant (Sentis, Martin-Sanchez, Arando, Vall,
Barbera, Ocafia, Cordon, Alsina, Martin-Ezquerra, Knobel, Gurgui, Vives, Coll, Cayla &
Garcia de Olalla 2019:2). According to a study by Kerbo, Tefera, Kuti and Nur (2018:1),
less than 50% of the youth in southern Ethiopia were utilising YFS. Only 47 out of 376
youth respondents (55.3%) took part in voluntary HIV/AIDS testing and counselling, and
only 43 out of 376 (50.6%) used Family planning services (Abate, Ayisa &
Mariam:2019:1).

The Republic of Kenyan Ministry of Health’s (2016:12) guideline highlighted the potential
of providing adolescents and youth with access to and utilisation of quality and

comprehensive SRH services to reduce the prevalence of poor health outcomes. It also
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identified a number of barriers to youth access to SRH services, which are further

discussed as follows:

e Structural barriers: Legislation and policies that necessitate parental or partner
approval, the distance from facilities, the cost of services, the cost of transportation,
the length of wait times, the hours of operation, the absence of essential
commodities, and the absence of privacy and confidentiality.

e Socio-cultural barriers: Constraints and stigmas around sexuality among teens and
young adults, unfair or harmful gender stereotypes, discrimination and judgment of
teens and young adults by society, family, friends, partners and providers.

¢ Individual barriers such as: Young people’s incomplete or inaccurate understanding
of SRH services, including myths and misconceptions about contraception; lack of
self-determination and individual agency; a lack of ability to navigate internalised
social and gender norms; limited knowledge of what SRH services exist and where

to find them.

Therefore, young people aged 15-19, 20-24, who have ever experienced reproductive
issues, who live with a partner, who live alone, who are knowledgeable about SRH, who
have a flexible working schedule for YFS, and who patrticipate in a school club were all
associated with the use of SRH services (Gebrehana, Arage, Degu, Getnet & Necho
2021:e08526). A significant proportion of STIs occur annually among individuals aged
15-24, with the majority of these individuals having never had an STI test (Cuffe, Newton-
Levinson, Gift, McFarlan & Leichliter 2016:512). The two main reasons for universal SRH
access are access to high-quality services and the expansion of financial risk protection
(Panichkriangkrai et al 2020:34).

According to Zuma, Seeley, Mdluli, Chimbindi, Mcgrath, Floyd, Birdthistie, Harling, Sherr
and Shahmanesh (2020:1058), having good health care workers, a supportive family,
and close friends can help protect young people by building strong connections and
making it easier for them to access care. But having a strong relationship with men,
drinking and drug use, and early pregnancy can put young people in danger. The study
said that policies and programmes need to be put in place that encourage healthy and
supportive connections with family and friends, good social habits, and open-mindedness
in clinical services. Even though the law permits women to use contraceptives without

the permission of their parents or guardians, in Ethiopia, young, unmarried women who
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have few children, no support from their partners, or who are less educated, do not have
access to family planning services (EDHS 2016:15). When it comes to preventing teens
from engaging in risky sexual behaviour, better communication between parents and
teens about sex and reproductive health concerns is more important than ever (Munea,
Alene & Debelew 2020:940). Despite a range of initiatives, legislation, and policies that
focus on the accessibility of family planning services, the prevalence of unmet SRH needs
remains disproportionately high (IPPF 2017:5). Young girls and women between the age
of 15 and 24 are especially vulnerable to contracting HIV in sub-Saharan Africa (UNAIDS
2016:8).

A study in Kenya on the use of the SRH by the young people in the country by Mutua,
Karonjo, Nyaberi, Wanyoike, Kausya and Mugai (2020:2437) concluded that the
government should improve the utilisation of SRH services through education and
promotion. The study also recommended that the government scale-up and
institutionalise YFS by extensive capacity-building, and by increasing the use of SRH
services. The Ministry of Health and health service providers should increase the number
of users and fully implement youth health policy recommendations with effective

assessment plans (Gebrehowana et al 2021:€08526).

2.2.1.2 Substance use and mental health service utilisation by young people

Even if young people face a number of mental health problems, most of them do not need
help from health care providers (Lee, Ngaiman, Poon, Jalil, Yap, Abdin, Subramaniam &
Verma 2019:1). Suicide and violence related to mental health disorders are often
overlooked in global health efforts, yet they are a major contributor to health-related
afflictions, impacting 10-20% of young people (Wonde, Mulat, Birhanu, Biru, Kassew &
Shumet 2018:1). Sub-Saharan African nations have limited experience with alcohol and

HIV education programmes among young people (Osuafor & Okoli 2018:79).

Suicide ideation and attempted suicide were 22.5 % and 16.2 % respectively among
people in Ethiopia (Oljira 2016:25). The rise in the number of young people reporting self-
harassment and suicidal thoughts resulted in an increase in the number of adolescents
presenting with anxiety and depression who were still awaiting treatment (Kachor &
Brothwell 2020:46). In Ethiopia, young people are exposed to chewing chat, smoking
cigarette, and drinking alcohol (16.7% & 45.6%, respectively) (Alemu, Zeleke, Takele &
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Mekonnen 2020:10; Oljira 2016:25). According to Rice et al (2018:S9), young men are
more likely to suffer from mental health issues, such as increased rates of suicidal
ideation, behavioural disorders, substance use, and interpersonal violence, than their
female peers. Furthermore, their health risk profile is significantly different, emphasising

the need for different types of prevention and intervention.

While there has been a lot of attention paid to mental health and the impact it has on
young people, they are still not getting the treatment they need and are not taking the
right medication (Li 2016:139). To make the mental health services more accessible to
young people, Goicolea, Ahlin, Waenerlund, Marchal, Christianson, Wiklund, Hurting,
and Sebastian (2018:1) proposed that health centres should be trusted by young people
and have a multi-disciplinary team to provide the services. The primary focus should be
on reaching out to young people who require mental health and substance abuse
treatment (Hawke, Mehra, Settipani, Reliham, Damay, Chaim & Henderson 2019:1).
Educational attainment, age, race, and income were major determinants of the likelihood
of developing mental health issues; however, good physical health and a higher level of
optimism were protective factors (Alemu et al 2020:11).

Despite the fact that a variety of mental health issues, such as anxiety and depression,
neurosis, and substance abuse, can have a detrimental effect on an individual's capacity
or readiness to seek professional assistance, two of the most prominent individual
barriers are feelings of shame or inadequacy in assessing oneself and feelings of guilt
when assessing whether or not an individual's behaviours or thoughts are out of control
(Muris, Meesters, Pierik & Kock 2016:607). Alcohol consumption is a major contributing
factor to a variety of alcohol related incidents and fatalities among adolescents, such as
traffic-related crashes and fatalities, interpersonal violence and criminal activity, sexual
risk-taking, HIV transmission, and tuberculosis, as well as the economic consequences

of these events (Morojele & Ramsoomar 2016:551).

According to Wonde et al (2018:1), suicide and violence-related mental health outcomes
are among the world’s top health threats, while mental illness-related disability affects 10-
20% of young people. People between the ages of 15 and 19 in Ethiopia were more likely
to think about or try to commit suicide than those who didn't. The number of people who
thought about or tried to commit suicide increased by 22.5%, and those who tried to Kkill

themselves increased by 16.2%. Youth in Ethiopia are addicted to a lot of different things,
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like chat, tobacco, alcohol, with tobacco being used by 4% of young people and alcohol
by 45.6% (Oljira 2016:25).

The successful implementation of mental health services interventions may lead to a
decrease in the prevalence of mental disorders among young people, such as suicide,
self-harassment, and substance misuse; as well as a decrease in homelessness, social
exclusion, and involvement in the penal system (Herrman, Humphreys, Halperin et al
2016:1). Young people need an interesting environment with educational resources,
friendly and honest staff with professional experience, a space that's easy to get to,

shorter waiting times, and attractive services (Hawke et al 2019:2).

2.2.1.3  Nutritional health service utilisation by young people

The result of the study conducted by Tyrrell, Townshend, Adamson and Lake, (2016:292)
to explore the environments and food behaviours of young people attending school and
college in England to further understand the relationship between eating behaviours and
environmental context, indicated that young people do not make themselves ready to
participate in home food preparation at their age rather obtain food from outside of their
home which further leads to exposure for the change of their behaviour regarding
knowledge of healthy eating and food preference. Ethiopia has made significant strides
and improvements in health and nutrition in the last 30 years. However, poor nutrition
was a persistent problem in 2016 and 22% of women of reproductive age reported being
under-nourished, 8% were overweight or obese, and 24% had anaemia (United States
Agency for International Development [USAID] 2018:2).

A report conducted by the World Food Program and Central Statistical Agency (WFP &
CSA) (2019:1V) showed that there was 36.1% food insecurity of households in the
Amhara Region and twenty-two percent of women in the reproductive age were
underweight (Body Mass Index (BMI)<18.5). Wasting in young people was found 13.0
percent in Ethiopia and it may last with future chronic health consequences
(Environmental News Network [ENN] 2021:81). Even though young people with
depression don't always have access to healthy food, it is still seen as a time-consuming
and expensive way to prepare and use it (Bayes, Schloss & Sibbritt 2020:1). It is well-
known that adolescents and young women living in low-resource environments may

experience a variety of micronutrient imbalances (Baxter, Wasan, Soofi, Suhag & Bhutta
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2018:103). Chronic malnourishment and anaemia are the most common nutrition related
problems among Ethiopian female young people. About 36% of teens aged 15-19 with a

BMI of less than 18.5 are chronically underweight, and 13% are anaemic (Oljira 2016:25).

According to Perera (2017:50), poor dietary behaviours were more common among
young men than women, and food selection, body image and cost were key determinants
of sustainable diets for young people. Providing young woman with the necessary
information to make well-informed and healthy choices would be essential for lasting
behavioural changes throughout the entire life cycle associated with dietary modifications
(Baxter et al 2018:103).

2.2.2 Health service quality

Quality improvement is the process of improving outcomes, reducing costs, improving
accessibility and improving care for providers and staff. Access without quality can be
seen as a promise of UHC (Kilkenny & Bravata 2021:419). There should be an evaluation
of national health service accessibility and quality in order to comprehend where
countries can enhance their health service provision (Lancet 2018:2236). Lancet (2018)
further asserted that, across the globe, the accessibility and quality of health care, as
reflected in the benchmark of health care access and quality (HAOQ), has increased
significantly.

In Ethiopia, the quality of health services for teens and young people was still below the
WHO’s 75% good quality standards. The quality of teen and youth health services was
low by 58.8%, 46.4%, and 47.2%. This was due to a few factors, like not having enough
and well-trained health service providers, not involving young people enough in the facility
management, not having the right guidelines and procedures, not following the national
youth health services guidelines, and not meeting the output quality dimensions (Gebrie
et al 2021:16) and output dimensions respectively.

Hospital quality should be patient-centric and health care providers should share the right
information on a regular basis, as more quality data leads to more awareness and better
patient outcomes (Nemati, Bahreini, Pouladi, Mirzaei & Mehboodi 2020:1). Privacy and
confidentiality are obstacles to access to quality services (Thongmixay et al 2019:10).

Ensuring high-quality health outcomes for teens and young people necessitates the
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systemic elimination of these barriers, as well as taking into account factors outside of
the health system, such as addressing laws that disproportionately limit youth access to
health and social attitudes (Health 2019:749).

High-quality health services are focused on building resilient health systems with the
capacity to tackle complex problems through prevention, early detection, early response,
peace-building, and economic protection, which in turn leads to improved health
outcomes, reduced health disparities, and stronger economic growth (Perehudoff et al
2020:44). In health care systems, young health care providers and young patients have
limited or no understanding of health policy and related topics that are important to them
(WHO 2018:2). It is therefore essential to enhance the standard of health service delivery
at the primary health care level in order to achieve the UHC objective (Malembaka,
Karemere, Bisismwa, Balaluka, Altare, Odikro, Lwamushi, Nshobole & Macqg 2020:1).

2.3 CHALLENGES IN DELIVERING HEALTH SERVICES TO YOUNG PEOPLE

The public health system is reported to have faced a number of issues at one time, such
as the proliferation of services, a lack of personnel, financial and cash-flow issues, a lack
of effective communication technology, inadequate information management, and a risk
to the quality of patient care (management and leadership) (Malakoane, Heunis,
Chikobvu, Kigozi & Kroger 2020:2).

From the socio-ecological perspectives, the researcher reviewed those factors as follows:

2.3.1 Individual (socio-demographic) factors that influence health services for

young people

Health services for young people should be accessible, fair, suitable, efficient, and good
for their health, but it can be hard to get them up and running due to organisational issues
like bad leadership, too much workload, too many people from different places, and not
allocating resources fairly (Thomée, Malm, Christianson, Wiklund, Waenerlund &
Goicolea 2016:1). The lack of communication between professionals, the inadequacy of
equipment, consumable materials, and certain medications can have a detrimental effect

on the functioning of the facility, as well as a negative impact on its reputation, resulting
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in additional expenses for patients, and a cycle of distrust and resentment, which

ultimately leads to a lack of satisfactory customer service (Jaleta 2017:3).

The results of a study conducted by Cambron, Kosterman, Catalano, Guttmannova and
Hawukin (2018:369), demonstrated that increased smoking was independently
associated with living in more economically disadvantaged neighbourhoods, having a
lower family income, having a lower overall functioning of the family, having a more

lenient family smoking environment, and being associated with deviant peers.

Factors such as advancing age, gender (male), absence from school, adherence to a
particular faith, and the average grade point average predicted the alcohol use (Osuafor
& Okoli 2018:79). Marital status and income status were statistically positively associated
with utilisation of health services (Workie, Mekonen, Michael, Molla, Abrha, Zema &
Tadesse 2021:5). When it comes to health care, there are a lot of social and behavioural
factors that can affect young people's decision to use services. These include how people
view health care providers, how they view staff, what they believe in, worries about being
stigmatised and gossiped about, the design and layout of the facility, limited resources,
and how long it takes for the facility to open (Ngwenya, Nkosi, McHunu, Ferguson, Seeley
& Doyle 2020:2).

There are some intrapersonal, interpersonal, organisational, social stigma, and policy
barriers that can prevent people from accessing health care services. These include a
lack of knowledge and experience, cultural and language barriers, structural barriers in
health care systems, and lack of insurance coverage (Garney, Wilson, Ajayi, Panjwani,
Love, Garcia & Esquivel 2021:1). Young people who had a higher family income, resided
with their mothers, were involved in peer-led learning, and resided in close proximity to a
health centre had a higher likelihood of engaging in and utilising services. However, those
who resided with their fathers and had a lower primary level of education attainment had
a lower likelihood of utilising the service (Ayehu et al 2016:1). Oldfield, Humphrey and
Hebron (2016:21) revealed that young people tend to seek assistance from peers rather
than from family members and are significantly less likely to be subjected to parental
supervision. The utilisation of reproductive health services is affected by a variety of
elements, such as age, sexual orientation, SRH service data, and prior experiences of

visiting a health facility for other health services (Tilahun et al 2012:1).
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The onset of substance abuse is most commonly associated with the period of transition
known as adolescence, which is characterised by the onset of puberty and physical
development, as well as a growing desire for autonomy (Morojele & Ramsoomar
2016:551). According to Latunji and Akinyemi (2018:52), tertiary education, lower
household size, higher socio-economy class, service accessibility, and proximity were all
positively correlated with good health-seeking behaviours. Using drugs and alcohol can
have a huge impact on a person's finances, physical health, and mental health. It can
also have a big impact on the family life that comes with living with an addicted teen
(Dykes & Caskerb 2021:224). There were a lot of obstacles to getting HIV and SRH
integrated, like vertical policy programming and not knowing what policies and guidelines
to follow, different provider issues like not having the right training and attitude, and
general health system issues like low staff and not having the right infrastructure and
privacy to provide these services (Akatukwasa et al 2019:1). Law also plays an important
role in ensuring that teens have access to the right services (Susanna & Nina 2019:23).
According to a study by Odunayo and Florence (2019:282), the main issue with health
information seeking behaviour is the tendency to make pragmatic decisions to address
health problems and to seek medical treatment and care within the resources available

from an individual perspective.

2.3.2 Socio-cognitive (psycho-social) influences on health services for young

people

2.3.2.1 Impact of behavioural factors on young people’s access to and use of

health services

Latunji and Akinyemi (2018:13) define health-seeking behaviour as anything that people
do or don't do when they think they have a health issue or are sick in order to find a cure.
Studies show that health-seeking behaviour is closely tied to how healthy a country is
and how prosperous it is. The pursuit of health is not a solitary endeavour that is solely
motivated by self-interest; rather, it is an integral part of an individual’'s, family’s, or
community’s identity, which is composed of a variety of social, individual, cultural, and

experience-based elements (Ali & Woldearegai 2019:292).

The theory of planned behaviour (TPB) suggests that by looking at and understanding
how people's beliefs can change, we can figure out what kind of interventions are needed
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to help young people use services, and the socio-ecological model can help us figure out

where to focus those interventions (Ngwenya et al 2020:10).

SEM levels TPB constructs

Public PO“CV e Control beliefs

Organisational < Control beliefs
Community ¢ Normative beliefs

Interpersonal ¢ Normative beliefs

Behavioural beliefs

Individual

Figure 2.1 Determine social and ecological levels of impact with the related theory of
thought patterns of planned behaviour
(Source: https://doi.org/10.1371/journal.pone.0231080.g003)

Adolescents' health-seeking behaviours are affected by a variety of factors, such as the
negative outlook of nurses and the local community, peer pressure, a lack of access to
medical care, a lack of services available on weekends, long waiting times, remote
locations, and a lack of understanding. Common reasons for seeking health care include
family planning and prenatal care (Mboweni & Sumbane 2019:67). The EDHS'’s
(2016:13) report showed that young people with physical impairments are frequently, but
mistakenly, assumed to be sexually abstinent, drug or alcohol dependent, and at low risk

for abuse, violence or rape.

Young people are prone to a lot of health issues, like stress, not getting enough sleep,
not having enough sex, not eating right, not getting enough exercise, smoking, drinking,
and taking drugs. Plus, they have certain behaviours that affect how they look for health
care and how they use health information, and there are some social and professional
obstacles that can stop them from getting care (Tran & Silvestri-elmore 2020:1). In
addition, alcohol and drug use have been linked to increased risk of promiscuity among

young people, which is now a leading cause of HIV/STI transmission (EDHS 2016:8).
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2.3.2.2 Beliefs, perceptions and attitudes about health services for young people

Some scholars described perception as a set of inner sensational cognitive processes of
the brain at the subconscious cognitive function layer that detects, relates, interprets and
examines internal cognitive information in the mind (Agbabiaka & Omisore 2016: 1-5).
Utilisation of healthcare services may be largely predicated on how the users perceive
the quality of service delivery. A healthcare facility may be available, accessible and even
affordable, yet, patients may not utilise it if there is a negative perception of the quality of
service. In other words, perception affects utilisation. Perception also affects clients’
attitude towards healthcare service delivery and their level of satisfaction with the services
available (Sari, Suslu, and Ayaz. 2020: 16-21).

Young people's health is often put at risk due to a lack of respect for their privacy and
confidentiality, as well as bad provider practices and a lack of resources (Mulugeta et al
2019:1). Cognitive accessibility (CAC) and psychosocial accessibility (PAA) were
identified as the primary barriers preventing young people from accessing sexual and
reproductive health services. The cognitive accessibility barriers were low sexual literacy
and lack of knowledge about services. The psychosocial access barriers were fear of
parents finding out about pre-marital sex and feelings of shame and embarrassment due
to negative cultural attitudes (Thongmixay et al 2019:8). There are a lot of social and
behavioural factors that come into play when it comes to health providers, like how people
view them and think they do not have the right skills, what people believe in, fear of being
judged, and gossip (Ngwenya et al 2020:2). The researcher evaluated the perception and

attitude of young people towards the services for the young people.

2.3.3 Organisational challenges/factors on health services for young people

In the foreth coming sections the researcher addressed different organisational factors

based on the litratures he read through.
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2.3.3.1 Health service delivery (intervention approaches and policies, leadership,
cost of service, professionals’ skill, accessibility, availability of service

and resources such as equipment, supplies and drugs)

Interactively applied health services achieve the objectives of physical, psychological and
social cares which are met through a multi-disciplinary approach (Howard, Scott, Ju,
McQueen & Scuffham 2018:5). In a review by Garney et al (2021:1), organisational or
structural barriers in health care systems are leadership related that hinder young people
from receiving services. There are a lot of obstacles in the health care system, like bad
staff morale, long wait times, dirty places, running out of medicines, not having enough
infection control or a bad atmosphere, and a lack of safety and security for both patients
and staff (Malakoane et al 2020:1).

Health teams in the institution should provide services needed by the youth in the way
that safeguard their life (Oliphant, Veale, Macdonald, Caroll, Harte & Stephenson
2018:16). The professionals should also be skilled enough to effectively respond to the
needs of the young people through breaching inappropriate approaches such as lack of
confidentiality, having a negative attitude towards sex, drugs, and other substances, as
well as being judgmental and intolerant, can lead to discrimination (EDHS 2016:17). Even
though being trusted by the client is very important to collaborative service delivery to
young people, caring for them with high needs is complex and challenging (Morgan,
Pullon, Garett & Mckiniay 2018:1). The service should also pay attention to their
requirements, such as evaluating the potential risks associated with drug and alcohol

use, sexual health, and mental health issues (Oliphant et al 2018:16).

Lack of availability of the service, Lack of privacy, and inconvenience of the service hours
were all reasons for not taking advantage of the service (Ansha, Bosho and Jaleta
2017:110). Shame and fear from health providers, limited information, negative attitudes
from health providers, misunderstandings about the services, and lack of privacy were
the main challenges preventing young people from using SRH service (Watara, Mumuni,
Zuwera, Edward, lddrisu & Margret 2020:17). The two most significant institutional
obstacles were the lack of geographical accessibility and, in particular, the lack of access

to youth-specific health services (Thongmixay et al 2019:8).
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The results of the study conducted by Mayhew, Sweeney, Warren, Collumbien, Ndwiga,
Mutemwa and Lut (2017:iv67) indicated that structural elements, such as the availability
of resources, the allocation of personnel and workload, and the rotation of personnel,
could influence the delivery of integrated care. Other major expenses for the youth
include the cost of medicines and medical tests, as well as other out-of-pocket costs like

travel expenses to health care facilities (Kalseth & Halvorsen 2020:435).

2.3.3.2 Mass-media and social-media programmes

Mass media is one way of communication to reach the community to get information
(Gashu, Yismaw, Gessesse & Yismaw 2021:2). Mass media campaigns increase
knowledge and awareness about issues and behavioural activities like smoking by young
people (Stead, Angus, Katikireddi, Hindis, Hilton, Lewis, Thomas, Campbell, Young &
Bauld 2019:1). Health service communication through mass media could potentially

improve the utilisation of health services for young people (Yaya & Bishwajit 2022:94).

Thornicroft (2018:616) said that mass media can be used to improve understanding of
mental health and to change health behaviours such as seeking help. On the other hand,
media advertising for mental health and psychiatric care services can have a detrimental
effect on the behaviour and utilisation of health care (Cheng, Benassi, De Oliveira,
Zaneer, Collins & Kurdyak 2016:e303). The digital age has revolutionised the way people
around the world access information, and this has had a significant impact on the
perception of health care, the pursuit of information, and the search for the most effective
approach to health, particularly among young people (Odunayo & Florence 2019:283).

Young people can get health-service related information through social media from the
perspective of developing new and more effective health promotion interventions such
as tele-health (Third, Bellerose, De Oliveira, Lala & Theakstone 2017:6). Among the
different communication modalities as sources of information; text, e-mail and video chat
are important for the young people for using their smartphones to directly contact their
care givers to ask a quick question instead of physical visit (Saberi, Siedle-Khan, Sheon
& Lightfoot 2016:254). Young people are major users of phone-based internet as a
source for sexual health information (Sherifali, Ali, Ploeg, Markle-Reid, Valaitis,
Bartholomew & Fitzpatrick-Lewis & McAiney 2018:1). According to a study by Yasine

(2020:1), young people who were aware of YFS used them 9.7x more than those who
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weren't aware of them. A study by McNamee, Mendolia and Yerokhin (2019:1) found that
spending more than 4 hours a day on social media was associated with significantly lower

levels of emotional well-being and more behavioural issues.

2.3.3.3 School health programmes (as source of information for young people)

School health programmes can also be referred to as health-promoting schools (Kolbe
2019:446). Schools can potentially act as a source of information for the community,
providing precise data regarding the use of substances such as cannabis, alcohol,
tobacco, and other drugs, so that educators and parents can continue to deter young
people from using these substances (Donnelly & Young 2018:693). Health education and
outreach campaigns to promote preventive services are focused on creating a sense of
vulnerability and vulnerability among young people (Luquis & Kensinger 2018:1). In
addition, communities considered the close connection between health and nutrition
interventions and education to be beneficial, as it was increasing the chances of children
benefitting from education (Keating, Tadesse, Dejene, Yard, Appleby & Cardwell
2019:11).

Ten interactive elements are included in contemporary school health programmes:

e Education in nutrition

e Ecology services

e Medical services

e Guidance

e Social and psychological services
e External environment

¢ Emotional and social climate

e Family involvement

e Employee wellness

e Community involvement (Kolbe 2019:443)
Comprehensive sexuality education (CSE) programmes have not been successfully

implemented on a large basis, and little progress has been made in educating the most

vulnerable young people (EDHS 2016:14). According to Shabani, Moleki and
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Thupayagale-Tshweneagae (2018:1), awareness of available health services is a key
factor in determining how often young people use them. Young people have low levels of
mental health literacy (MHL), which makes it difficult for them to recognise mental
disorders and the risk factors, protective factors, and underlying causes that may
contribute to them (Hart, Mason, Kelly, Cvetkovski & Jorm 2016:34).

24 SUMMARY

This chapter focused on how youth in Ethiopia and other countries perceive health
services. This chapter also discussed the utilisation, coverage, quality of health services
to young people and the challenges related to the services in the globe at large and in
Ethiopia in particular. In doing so, relevant literatures were discussed. The intensive and
extensive discussion of related literatures revealed similarities in factors relating to the

utilisation, coverage, and quality of the health services to young people.
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CHAPTER 3

METHODOLOGY OF THE STUDY

3.1 INTRODUCTION

Chapter 2 discussed the literature pertinent to development of strategies to improve
health care services for young people. It addressed the views of other researchers about

the utilisation and challenges of health services for young people.

This chapter provides an overview of research design and methods involved in the study
to evaluate the specific health services and to explore challenges for health care services
provision for young people. It also addressed the broad range of data collection methods
available and organizes them according to their predetermined or emergent nature,
whether they are closed-ended or open-ended, and their emphasis on numerical versus

non-quantitative data analysis (Creswell 2017:34).

3.2 RESEARCH PARADIGM

A paradigm refers to a set of common rules and ideas about how a researcher perceives
reality, known as ontology, or how a researcher understands reality, known as
epistemology, or a combination of different methods used by scientists to investigate
different situations, known as methodology. (Creswell & Poth 2018:35). Pragmatism is a
way of looking at things that gives researchers the freedom to pick the methods,
techniques, and procedures that work best for them and their goals. This is what the
researcher used to carry out the mixed method research (Creswell 2017:30). Pragmatism
uses both induction and deduction to explore the many, multiple perspectives on the

issue and the questions asked in the research (Cohen et al 2018:532).

The researcher employed the pragmatism lens to assess and recognise the difficulties
associated with the provision of health services to young people, as well as to provide
methods to comprehend their impact on the endeavour. The researcher tried to cope with
the psychological risks by giving all the information they needed with detailed

explanations about what they were doing and why they were doing it.
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3.3 STUDY APROACH

Research approaches are the plans and procedures for research that progress through
the stages of conceptualisation (broad presumptions), data collection and analysis,
interpretation, communications and reporting. A mixed methods approach incorporates
guantitative and qualitative data into a single study and offers benefits in terms of

completeness, practicality and increased credibility (Polit & Beck 2018:309).

Mixed methods involve combining qualitative and quantitative techniques in each of the
five stages of a research study (planning, designing, collecting data, sampling, analysing,
and drawing conclusions) (Creamer 2017:49). In this study, we used mixed methods to
frame the data (in both words and figures) and design the questionnaire (both open-

ended and closed-ended).

3.4 RESEARCH DESIGN AND METHODOLOGY

A research design, based on the principle of ‘fit for purpose’, is a methodology or
approach designed to structure and facilitate research, so that research issues can be
addressed using a rationale and evidence framework (Cohen et al 2018:173). The
research design establishes the relationships between the objectives, goals, data and
results of the research, as well as the evidence necessary to support the objectives, goals
and questions of the research (Cohen et al 2018:175). Research designs and types of
inquiry can be divided into three main categories: qualitative, quantitative, and mixed
method approaches, which provide concrete guidance for research study activities
(Creswell 2018:56). The best way to design a study depends on a few things, like if it's
feasible, what kind of people you're looking at, how much money you're looking to spend,

and how long you want your study to last. (Eyler 2021:10).

33



3.4.1 Mixed methods research

A Convergent mixed methods approach combines qualitative and quantitative data
collection and analysis at approximately the same time, combining the results and
incorporating the information into the interpretation of the overall results (Creswell
2017:181). Most of the time, the answers to the questions in the quantitative data are
closed-ended, while the questions in the qualitative data are open-ended and don't have
a set answer (Creswell 2018:51). Therefore, stronger understanding about the problem
or the question is best addressed with mixing or integrating of data than in qualitative or
guantitative method alone (Creswell 2018:294). In this research, the researcher
employed a convergent parallel mixed method approach to resolve research queries and
determine if the quantitative and qualitative outcomes concur or contradict one another
(Creswell 2017:181).

3.4.2 Phases to conduct the research

3.4.2.1 Phasel: Empirical phase

Quantitative component

Cross-section designs are great for collecting data all at once and they are really cost-
effective (Polit 2018:225). Cross-section designs provide indirect indications regarding
the nature and frequency of alterations in physical and cognitive development of samples,
however, they may not be appropriate for the investigation of developmental trends and
causal relationships within cohorts (Cohen et al 2018:348).

The researcher applied cross-sectional design to collect quantitative data to evaluate the
practice and identify challenges regarding the health service for young people in East
Gojjam, Ethiopia.

Qualitative component

Theoretically, phenomenology is a methodology used to comprehend human life
experiences and investigate subjective phenomena, with the conviction that fundamental

truths about the world are grounded in human experience. According to Polit (2018:276),
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the four stages of descriptive phenomenology are bracketing, intuition, analysing, and
describing. The researcher employed descriptive phenomenology for the Qualitative
strand of the study to illustrate the difficulties young people face in accessing health care

services in East Gojjam, Ethiopia.

3.4.2.2 Phase 2: Strategy development phase

The strategy development process includes analysing the process and results of data,
as well as making systematic changes to improve performance by setting national
objectives, creating a service quality definition, and incorporating situational analysis into
a big stakeholder engagement process. The objective of the process is to build capacity
and promote advocacy in order to enhance the quality of service and foster a culture of
excellence throughout the health system (Lehtimaki et al 2019:15). According to Centre
for Management and Organisation Effects (Centre for Management and Organisation
Effectiveness [CMOE] (2020:2) says that the process of strategy development includes
collecting objective data, looking at the current strategy, looking at what needs to be
changed, finding new strategy tools, coming up with a tailored strategy development
process, setting the groundwork for the process, getting the results you want with the

help of experts, and setting up accountability teams and success metrics.

In this study, the current national health guidelines presented in the health institutions to
deliver health care service for young people were examined, the needed changes were
reviewed and the strategy tools for the development process were identified. Public
health expert team was established to achieve the desired result and finally the result
was measured through key health service performance indicators (KPIs).

3.4.2.3 Phase 3: Validation of strategies

In order to validate the strategies, the Delphi technique was employed. The Delphi
methodology involves a group of experts who are tasked with completing multiple rounds
of questionnaires that focus on their assessment of a particular subject matter through
multiple interviews (Polit & Beck 2018:319).

The researcher applied the seven steps of the Delphi technique to verify the usability of

the strategies.
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Step 1: Choose a facilitator. The first step is to choose a facilitator. The researcher

facilitated the Delphi data collection.

Step 2: Identify your experts. The researcher used the public health experts from the
Health Districts in East Gojjam Zone, Ethiopia. A sample of twenty managers from health
districts and health care institutions that did not take part in the study were purposefully

selected and asked to participate in the Delphi technique to validate the strategies.

Step 3: Define the problem. What is the problem or issue you are seeking to understand?
The researcher explained the problem to the experts and explained the process to follow

in validation of the developed strategies.

Step 4: Round 1 — questions were asked, to seek the initial response from the experts.

Step 5: Round 2 - questions. To seek clarification / probe the responses given in round
1.

Step 6: Round 3 - questions. To seek the way forward regarding the recommended
solutions in round two. Because a full consensus reached at second round, only the first

and second rounds were conducted in the study.

Step 7: Act on the findings. Comments and suggestions from the experts were
considered to finalise the strategies during the validation process. Once the consensus

was reached, the researcher considered the strategies to be published.

3.4.2.4 Phase 4: Integration phase

The integration phase can be either side by side (presents first one set of the finding &
then the other), transformation (transforming qualitative codes into quantitative) or joint
display (use of table or graph) to merge the two data sets (Creswell 2017:182). After
independent quantitative and qualitative analysis, the integration or merging occurs at
the interpretation and reporting stage, which is the combination of the results of both
qualitative and quantitative findings (see Creswell, 2017: 182). According to Creswell,
there are several methods of merging results: Side by side comparison: where the

researcher reports either quantitative or qualitative results first and then compares
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whether the results support or contradict each other. Qualitative code or theme
transformation: transforming or changing the code or theme into a quantitative variable
and then combining it with the other quantitative variable. Joint display or merging: where
two data sets, such as a table or a graph, are presented together. In the present research,
qualitative codes were converted into quantitative variables, and both quantitative

variables were merged.

In this study the quantitative and qualitative data were analyzed separately and were
transformed to mix the results at interpretation and reporting phase (Cohen, Manion &
Morrison 2018:314).

3.5 STUDY SETTING, TARGET POPULATION, STUDY POPULATION, SAMPLING
AND SAMPLE SIZE

3.5.1 Study setting

The study setting plays a critical role in a research study, encompassing the
characteristics, context, environmental conditions, and logistical aspects of the study
environment and having an impact on the conduct of the research study (Majid 2018:3).

It is where the research takes place (Creswell 2017:158).

In the scope of this study, nine hospitals were included in the study setting. According to
East Gojjam Administrative Zone Communication Affairs Office (2018), the geographical
location of East Gojjam Zone is 300 km from Addis Ababa. East Gojjam is one of 11
Zones in the Amhara Regional State. East Gojjam Zone consists of 16 Districts and 4
Administrative Towns. It has a population of 2,397,876 of which 2,123,101 lives in rural
areas and 274,775 in towns and of which 49.6% are females and 50.4% are males with
annual projection of 1.8% per year. From the total population 47% are young. The
hospitals cater for secondary services and rehabilitations. The health centres cater for
the primary health care services, mainly preventative and promotive health services (East
Gojjam Zonal Health Bureau 2019:3).
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3.5.2 Target population

Asiamah, Mensah and Oteng-Abayie (2017:10) defined target population as a subset of
individuals or groups with particular characteristics of interest and significance. The target
population of this study comprised all young people in East Gojjam.

3.5.3 Study population

The part of the population that is available to the researcher, referred to as the accessible
population or study population (Polit & Beck 2018:243). The present research had
different study populations for two phases based on the methods of data collection used
for the two strands. The data collected from the populations in the two strands were
transformed (transformed qualitative codes into quantitative or jointly displayed using
table or graphs) to mix the results at interpretation and reporting phase (Cohen et al
2018:314).

Quantitative strand

For the Quantitative strand, young people who were coming to the health institutions to
get the health care services were the study population for the survey and health
institutions were the study population for the observation questionnaires.

Qualitative strand

For the qualitative strand (interviews), the study population was composed of young

individuals.

3.5.4 Site of the study

The population sites of the survey, the focus groups and the individual interviews were

public health institutions in East Gojjam Zone.
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3.5.5 Sampling

The process of sampling involves the extraction of a subset from a selected sampling
frame or a sample of a population in order to make inferences about the population or to
generalise the results in relation to existing theories (Taherdoost 2017:4). As both
guantitative and qualitative sampling techniques were employed in this study, both

probability sampling methods and non-probability sampling methods were employed.

3.5.5.1 Sample size for quantitative strand

The study area, East Gojjam Zone, was randomly selected using lottery method from a
total of eleven zones in Amhara region. There are nine governmental hospitals in the
zone. The hospitals were taken purposefully for their client flow and variety of services
they provided for the young people which made the evaluation of the services and the

gaps more descriptive than in the other public and private health institutions.

The process of systematic sampling involves taking the population size and dividing it by
the desired sample size to determine the sampling interval, from which each k" case is
selected from a list to draw a random sample (Polit & Beck 2018:247). The researcher

randomly chose the people to answer the questions using probabilistic sampling.

An estimate of an average monthly young people’s flow, taken from six consecutive
months’ registry, in nine public hospitals was 678 (East Gojjam Zonal Health Bureau
2019:5).

Total (study population) size=678x9=6102

Sample size formula for quantitative strand using Cochran’s equation (Glenn 1992:3) is

as follows:

n= (20/2!29 (1'9!

A2
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Where: n=sample size; p=health service prevalence for young people taken from
previous study by Kerbo et al (2018:1)=46.9%; d=degree of accuracy expressed as
proportion (0.05).

Based on the above formula: n=(1.96)?0.469 (0.531)/(0.05)? =383.

To fill the gaps in non-response or ineligible rate during the actual survey, the researcher
increased the sample size by 10% contingency. Then n became 383+10%
(383)=383+38.3=441 and it was equally allocated to the nine hospitals; 441/9=49 sample

units to be taken from each hospital.

3.5.5.2 Inclusion and exclusion criteria for Quantitative strand

Criteria for the inclusion and exclusion of study subjects include features that sample
units have to be incorporated in the accessible population (Gray, Grové & Sutherland
2017:331).

Only purposefully selected health institutions were included.

e Young people of age 15-24 years who came to the hospitals were included.

e Respondents who were not able to respond due to critical illnesses were excluded.

3.5.5.3 Sampling for qualitative strand

Qualitative methods are informed by purposeful sampling, and the goal of qualitative
research is to deliberately select participants or locations (documents or visuals) that will
best serve the researcher's understanding of the issue and the research question
(Creswell 2017:158). Purposeful selection of participants was also applied in the present
research to address the questions and obtain insights into the phenomenon studied.
Participants for the four focus group discussion and eleven in-depth interviews were

taken from clients coming to the health institutions who fulfil the inclusion criteria.
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Table 3.1 Distribution of FGD and in-depth interview participants across the study

setting
Pseudo name
Group (codes for each Sex Age Residence Education level
participants)
P1 F 18 Urban Level-4
P2 F 19 Rural 12 complete
P3 M 23 Rural Grade 10
Group 1 P4 M 18 Rural Grade 9
P5 M 24 Urban Level-4
P6 M 23 Urban Grade 6
P7 F 24 Rural College
P8 F 18 Rural 1% Degree
P1 F 18 Urban Level-4
P2 M 19 Rural 12 complete
P3 M 20 Rural Level-4
P4 F 19 Rural Grade 9
Group 2 P5 M 21 Urban Level-4
P6 F 22 Urban Grade 5
P7 F 16 Rural College
P8 M 19 Urban Level-4
P8 F 18 Urban 1%t Degree
P1 M 19 Rural Level-4
P2 F 18 Urban 12 complete
P3 M 21 Urban Degree
P4 F 19 Rural Grade 11
Group 3 P5 F 20 Urban Level-4
P6 F 21 Urban Level-4
P7 M 18 Urban College
P8 M 18 Urban Level-4
P9 M 20 Rural 12 complete
P10 F 19 Urban 1%t year BSc nursing
P1 F 19 Urban 12 complete
P2 F 20 Urban 12 complete
P3 M 24 Urban Degree
P4 M 19 Urban Grade 11
Group 4 P5 F 20 Urban 12 complete
P6 M 19 Urban Level-4
P7 F 18 Urban 12 complete
P8 M 20 Rural Level-4
P9 F 20 Urban 12 complete
P10 M 18 Rural Level-4
11 23 F Urban Grade 10
12 22 F Urban 2" year midwifery
13 21 F Rural Degree
14 20 F Urban 12 complete
Indepth- 15 18 F Urban Level-4
Interview 16 20 F Urban Grade 7
17 20 M Urban 12 complete
18 20 F Rural Level-4
19 21 F Urban Level-4
110 18 F Rural 12 complete
111 18 F Urban Grade 7
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3.5.5.4 Sample size for qualitative strand

Creswell (2017:158) proposed two ways to figure out the size of a qualitative sample.
The first is that there are some rough estimates of sample size from qualitative research
studies, ranging from 3 to 10 for phenomenology. The second approach focuses on the
concept of saturation, which is the point at which data no longer provides new insights or
reveals novel characteristics. To assess and report data saturation accurately, a
minimum of 13 study participants were selected, 10 interviews and 3 additional interviews
to demonstrate that there were no new themes emerging from the data) (Francisa,
Johnston, Robertsona, Glidewella, Entwistlec, Ecclesd & Grimshawe 2010:1229-1245).
Focus group interviews involve a group of people, usually between 5 and 10, who are
asked questions about their thoughts and experiences at the same time (Polit & Beck
2018:297). The researcher employed four focus groups with a total of 36 participants,
and eleven in-depth interviews. The researcher adhered to the principle of saturation, so
that no additional data was collected for the FGD and for the in-depth interviews (Polit &
Beck 2018:103).

3.5.5.5 Inclusion and exclusion criteria for qualitative strand

e Purposively selected participants of age 15-24 years who were voluntary to sign a
consent form to participate in the focus group discussion (FGD) and in-depth interview
were included.

e Telephone participation was excluded for fear of the incompleteness of the
information due to network problem of the nation and their geography of residence.

e Document analysis was excluded, as it cannot suits with this strand.

e Participants who terminated the participation due to any reason were excluded.

e Youth under 18 years of age who did not have the filled parental assent forms were

excluded.

3.5.6 Variables in the study

Two set of variables were used in this study:
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3.5.6.1 [Independent variables
e Predisposing factors
» Demographic factors
o lItincludes age, sex, and language, level of education, marital status, religion,
residence or transport access, income, occupation, and experience or
exposure of the respondents.
» Institutional factors
o It includes costs, number of skilled professionals. Professional training,
inadequate budget allocation, policy, leadership & management, condition of
the work environment, availability of service provision unit, material resource,
provider-client relationship and pprofessional attitude.
e Psycho-social factors
o Itincludes behaviour, belief, perception and attitude to the services.
e Enabling factors
o Quality health care including safety, effectiveness, appropriateness, client
participation, accessibility, efficiency , confidentiality and consent, competence,
information management, service continuity, evidence-based medicine,
education & training and take holder participation.
o Coverage of health service including sexual and reproductive health, mental
health and behavioral health and nutritional health services

3.5.6.2 Dependent variable

e Health service utilisation
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3.6 DATA COLLECTION METHOD(S) AND PROCEDURE

The researcher collected both data types at the same time, with help from research
assistants, and used the data to make sense of the results. Any discrepancies or

unexpected findings were explained (Creswell 2017:34).

3.6.1 Quantitative component

In this phase, the researcher collected quantifiable and structured data (Polit & Beck
2018:250). Self-administered questionnaires were used as an economical approach to
conduct a survey for the Quantitative strand (Polit & Beck 2018:318). Considering the
advantages and its fitness to the design selected for quantitative strand, an agreement
with WHO for standardised tool had been achieved and the researcher modified and used
the tool to fit the context. The researcher also developed a survey checklist for the
guantitative data. Pilot testing was held for the 22 questions (13 knowledge and 9 attitude-
based) on 10 young people of age 15-24 (young people). The pilot test was done in July
2022 and its purpose was to evaluate the readability of the questionnaire, to identify
typographical issues, to evaluate the usability of the proposed time frame, and to evaluate
the reliability of the questions using the Cronbach’s test. There was no correction made
on the questions and all passed the test with Cronbach’s alpha value 0.823, which is

statistically acceptable because it was greater than 0.7.

Through single day training conducted on 08 July 2022 in Debremarkos town, two data
collectors were adequately prepared about the purpose, objectives, and how to take
corrective measures on problems during the data collection process. Close supervision
was done by the researcher during the data collection procedures and challenges faced

were corrected soon.

3.6.2 Qualitative component

Qualitative research involves the collection of data through qualitative observation,
qualitative interviews, qualitative documents, and qualitative audiovisuals and materials

(Creswell 2017:158). Descriptive phenomenology is a way of looking at people's day-to-

day lives and mainly focuses on what we know about ourselves (Polit & Beck 2018:276).
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In this study the researcher, through a descriptive phenomenology approach for both in-
depth interview and FGDs from the young people, collected qualitative data with the aid
of an interview guide. Pilot testing was applied to test the guides. An Amharic version of

the tool was delivered.

Demographic data (sex, age, resident and educational background) were obtained from
the FGDs and in-depth interviews. The participants were selected purposefully. The
qualitative data was collected from four hospitals. The hospitals were purposively
selected from the Zone. The total average time taken for the FGDs was 49 minutes. The
minimum amount of time was 40 minutes, and the maximum was 58 minutes. For the in-
depth interview, the total average time taken was 47 minutes. The minimum duration was
43 minutes, and the maximum duration was lhour. Ethical principles were ensured
through-out the courses. Those who did not sign the consent and/or assent forms did not
participate. Those who were voluntary to be audio-recorded were allowed to engage.
Participants presented their experiences in the form of responding to open-ended
questions. Data collectors were adequately prepared for the one-on-one interviews and
the role they could assume in the data collection process. The focus group discussions
and interviews were recorded with audio recorders as well as the in-depth interview. Field
workers helped out with handing out the info sheets, getting people to sign them and
taking notes. The audio was saved to a laptop computer and ready to reduce the
probability of losing data and to put them as a backup file. The collected information was
transcribed and later translated into English language by linguistics. The moderators

supervised the overall data collection process.

3.7 DATA ANALYSIS METHOD

3.7.1 Data analysis for quantitative strand

Data was cross-checked for completeness, cleaned, coded and cross-checked for
accuracy. Where data was missing, the average score of total number of answers was
used to address the missing data. The descriptive statistics including frequencies and
cross-tabs for the items were calculated by computer and presented in Tables and
Graphs. Descriptive multiple logistic regression was performed with a p-value <0.05 to
establish statistical significance. The data were evaluated using Statistical Package for

the Social Sciences (SPSS) Version 28. Odds ratios and 95% confidence levels were
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estimated to assess the strength of the association between study variables through
multivariate logistic regression (MPR). Statistical significance was declared when p-value
<0.05.

3.7.2 Data analysis for Qualitative strand

The researcher analysed the qualitative data supported by Atlas-ti software with manual
assistance and following the seven steps in Colaizzi's data analysis method for

descriptive phenomenological study (Morrow, Rodriguez & King (2015:643).

e The researcher thoroughly reviewed all participant accounts multiple times in order to
gain a comprehensive understanding of the data (familiarisation).

e The researcher determined that all statements are directly pertinent to the subject
matter of the study (identifying significant statements).

e The researcher identified meanings pertinent to the phenomenon that resulted from
a thorough examination of the relevant statements. The researcher retrospectively
“‘wrapped” his prior assumptions to adhere to the experience of the phenomenon
(formulating meanings).

e The researcher grouped the meanings found into common themes across accounts.
Again, it was important to bracket pre-positions, particularly to avoid being influenced
by existing theories (clustering themes).

e The researcher wrote a complete and comprehensive explanation of this
phenomenon, including all the topics mentioned in step 4 (developing an exhaustive
description).

e The researcher has condensed the comprehensive description into a concise,
succinct statement that outlines only those elements that are considered necessary
for the conceptualisation of the phenomenon (producing the fundamental structure).

e The researcher then sent the basic structure statement back to all participants to
determine if it accurately reflected their experience and if they could go back and
revise previous steps in the analysis (seeking verification of the fundamental

structure).
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3.7.3 Delphi method analysis

The health managers answer multiple rounds of questions, and their answers were

summarised and distributed to the group after completing each round.

3.8 ENSURING RIGOUR

Doing social research with rigour is an ethical issue (Iphofen & Tolich 2018:361). The
objective of rigorous research techniques is to reduce or eliminate any bias in order to
guarantee data quality (quantity and validity of measures) in quantitative research and
transferability, as well as credibility, dependability, and conformability in qualitative
research (Polit & Beck 2018:121).

3.8.1 Quantitative strand

Validity: The researcher increased the validity of the study through piloting and training
the data collectors, stating the independent variables accurately to produce the observed
effect and focusing on matching the evaluation result to the goals and objectives (to
increase internal validity). In addition, the researcher made clear explanation of
independent variables to increase external validity. The criterion validity of the instrument
was ensured if its scores correlate highly with scores on criteria. Three substantive
experts were consulted to assess and document the content of the questionnaire.

Construct validity was achieved by correctly handling the variables of interest.

Reliability: In order to ensure the reliability of the instrument, the researcher applied
three measures: conducted chi-square reliability test, ensured that definitions of the
variables measured were precise through pilot test so that they were clear, unbiased and
were to be accurately measured and translated the questionnaire into the language that

all participants can understand.

3.8.2 Qualitative strand

In order to conduct this study, the researcher meticulously organised and conducted a

series of semi-monthly interviews, taking into account the four-dimensional
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trustworthiness criteria and considering a variety of ethical issues at all stages, taking into

account all aspects of their application. These criteria are illustrated below:

Credibility: On average, interviewers spent 45 minutes for every FGD. The researcher
verified whether the investigators had sufficient knowledge and research capabilities to
carry out their tasks. He also made sure that the interviewer provided and returned the

notebook. He held regular debriefings to self-correct and improve performance.

Dependability: The researcher ensured reliability by creating comprehensive draft
protocols for the duration of the study, creating a comprehensive record of the data

acquisition process, and quantifying coding precision and dependability.

Conformability: The researcher conducted weekly investigators meetings. The

researcher will apply triangulation techniques.

Transferability: To ensure transferability, the researcher used a purposive sampling
technique. The researcher also quantified operational and data saturation.

3.9 ETHICAL CONSIDERATIONS

3.9.1 Permission to conduct the research

The researcher requested for the permission letter from Amhara Regional Health
Research and Technology Directorate Director and the zonal health department in order
to conduct the research at the health institutions (Annexure D). The researcher also asked
permission from the specific institutions based on the letter written from the directorate

(Annexures E-N).

3.9.2 Avoiding harm to participants

Ethical considerations in all research studies involve protecting human participants
through the use of appropriate ethical principles. Ethical considerations are particularly

important in a qualitative study because of the detailed nature of the study (Creswell
2017:88).
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3.9.3 Ensuring informed consent

Informed consent means alerting participants to the nature of the study and formally

soliciting their volunteerism in participating in the study (Yin 2018:126).

The College Ethics Committee of the University of Southern Africa (UNISA) has given its
approval for the study to be conducted (Rec-240816-052 Number: CREC Reference #:
46340262 _CREC_CHS 2022) (Annexure A). Additionally, a letter of authorisation has
been obtained from the Regional Health Research and Technology Directorate of Amhara
(Annexure D), as well as the Eastern Gojjam District Health Department, to carry out the

study (Annexure F).

Written assent form for the guardians of the participants and informed consent for all 15-
24-year-olds participants were provided with the questionnaire in Amharic version
(Annexure R). They were provided with sufficient time to comprehend the concept and
were informed that the stored data would be used for future purposes if necessary. After
a comprehensive explanation, only the volunteers voluntarily signed and took part in the
process (Annexure P). Furthermore, they were informed that they could withdraw at any

time without any inconvenience (Annexure O).

3.9.4 Ensuring privacy and anonymity

The most secure way to protect your information is to remain anonymous. This means
that any information you provide will not be published in a way that makes you visible to
the public and will not be disclosed to third parties (Polit 2018:267).

In this research, there was an agreement with statistician and co-coder to keep the data
and the overall process confidential (Annexure X, Y,). Confidentiality binding agreements
with field workers (research assistants) also was signed to keep the information obtained

during data collection confidential (Annexure Z).

Confidentiality was maintained; the FGDs and in-depth interview were scheduled and
conducted based on mutual agreement; appropriate COVID-19 protection principles were
applied before, during and after data collection and no further harm was anticipated. The

researcher attempted to handle the psychological threats/increase the participants’
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confidence by providing information through intensive explanations about the aim and the
purpose of study. Psychological help or arrangement for referral was set for those
participants who might be distressed. Confidentiality also was ensured in such a way that
the questionnaire did not have a space to fill their participants’ names and only was
possible through numerical codes. Focus groups and interviews were conducted at

secured settings.

Anonymity was ensured in such a way that the questionnaire does not have a space to fill
their participants’ names and only was marked through numerical codes. Possible data
protection effort was applied for its confidentiality. Research assistants signed the

agreement. This data was used strictly for the purposes of the study (Annexure Z).

3.9.5 Risks in the study

The study involved direct human participants. As stated in risk category 3, minor
discomfort or inconvenience occurred, and it did not pose a risk above the everyday norm.
Confidentiality of the information was ensured. The participants did not receive direct
benefit from participating in this study, but through their participation, they were equipped
in identifying factors that affect their psychosocial wellbeing, and in doing so they were
able to cultivate better support systems when addressing health services delivered to
young people.

3.9.6 Information to the parents and the young people

Participants and their parents feared for leak of their personal information. Therefore, the

researcher followed the following steps provided both in English and Amharic versions:

Firstly, the researcher informed them to be confident enough and not to be disturbed by

such psychological stressors which stroke their mind.

Secondly, the trained data collectors helped to offer support or counselling to participants

if distressed during the data collection process.

Thirdly, safe storage arrangement of data took place so that there was no fear of

information leakage.
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Fourthly, pre-arrangement with the emergency department or unit of the institution was
made if in-case, unexpected event occurs, to alleviate the cause and let the participant

come to the initial status.

The study did not involve invasive procedures on psychological assessment. Thus, no
harm was expected. The researcher made prior arrangements with the site, for
participants to be referred to the psychology department of the health institution for

counselling in case of emotional distress.

Because of a low economic status of the participants, non-availability of online connectivity
and gadgets, face-to-face data collection methods was applied. Therefore, all COVID-19
related prevention measures were adhered to by the researcher, participants and co-

researchers, to prevent cross infection during data collection:

¢ Information on prevention including distancing, transmission, sign and symptoms and
management of COVID-19 for data collectors was provided.
e Distancing was ensured during transportation by using non-public transport and

conducting the interview/ discussion outside in open space.

3.9.7 A description of the procedure for obtaining consent from participants

The researcher requested permission from Amhara Regional Health Research &
Technology Directorate Director and from the Head of East Gojjam Zone Health
Department to conduct the research in the study areas. The researcher also requested
the permission to access the patient registers within the specific institutions (Annexure C).

For the quantitative and Qualitative strands, the researcher obtained the written consent

and/or assent through the following process:

The researcher addressed the recruitment letter/letter for participation to the participants’
and parents. Then, the researcher clearly explained all the risks and benefits of
participating in the study and did get their voluntary response. In addition, the researcher

frequently assessed the prospective participants’ understanding by asking appropriate
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guestions and allowed them ample opportunity to read and ask questions if not clear. No

incentive was given to participants.

3.10 SUMMARY

This chapter focused on the research paradigm, the study approach, the research design,
the research methods, the target population and the study populations, the sampling, the
data collection techniques and procedures, the data analysis techniques and the rigour

and ethical aspects of the study.
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CHAPTER 4

ANALYSIS, PRESENTATION AND DESCRIPTION OF QUANTITATIVE
FINDINGS

41 INTRODUCTION

Chapter 3 discussed the methodology in detail. This chapter focuses on the analysis of
quantitative data. The quantitative data was collected through questionnaire from the
young people who came to the hospitals during the data collection time. The Amhara
Regional Health Research and Technology Directorate, the East Gojjam health
department and district offices gave permission to the researcher to conduct the study

(Annexures D - N).

4.2 QUANTITATIVE APPROACH

This research was done in the East of Gojjam in Amhara province, Ethiopia at nine
hospitals. There were 423 survey questionnaires given to the respondents and completed
after careful instructions given by the data collectors. But, due to different factors which
affect the response rate for survey research (Nayak & Narayan 2019:31), only 418
guestionnaires were returned. The response rate was 98.8 % in this study, and it is
considered very well. Data was entered, cleaned and analysed using SPSS Version 28

software.

Descriptive and inferential statistical analysis was applied in the study.

4.2.1 Descriptive statistics

4.2.1.1 Descriptive presentation for quantitative results for the sampled

participants

In this section, the socio-demographic information of the participants, including their
gender, age, place of residence, marital status, level of education, religion, ethnicity, and

participation in religious activities, is described.
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Gender of
respondents

M male
M female

Figure 4.1 Participants’ gender (N=418)

As shown in the above figure, most of the participants in the study were females. They
account 66.03% (n=276) of the total sample whereas the males were 33.97% (n=142).

Percent

urban

rural

Figure 4.2 Participants residence (N=418)

As shown in the above figure, majority of the participants, 69.62% (n=291), came from
rural areas and the remaining 30.38% (n=127) were from the urban parts of the Zone.
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Figure 4.3 Distribution of participants by their age category (N= 418)

The aforementioned graph revealed that the majority of participants, 92.11% (n=385)
were between the ages of 18 and 24 and that just a small percentage, 7.89% (n=33) were

between 15 and 18-years-old. The participants’ average age was 21.62, with a standard
deviation of 2.465.

M both parents
B mather

W father

M relatives

M female friend
M male friend
M alone

Figure 4.4 Percentage of young people with whom did they live (N= 418)
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The above figure showed that from the total 418 respondents, 36.84% (n=154), were
living with both parents; 6.94% (n=29), were living with their mother; 5.98% (n=25), were
living with their father;5.98% (n=25), were living with relatives; 6.46% (n=27), were living
with female friend; 18.42 % (n=77), were living with male friend and 19.38% (n=81), were

living alone.

Table 4.1  Other demographic characteristics of participants in the study (N=418)

Demographl.c Attribute of variables Frequency Percentage
characteristics
Marital status Married 134 32.1
Unmarried 195 46.7
Widowed 89 21.3
Educational level llliterate 137 32.8
Primary 98 23.4
Secondary 65 15.6
College and above 118 28.2
Religion Orthodox 364 87.1
Muslim 43 10.3
Protestant 11 2.6
Catholic 0 0.0
Religious participation More than two times per month 147 35.2
Up to two times per month 116 27.8
No participation 155 37.1
Importance of religious Very much useful 254 60.8
participation Useful 87 20.8
No use 77 18.4
Ethnicity Oromo 50 12.0
Amhara 337 80.6
Other 31 7.4
Participation in day/night| Yes 234 56
party No 184 44
Getting money Yes 208 49.8
No 210 50.2

As shown in the above table, from the total respondents, 134 (32.1%) were married, 195
(46.7%) were unmarried and 89 (21.3%) were widowed. Regarding the educational level
of the participants, 137 (32.8%) were illiterate; 98 (23.4%) were primary, 65 (15.6%) were
secondary and 118 (28.2%) attended college and above. Most participants 361 (86.4%)
were Orthodox Christian. Regarding the religious participation of the respondents, 147
(35.2%) did participate more than two times per month, 116 (27.8%) did participate up to
two times per month, and 155 (37.1%) did not participate at all. Most participants 254
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(60.8%) also believed that religious participation was very much useful for young people.
From the total respondents, 234 (56%) participated in the day/night party but the rest 184
(44%) did not. Half, 210 (50.2%), of the respondents did not get money.

Table 4.2 Sexual activity, RHS knowledge and health worker contact (N=418)
_ Response N (%)
Description
Yes | No
a. Sexual activity (N=418)
o Sex with multiple sexual partners (>2) (N=418) 157 (37.56) 261 (62.44)
e Sex with one partner (N=418) 146 (34.93) 272 (65.07)
e No sex (N=418) 115 (12.92) 303 (72.48)
Forced sex (N=303) 74 (24.42) 229 (75.58)
Utilised contraceptive methods (N=303) 99 (32.68) 204 (67.33)
. Having information about any reproductive health

Servicges (Ne418) y rep 151 (36.1) 267 (63.9)
If the answer is yes for above, then having SRH
service knowledge about (n=151)
e Contraceptive methods 53 (35.1) 98 (64.9)
e Treatment for sexually transmitted infections 53 (35.1) 98 (64.9)

(STDs)
e Voluntary counselling and testing (VCT) for 86 (57) 65 (43)

HIV/AIDS
e Safe abortion care services 45 (29.8) 106 (70.2)
e Post abortion care services 45 (29.8) 106 (70.2)
e Antenatal care 50 (33.1) 101 (66.9)
e Postnatal care 32 (21.2) 119 (78.8)
Source of information for the SRH services (n=151)
e Parenttalk 42 (27.8) 109 (72.2)
e Teacher (schools) 88 (58.3) 63 (41.7)
e Health workers 94 (62.3) 57 (37.7)
e Friend 34 (22.5) 117 (77.5)
e Newspaper 38 (25.2) 113 (74.8)
e Posters 29 (19.2) 122 (80.8)
e Mass media 55 (36.4) 96 (63.6)
e Social media 29 (19.2) 122 (80.8)
Knowledge about where the service is given (n=151)
e Contraceptive methods 83 (55) 68 (45.0)
e Treatment for sexually transmitted infections 47 (31.1) 104 (68.9)

(STDs)
e VCT 58 (38.4) 93 (61.6)
e Safe abortion care services 38 (25.2) 113 (74.8)
e Post abortion care services 18 (11.9) 133 (88.1)
e Antenatal care 10 (6.6) 141 (93.4)
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. Response N (%)
Description
Yes No

e Postnatal care 33 (21.9) 118 (78.1)
h. The consumption of alcohol, chewing chat, or the

taking of any medication can have an impact on the

refusal to utilise reproductive health (RH) services 331 (79.2) 87(20.8)

(condom, pills, etc.) at time of sex
i. Watching movies or ltelevisi.on programmes prompt 295 (70.6) 123 (29.4)

me to use contraception during sexual intercourse

From the above table, most participants, 303 (72.5%), had at least one sexual partner
and they experienced sex. From those who had sex experience, 157 (51.82%) had
multiple partners. From those who experienced sexual practice, 74 (24.42) were forced,
and 204 (67.33) did not utilised any contraceptive method. Most of the participants 267
(63.9%) did not have information about any reproductive health services until the study
period. From those participants who did have information 151 (36.1%), only 53 (35.1%)
did have knowledge about contraceptives, and similarly 53 (35.1%) did have knowledge
about VCT for HIV/AIDS. However, most participants106 (70.2), did not have information
on safe abortion care services, and the same number of participants 106 (70.2%), did not
have information on post abortion care services. The number of participants who did not
have information on antenatal and postnatal services was 119 (78.8%) and 116 (76.8%)

respectively.

The major sources of information for those participants who did have information on the
RH services were teachers (schools) 88 (58.3%), and health workers 94 (62.3%). But
parents 109 (72.2%), friends 117 (77.5%), newspapers 113 (74.8%), posters 122
(80.8%), mass media 96 (63.6) and social media 126 (83.4%) were not found to be better

sources of information about RH services.

However, regarding their knowledge about where the service is given (n=151), only 83
(55%), did know where they could get the contraceptive methods, but more than half of
the respondents did not know where the services for the STDs treatment 104 (68.9), for
voluntary counselling and testing (VCT) for HIV/AIDS 93 (61.6%), for safe abortion care
113 (74.8%),for post abortion carel33 (88.1%),for antenatal care 141 (93.4%),and for
postnatal care services 118 (78.1%) did not where they could get the services till the
study period. According to 331 (79.2%) of the respondents, consumption of alcohal,

chewing chat, or the taking of any medication can have an impact on the refusal to utilise
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RH service (condom, pills, etc.) at time of sex. Moreover, 295 (70.6%) respondents
answered watching movies or television programmes prompt to the use contraception

during sexual intercourse.

Table 4.3 Classification of participants’ agreement level (N=418)

Level of agreement n (%)

Descriptions t I . t I
'PH Strongly Agree Neutral Disagree S. rongly
agree disagree

Rh service is important
for youth

Every youth person
should understand the 104 (24.9) | 98 (23.4) | 95(22.7) | 121 (29.0) 0 (0.0)
significance of RH service
Young people have
harder time than adultsto | 108 (25.8) | 72 (17.2) | 76 (18.2) | 129 (30.9) 33 (7.9)
use RH service

Being judgmental makes
an RH service unlikely
The longer waiting time
mages RH service 161 (38.5)
unlikely

If the providers are
unfriendly, the service will | 239 (57.2) | 53 (12.7) 24 (5.7) 63 (15.1) 39 (9.3)
become unlikely
If service is not
confidential, the service 161 (38.5) | 74 (17.7) 41 (9.8) 66 (15.8) 76 (18.2)
will become unlikely

If the cost is expressive,
the service will be 70 (16.7) 87 (20.8) | 51(12.2) | 161(38.6) | 49 (11.7)
unlikely.

104 (24.9) | 98(23.4) | 95(22.7) | 121(29.0) | 0(0.0)

113 (27) 50 (12) | 55(13.2) | 139 (33.3) | 61 (14.5)

109

21 | B (10.3) | 56(13.4) | 29 (11.7)

From the above table, 29.0% (n=121) participants disagreed that RH service is important.
Only 24.9% (n=104) participants strongly agreed that each youth should be aware of the
use of RH services, but 29.0% (n=121) disagreed the idea. From the participants, 25.8%
(n=108) strongly agreed that young people have harder time to get RH service than
adults, but 30.9% (n=129) disagreed with it. A considerable number of participants,
33.3% (n=139), disagreed that being judgmental makes an RH service unlikely. More
than one-third of the respondents 38.5 % (n=161) strongly agreed that the longer waiting
time makes RH service unlikely. Most participants, 57.2% (n=239), strongly agreed that
the use of RH service is unlikely if the providers are not friendly. Most participants, 38.5%
(n=161), strongly agreed that the use of RH service is unlikely if the service is not
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confidential, and 38.5% (n=161) disagreed that If the cost is expensive, the service will

20.0%

be unlikely.
Rh service is important for youth Residence
of
strongly agree Agree Meutral Disagree participants
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Figure 4.5 Participants’ agreement level on the importance of RH services for young

people by residence, gender and sex (N=418)

As shown in the figure above, 18.1% (n=26) male respondents of age 18-24 years from

urban area strongly agreed with the importance of RH service for youth. However, 27.1%

(n=75) female respondents of age 18-24 years from the rural area strongly disagreed

with it.

Table 4.4

status, education level, religion and ethnicity

Participants’ agreement level on importance of RH services by age, marital

Levels of agreement on importance of RH services
Characteristics Strongly Agree Neutral Disagreed S'trongly Total
agree disagree
Age
15-<18 10 8 10 5 0 33
18-24 94 920 85 116 0 385
Total 104 98 95 121 0 418
Marital status
Friendship 30 32 37 37 0 136
Married 37 34 35 28 0 134
Unmarried 23 12 10 14 0 59
Widowed 14 20 13 42 0 89
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Levels of agreement on importance of RH services
Characteristics Strongly Agree Neutral Disagreed S.trongly Total
agree disagree
Total 104 98 95 121 0 418
Education level
llliterate 30 25 35 a7 0 137
Primary 23 33 21 21 0 98
Secondary 21 22 14 8 0 65
College and 30 18 25 45 0 118
above
Total 104 98 95 121 0 418
Religion
Orthodox 80 93 72 116 0 361
Muslim 18 5 17 1 0 41
Protestant 4 0 4 3 0 11
Catholic 2 0 2 1 0 5
Total 104 98 95 121 0 418
Ethnicity
Oromo 17 21 7 5 0 50
Amara 85 70 82 100 0 337
Gurage 2 7 6 16 0 31
Total 104 98 95 121 0 418

As seen from the above table, 24.88% (n=104) respondents strongly agreed with the
importance of RH services and of which 90.38% (n=94) were 18-24-year-olds, but
28.95% (n=121) respondents and of which 95.87% (n=116) of age 18-24 years disagreed
with it. Regarding their marital status, from those strongly agreed, 28.85% (n=30)
respondents were at friendship and 35.58% (n=37) were married. From those
respondents who disagreed with the service, 47 (38.84%) were illiterate and 37.19%
(n=45) were college and above in their education level. Most, 95.87% (n=116) of the
respondents’ who disagreed with the importance of the RH services were Orthodox
Christians, and82.64% (n=100) were Amhara in their ethnicity.

4.1.1.2 Descriptive presentation for quantitative results of observation in the

hospitals based on global standards for health services for young people

Nine hospitals were evaluated for their services, based on eight international standards
for quality health services. These standards included health literacy for young people,
community-based services, the right package of services, the providers' skills, the facility's

features, equity and non-discrimination, data and the involvement of young people.
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Table 4.5 Observation in the hospitals showing measurable criteria of global standard
for quality health care services for the young people (young people’ health

literacy; standards-1 for N=9)

Observation in hospitals Yes No

Input criteria
Operating hours are indicated on the health facility's signboard. 7(77.8) 2(22.2)
In the waiting area, the health facility has the latest information,
training and communication materials specially designed for young | 4 (44.4) 5 (55.6)
people.

Providers of health-related services have the skills to deliver health
education to young people and to communicate he information. | 4 (44.4) 5 (55.6)
(including health, and other services).
Outreach workers got training to educate young people. 3 (33.3) 6 (66.7)
There is outreach plan in the facility to promote young people. 3 (33.3) 6 (66.7)
Process criteria

Health care professionals offer age and developmental health
education and guidance to young people and make sure they know | 4 (44.4) 5 (55.6)
where health, social and other services are available.

Health facilities carry-out outreach activities to improve youth health
and increase service utilisation by young people.

Output criteria

Youth are conscious about services. 2 (22.2) 7 (77.8)
Young people know what health services are available, where they
are available, when they are available and how to access them.

2(22.2) | 7(77.8)

2(22.2) | 7(77.8)

As shown in the above table, lower than the average number of hospitals had been found
fulfilling the input, the process and the output criteria the young people’ health literacy
standard. Only the signboard that mentions operating hours was observed in 7 (77.8%)
hospitals. Five (more than 55%) of hospitals did not have the health facility like latest
information, education and communications materials specially designed for young
people in their waiting area. Most 6 (66.7) hospitals did not have trained outreach workers

to educate young people.
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Table 4.6 Observation in the hospitals showing measurable criteria of global standard for
quality health care services for the youth (community support; standards-2 for
N=9)

Responses
Observation in hospitals Yes No

N (@) | N (%)

Input criteria

Health care providers have the skills and resources to talk to parents,
guardians, other community members and organisations about the| 2 (22.2) | 7 (77.8)
importance of providing health care services to young people.

Health facility has an active list of agencies with which it collaborates to
boost community support for young people.

Outreach activities and/or outreach worker involvement are planned to
boost gatekeeper support for young people’s use of services.

4 (44.4) | 5 (55.6)

2(22.2) | 7(77.8)

Process criteria

Process criteria are met. Health facility partners with young people,
gatekeepers and community organisations to create health education and
communication strategies and materials that focus on behaviour and plan
service delivery.

Parents/guardians who visit the health facility are informed about the
importance of youth health service.

1(11.1) | 8(88.9)

6 (66.7) | 3(33.3)

Health care providers share information about youth health services with
parents and teachers during school meetings.

Health care professionals and/or outreach staff disseminate information to
young people and other community members regarding the importance of| 4 (44.4) | 5 (55.6)
health services to young people.

3(33.3) | 6(66.7)

Output criteria

Gatekeepers and community groups promote the delivery and use of
health services by young people.

3(33.3)| 6(66.7)

As indicated in the above table, only 2 (22.2% of hospitals) had health care providers
who have the skills and resources to communicate with families, other community
stakeholders and organisations on the values of youth services. The majority (77.8%) of
hospitals (7) did not have an outreach strategy and/or did not involve outreach workers
in outreach activities to improve gatekeeper support for youth use of services. Only 1
(11.1%) of hospitals demonstrated a commitment to collaborating with youth,
gatekeepers and community organisations in order to create health education and
communication strategies and resources, as well as a plan for service provision. The
health care professionals from 6 (66.7%) hospitals did not inform parents about the

services available to the young people.

63



Table 4.7 Observation in the hospitals showing measurable criteria of global
standard for the quality of services for the young people (appropriate

package of services; standards-3 for N=9)

Yes No

Observation in hospitals N (%) N (%)

Input criteria

There are policies in place that set out what kind of health information,
advice, tests, treatments, and care services are needed and can be| 6 (66.7) 3 (33.3)
provided.

Health facilities have policies and procedures that determine which
health services are offered in the facility and which are offered in| 6 (66.7) 3 (33.3)
community settings like schools.

There are policies and processes in place that the referral system for
both in-house and out-of-house services, including transitional care| 6 (66.7) 3 (33.3)
for young with the chronic conditions.

Process criteria

In accordance with policies and practices, health care providers
deliver the necessary suite of the information, counselling,| 3 (33.3) 6 (66.7)
diagnostics, treatments and care in facilities and community settings.
Service providers ensure that young people are referred to the
appropriate services and level of care in accordance with local| 6 (66.7) 3 (33.3)
regulations and practices, and adhere to transition care policies.
Output

The health facility offers a comprehensive range of health services to

meet the requirements of all young people, both with the facility itself| 1 (11.1) 8 (88.9)
and/or through referrals and outreach.

As shown in the above table, most hospitals, 6 (66.7%), had policies and procedures
regarding the services for the young people which is considered to be basic part of the
package. However, only 3 (33.3%) hospitals provided the service based on the policies
and procedures. Therefore, most hospitals, 8 (88.9%), did not fulfil the needs of the young

people.
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Table 4.8 Observation in the hospitals showing measurable criteria of global standard for
high-quality health care-services for high-quality health care-services for the

young people (providers’ competencies; standards-4 for N=9)

L . Yes No
Observation in hospitals N (%) N (%)
Input criteria
Providers and personnel with the profile requirements ready in place. 9 (100) 0(0)
Providers of health-related services possess the necessary technical
capabilities to deliver the desired set of services. 2(22.2) 7(77.8)

Providers of health care services have been sensitised to the
importance of safeguarding the rights of the young persons’ access
to data, privacy, and confidentiality, as well as the health care they
receive in a courteous, non-judgmental, and non-racist manner.
The health facility clearly outlines the responsibilities of providers
and the rights of young people.

As part of the service package, decision support tools (guidelines,
protocols, algorithms) address clinical care topics.

A supportive oversight framework is implemented to enhance the
performance of health care providers.

In order to guarantee lifelong learning, a continuum of professional
training programme is implemented, which includes a component for| 6 (66.7) 3(33.3)
adolescent health care.

Process criteria

A continuum of professional training programme with young people’s
health-related component is implemented to guarantee lifelong| 2 (22.2) 7 (77.8)
learning.

Providers and support staff interact with young people in a positive
manner and respect their privacy, confidentiality, rights, non-| 1 (11.1) 8 (88.9)
discriminatory treatment, and care.
Output criteria

3 (33.3) 6 (66.7)

1(11.1) 8 (88.9)

2 (22.2) 7 (77.8)

2 (22.2) 7 (77.8)

Health care providers and support staff communicate with youth in a
positive manner and respect their privacy, confidentiality, data| 2 (22.2) 7(77.8)
protection, non-discrimination, and treatment rights.

The services provided to young people are provided in an open,
welcoming, and respectful manner that is non-discriminatory and| 1 (11.1) 8 (88.9)
non-judgmental, and they are aware of their health care rights.
Young people are given accurate, age-appropriate and clear
information so they can make an informed decision.

5 (55.6) 4 (44.4)

As shown in the above table, in all hospitals 9 (100%), there was a documented profile
of professionals and support staffs. However, only 3 (33.3%) of hospitals trained
professionals and only few, 2 (22.2%), did have competent health care givers. Moreover,
only 1 (11.1%) hospital did clearly display the rights and obligations of young people’ in
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the health facility. Above half of the hospitals, 7 (77.8%), did not have supportive tools
and supervision system regarding the services for the young people. Furthermore, most
hospitals, 8 (88.9%) did not provide non-judgmental and non-discriminatory supportive

youth services.

Table 4.9 Observation in the hospitals showing measurable criteria of global standard for
quality health care services for the young people (facility characteristics;
standards-5 for N=9)

Yes No

Observation in hospitals N (%) N (%)

Input criteria

A policy is in place, including a shared responsibility between providers
and support staff, to foster a hospitable and clean atmosphere, shorten
waiting times, and offer flexible operating hours and scheduling of
appointments.

The facility is equipped with essential services such as electricity,
water, hygiene and waste disposal.

Privacy policies and procedures are in place to protect the personal
and confidential data of young people. Health care workers and
support staff are aware of these policies and procedures, and they
know their roles and responsibilities.

A procurement and inventory management system is in place for the
drugs and supplies needed to provide the package of services.
There's a system in place for getting the equipment, keeping track of
it, keeping it clean and making sure it's used safely to provide the | 7 (77.8) 2 (22.2)
services you need.

Process criteria

With or without an appointment, health care providers offer
consultations at a time that is convenient for young people in your | 2 (22.2) | 7 (77.8)
locality.

Providers of health care and support personnel shall adhere to policies
and procedures designed to safeguard the privacy and confidential | 2 (22.2) 7 (77.8)
information of young people.

Medications and supplies are available in sufficient amounts without
shortages (stocks) and are used in a proportionate manner.

The tools needed to deliver the right package to young people are in
place, functional and used in the right way.

Output criteria

The health facility has easy-to-use hours, scheduling and waiting times
that are kept to a minimum.

The overall atmosphere of the health facility is warm and inviting. 1(11.2) 8 (88.9)
At every step of the consultation process, young people get private and
confidential health care.

The facility is equipped with the necessary tools, pharmaceuticals,
equipment and technology to provide the necessary services to young | 3 (33.3) 6 (66.7)
people.

6(66.7) | 3(33.3)

5(55.6) | 4 (44.4)

2(22.2) | 7(77.8)

7(77.8) | 2(22.2)

0 (0) 9 (100)

2(22.2) | 7(77.8)

3(33.3) | 6(66.7)

3(33.3) | 6(66.7)
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As shown in the above table, there was a policy in place for most hospitals, 6 (66.7%).
However, care givers and support staffs in only 2 (22.2%) hospitals did know their own
responsibilities regarding the services to young people. Although most hospitals, 7
(77.8%), had a system for procurement and inventory of medical supplies related to
young people’ services, there was no adequate supply of drugs and medications for the
services in all hospitals,9 (100%). Moreover, there was no clean and welcoming

environment in most hospitals, 8 (88.9%).

Table 410 Observation in the hospitals showing measurable criteria of global standard
for health services (Equity and non- discrimination; standards-6 for N=9)

Yes No
N (%) N (%)

Observation in hospitals

Input criteria

Facility policies and procedures specify that facility personnel must
provide services to all young people regardless of their financial
capacity, age, gender, marital status, educational background,
racial/ethnic origin, sexual orientation or any other characteristic.
For services that are offered for free or at an affordable price, there
are policies and procedures in place.

Providers and support staff are familiar with the policies and
procedures mentioned above and know how to apply them.

The health facility’s political promise to treat all young people equally
and to take corrective measures when needed is reflected in the | 5 (55.6) 4 (44.4)
facility.

Health care professionals are familiar with the groups of young
people at risk in their local community(ies).

Process criteria

Health care professionals and support staff show the same
welcoming, non-judgmental, and respectful attitude towards all
young people, no matter their age, gender, marital status, sexuality,
culture, ethnicity, disability or any other.

Providers of health care services do not discriminate against any
group of young people, in accordance with relevant laws and | 1 (11.1) 8 (88.9)
regulations.

The health facility engages vulnerable groups of young people in the
planning, monitoring and assessment of health services, and in 0 (0) 9 (100)
certain aspects of the provision of health services.

Output criteria

Regardless of income, age, gender, marital status, educational
background, ethnic background, sexual orientation or any other | 1 (11.1) 8 (88.9)
characteristic, all young people experience similar levels of care.
Young people who are in vulnerable situations are involved in helping
to plan, track and assess health care, as well as some other parts of 0 (0) 9 (100)
health services.

7(77.8) | 2(22.2)

5(55.6) | 4 (44.4)

2(22.2) | 7(77.8)

3(33.3) | 6(66.7)

2(22.2) | 7(77.8)
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Most of the hospitals, 7 (77.8%), had policies and procedures which stated the obligations
of health care givers regarding the services to young people based on their age, sex,
marital status, and other factors. However, only 2 (22.2%) hospitals had health care
givers and support staffs who were aware of the policies and procedures on equity and
no-discrimination of the services to the young people. Moreover, those health caregivers
in most hospitals, 7 (77.8%), did not demonstrate a friendly, non-judgmental and
respectful attitude to the young people. The result also showed that all hospitals, 9

(100%), did not involve vulnerable young people in their management functions.

Table 4.11 Observation in the hospitals showing measurable criteria of global standard
for quality health care services for the young people (data and quality
improvement; standards-7 for N=12)

Yes No

Observation in hospitals N (%) N (%)

Input criteria

A system is implemented to facilitate the collection of data on
service utilisation that is broken down by age, gender and other 6 (66.7) 3(33.3)
relevant socio-demographic profiles.

Health care providers receive training on data collection and
analysis to support quality improvement efforts.

There are tools and systems in place to self-monitor the quality of
youth health services,

There are also follow-up mechanisms to link support supervision
with areas of improvement identified during standardisation.
There are also systems in place to reward and recognise
exceptional health care professionals and support staff.

Process criteria

The health facility also collects age and gender-based data on
service use and performs periodic self-assessment of quality.
Health care providers and staff use data on how often services are
used and how well care is done to plan and put into action quality 1(11.1) 8 (88.9)
improvement plans.

Providers and support staff receive on-the-job training in areas
identified by self-assessment.

Individuals who demonstrate excellence are acknowledged and
rewarded accordingly.

Output criteria

In its reports to districts, the facility provides data on the cause-

1(11.1) 8 (88.9)

2 (22.2) 7 (77.8)

4 (44.49) 5 (55.6)

3(33.3) 6 (66.7)

1(11.1) 8 (88.9)

3 (33.3) 6 (66.7)

2 (22.2) 7 (77.8)

specific use of services by young people, aggregated by age and 2 (22.2) 7 (77.8)
gender.

The focus of the facility’s quality of care reports to districts is on 4 (44.4) 5 (55.6)
youth.

Health facility personnel experience a sense of empowerment from

their supervisors and a drive to meet the requirements of the 2 (22.2) 7 (77.8)
standards.
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As shown in the above table, 6 (66.7) hospitals had a system to collect data about the
young people’ service utilisation. However, only 1 (11.1) hospital had trained care giver,
collect and analyse data on young people’ health service and use the result for planning

and evaluation.

Table 4.12 Observation in the hospitals showing measurable criteria for health service

quality (young people’ participation; standards-8 for N=9)

Yes No

Observation in hospitals N (%) N (%)

Input criteria

The governance of the facility involves the involvement of young
people.

A policy is in place to involve young people in the planning,
supervision and evaluation of services.

Youth are well-versed in the laws and regulations that help them
make wise choices, and they understand the process of giving
consent is made clear in the policies and procedures of the facility,
which are in line with the law.

Process criteria

Youth are familiar with the laws and regulations that assist them in
making informed choices, and the consent process is clearly
outlined in the facility’s policies and procedures, in accordance with
the relevant laws and regulations.

Health care professionals give clear and specific details about what
the iliness is and what treatment options there are, and they take 2 (22.2) 7 (77.8)
into account the teen's decision on what to do next.

The health facility undertakes activities to develop the skills of young
people in certain areas of health-related services.

Output criteria

Health services are planned, monitored and evaluated by young

7(77.8) | 2(22.2)

3(33.3) | 6(66.7)

2(222) | 7(77.8)

3(33.3) | 6(66.7)

5 (55.6) 4 (44.4)

1(11.1) | 8(88.9)

people.

Young people are actively involved in making choices about their 1(11.1) 8 (88.9)
own care.

ZZEJErjre several ways in which youth are involved in the service 3(33.3) 6 (66.7)

The above table shows that 7 out of every 9 hospitals (77.8%) had a governance structure
that included young people in planning, tracking and evaluating services. However,
health care workers in only 2 (22.2%) hospitals were aware of laws and regulations and
few hospitals, 3 (33.3%), involve young people in planning, monitoring and evaluation
regarding their need identification and their expectations. Moreover, health care workers
in most hospitals, 7 (77.8%), did not provide accurate information on young people’

medical conditions.
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4.1.1.3 Descriptive presentation for quantitative results for other specific

institutional services fo young people of age 15-24 years

The results observed for nutritional and mental health service in the health institutions
addressed their assessments with separately prepared units and assignment of

professionals for each service as follows:

Table 4.13 Nutritional, mental and behavioural health services for young people

(observed result)

. . . Yes No
Observations in hospitals N (%) N (%)
Nutritional health-related services

Is there nutritional assessment for young people? 4 (44.4) \ 5 (55.6)
Mental and behavioural health
Is there Mental Hgglth or psychlatr}c screening, counselling 7(77.8) 2 (22.2)
and treatment unit in the organisation?
Is there an up-to-date guideline/procedural policy for Mental
Health & Behavioural Health services? 3(333) 6(66.7)
Is there properly registered book/list in each unit? 4 (44.4) 5 (55.6)
Is there trained professional assigned in the unit? 3(33.3) 6 (66.7)
Is there screening and counselling service for risky
. . ) : 1(11.1 .

behaviour like smoking, alcohol use, khat use, violence?) ( ) 8(88.9)
Is the inf [ h
s the information §ecured/does anypne except the 1(11.1) 8 (88.9)
respected professional, not access it?
Are.thgre appropriate and sufficient drug supplies in the 3(33.3) 6 (66.7)
institution?
Are principles of distancing for prevention of communicability
of diseases especially COVID-19 on action? 2 (22.2) 7(77.8)
Are there enough amounts of provisions (sanitiser, mask and
other personal protective equipment in the institution? 1(AL1) 8 (88.9)
Is there a system/programme/to give health education for

: . 2(22.2 7(77.8
young people regarding prevention of COVID-197? ( ) ( )

As shown above 5 (55.6%) of the hospitals did not have nutritional assessment services.
Regarding mental health and behavioural services, most of the hospitals, 6 (66.7%), did
not have an up-to-date guideline/procedural policy. Moreover, 8 (88.9%) hospitals did not
have screening and counselling service for risky behaviour like smoking, alcohol use,
chat use, and violence among the young people. Moreover, in above half of the hospitals
there were no principles of distancing for prevention of communicability of diseases
especially COVID-19 on action, enough provisions and systems/programmes to give

health education for young people regarding prevention of COVID-19.
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4.2.2 Inferential statistics

In inferential statistics, values are compared using inferential queries or inferential
hypotheses using various tests that are related to variables or group-to-group in relation
to variables so that conclusions can be made from the sample into a population (Creswell

2018:257). The inferential part of result of the present study is expressed as follows:

Table 4.14 Chi-Square test of association between respondents’ character and utilisation

of RH services

Utilisation of RH services

Characteristics _ Degrees of Asymp. Sig (2
Chi-square | ¢ oedom (df) sided)

Gender
Male 0.476 1 0.490
Female

Age
15-17 5.895 1 0.015
18-24

Residence
Urban 30.31 1 <.001
Rural

Marital status
Married
unmarried
Widowed

Level of education
llliterate
Primary 33.18 3 <.001
Secondary
College and above

Religion
Orthodox
Muslim 16.82 2 <.001
Protestant
Catholic

Frequency of religious

participation
No participation 23.21 2 <.001
Up to two times per month
More than two times per month

Religious importance
Very much useful
Useful
No use

37.86 2 <.001

11.50 2 .003
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Characteristics

Utilisation of RH services

Chi-square

Degrees of
freedom (df)

Asymp. Sig (2
sided)

Ethnicity
Oromo
Amhara
Other

26.92

<.001

Living with
Both parents
Mother
Father
Relatives
Female friend
Male friend
Alone

19.25

.004

Day/night club participation
Yes
No

6.49

011

Frequency of day/night club
participation

Every week

Every two weeks

Every month

Twice a months

Once in three months

6.49

011

Getting money
Yes
No

8.87

.003

Having information about SRH
service

Yes

No

4.81

.028

According to Table 4.14, age, residence, marital status, educational attainment,

religiosity, frequency of religiosity, importance of religion, ethnicity, living with, attending

day/nightclubs, getting money from parents and having information about any

reproductive health services were all associated with reproductive health services use.

However, gender and frequency of day/night club participation did not have any

association with utilisation of reproductive health.

Table 4.15 illustrates the outcome of the analysis, indicating that age of respondents
[AOR=8.64; 95%CI 2.79,26.73], urban residence [AOR=5.32; 95%CIl 2.87, 9.88] are

significantly associated with the utilisation of RH services. Regarding the marital status,

unmarried & widowed young people are significantly associated with RH services utilisation with
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[AOR=0.43; 95%CI| 0.24,0.7], and [AOR=2.57; 95%CI 1.16,5.71], respectively. Level of
education and getting money are also significantly associated with the utilisation of RH
services. The respondent’s level of education has significant association with the
utilisation of the RH services with [AOR= 0.29; 95%CI 0.14, 0.58, AOR=0.19; 95%CI
0.09, 0.46, and AOR=0.47; 95%CI 0.23, 0.94] for the primary, secondary and college and
above respectively. Getting money also has significant association with [AOR=1.83;
95%CI 1.09, 3.06] in the study. Although up to two times religious participation per month
showed significant association with the utilisation of RH services with [AOR=2.48; 95%CI
1.25, 4.92], religious participation more than two times per month has no significant
association with the utilisation of the RH services with [AOR=1.83; 95%CI 0.93, 3.58].
Moreover, the type of the respondent’s religion, religious importance, the people with
whom the young people live, night club participation, and whether the young people have
information about RH services or not did not have significant association with the

utilisation of the RH services.

Table 4.15 Bivariate and multiple logistic regression analyses for utilisation of SRH
services according to selected respondents’ character, East Gojjam
Zone, Ethiopia 2023 (N=303)

Socio-demo- Utilisation of RH services p.
graphic variables No (%) COR (95%Cl) AOR (95%CI)
Yes ‘ NG value

Agein years
15-17 7 (1.67) 26 (6.22) 3.00 (1.27, 7.08) 8.64 (2.79, 26.73) <.001
18-24 172 41.15) | 213 (50.96) 1.00
Residence

Rural 80 47 1.00 1.00

Urban 99 192 3.30 (2.14, 5.10) 5.32 (2.87, 9.88) <.001
Marital status
Married 63 (15.07) 71 16.99) 1.00
Unmarried 103 24.64) 92 (22.01) 0.79 (0.51, 1.23) 0.43 (0.24, 0.78) .005
Widowed 13 (3.11) 76 (18.18) 5.18 (2.63, 10.23) 2.57 (1.16,5.71) .020
Level of
education
llliterate 39 (9.33) 98 (23.44) 1.00 1.00
Primary 55 (13.16) 43 (10.29) 0.31(0.18, 0.54) 0.29 (0.14, 0.58) <.001
Secondary 42 (10.05) 23 (5.50) 0.22 (0.12, 0.41) 0.19 (0.09, 0.46) <.001
;‘)’(')'\fge and 43(10.29) | 75(17.94) | 0.69(0.41,1.18) | 0.47 (0.23, 0.94) 033
Religion
Orthodox 144 (34.45) 220 (52.63) 1.00 1.00
Muslim 31(7.42) 12 (2.87) 0.25(0.13,0.51) 0.74 (0.30, 1.82) 517
Protestant 4 (0.96) 7 (1.67) 1.15 (0.33,3.98) 0.97 (0.23, 4.10) .965
Religious




Socio-demo- Utilisation of RH services p.
graphic variables No (%) COR (95%CI) AOR (95%Cl)

Yes | NG value
participation
More than two 45(10.77) | 102 (24.40) | 3.06(1.90,4.91) | 1.83(0.93, 3.58) 079
times per month
Up to two times 45(10.77) | 71(16.99) | 2.13(1.30,3.48) | 2.48(1.25,4.92) 010
per month
No participation 89 (21.29) 66 (15.79) 1.00
Religious
importance
Very much useful 93 (22.25) 161 (38.52) 1.00
Useful 42 (10.05) 45 (10.77) 0.62 (0.38, 1.01) 0.87 (0.45,1.71) .694
No use 44 (10.53) 33(7.89) 0.43 (0.26, 0.73) 0.96 (0.46,1.99) 910
Live with
Both parents 82 (19.62) 72 (17.22) 1.00 1.00
Mother 15 (3.59) 14 (3.35) 1.06 (0.48, 2.35) 0.99 (.39, 2.59) .998
Father 9(2.15) 16 (3.83) 2.03 (0.84, 4.86) 2.51(0.91, 6.35) .076
Relative 14 (3.35) 11 (2.63) 0.89 (0.38, 2.09) 0.69 (0.24, 1.98) .488
Female friend 8 (1.91) 19 (4.55) 2.71 (1.11, 6.55) 1.47 (0.49, 4.42) 491
Male friend 26 (6.22) 51 (12.20) 2.23(1.27, 3.94) 1.52 (0.73, 3.16) .259
Alone 25 (5.98) 5613.40) 2.55 (1.45, 4.50) 1.75 (0.86, 3.54) 121
Night club
participation
Yes 113 121 0.59 (40, 0.89) 0.75 (0.45, 1.26) .276.
No 66 118 1.00
Getting money
Yes 74 (17.70) | 134 (32.06) | 1.81(1.22, 2.68) 1.83 (1.09, 3.06) 021
No 105 (25.12) | 105 (25.12) 1.00
Having
information
about SRH
service
Yes 54 (12.92) 97 (23.21) 2.12 (1.06, 4.24) 1.13 (0.66, 1.91) .660
No 125 (29.90) | 142 (33.97) 1.00

4.3 SUMMARY

Chapter 4 presented the main results from the quantitative stage. Data was presented in
the form of tables, graphs, and pie charts. The main results of the quantitative stage are
summarised in Chapter 4. Chapter 5 contains the qualitative information from the focus

groups and the interviews.
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CHAPTER 5

DESCRIPTION OF QUALITATIVE DATA RESULT

5.1 INTRODUCTON

In the preceding chapter, we reviewed quantitative data, such as the outcomes of a
research survey and an observational checklist. This chapter delves into qualitative data.
Data for this stage were collected from 4 focus groups and 11 in-depth interviews of the
young people. Guides were used for both types of methods of data collection. The focus
groups were from the young people who came to four different hospitals namely Debre
Markos Comprehensive Referral Hospital, Mertulemaryam Primary District Hospital,
Shegaw Motta Hospital and Lumame Primary District Hospital to seek services. All FGD

conversations and in-depth interviews took place in the hospital settings.

5.2 DEMOGRAPHIC CHARACTERISTICS OF PARTICIPANTS

Purpose sampling was based on the researcher’s judgement and represented the
characteristics of the population (De Vos et al 2012:232). There were 11 sample units for
the in-depth interview 37 individuals in the four FGDs were used in the method. The
average age was 19.7 years for the FGDs participants and 20.09 years for the in-depth

interview participants.

Table 5.1 Demographic characteristics of the participants of the FGD in East Gojjam,
Ethiopia, 2023

Group Pseudo name Sex Age Residence Education level
(use code)

P1 F 18 Urban Level-4
P2 F 19 Rural 12 complete
P3 M 23 Rural Grade 10

Group 1 P4 M 18 Rural Grade 9
P5 M 24 Urban Level-4
P6 M 23 Urban Grade 6
P7 F 24 Rural College
P8 F 18 Rural 1%t Degree

Group 2 P1 F 18 Urban Level-4
P2 M 19 Rural 12 complete
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Group P?js:?::;ge Sex Age Residence Education level
P3 M 20 Rural Level-4
P4 F 19 Rural Grade 9
P5 M 21 Urban Level-4
P6 F 22 Urban Grade 5
P7 F 16 Rural College
P8 M 19 Urban Level-4
P8 F 18 Urban 1%t Degree
P1 M 19 Rural Level-4
P2 F 18 Urban 12 complete
P3 M 21 Urban Degree
P4 F 19 Rural Grade 11
P5 F 20 Urban Level-4

Group 3 P6 F 21 Urban Level-4
P7 M 18 Urban College
P8 M 18 Urban Level-4
P9 M 20 Rural 12 complete
P10 F 19 Urban o yeaf BSc

nursing

Group 4 P1 F 19 Urban 12 complete
P2 F 20 Urban 12 complete
P3 M 24 Urban Degree
P4 M 19 Urban Grade 11
P5 F 20 Urban 12 complete
P6 M 19 Urban Level-4
P7 F 18 Urban 12 complete
P8 M 20 Rural Level-4
P9 F 20 Urban 12 complete
P10 M 18 Rural Level-4

As shown in the above table, from 37 participants of the study, eighteen were male.
Thirty-six of the participants were 18 to 24-years-old. Twenty-three participants were
urban dwellers. Regarding their level of education, two participants were at primary,

fourteen participants were at secondary, and 21 participants at were college and above.
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Table 5.2 Socio-demographic characteristics of young people who participated in in-

depth interviews

No. Age Sex Rural Level of education
1 23 F Urban Grade 10

2 22 F Urban 2" year midwifery
3 21 F Rural Degree

4 20 F Urban 12 complete

5 18 F Urban Level-4

6 20 F Urban Grade 7

7 20 M Urban 12 complete

8 20 F Rural Level-4

9 21 F Urban Level-4

10 18 F Rural 12 complete
11 18 F Urban Grade 7

As shown in the above table, from eleven seven participants of the study, ten were female.
All of the participants were 18 to 23-years-old. Eight participants were urban dwellers.
Regarding their level of education, two participants were at primary, four participants were

at secondary, and five participants at were college and above.

5.3 PHENOMENOLOGICAL METHOD OF DATA ANALYSIS

The qualitative data was analysed by the researcher using descriptive phenomenological
method. The Stevick-Colaizzi-Keen (1978) method of phenomenological data analysis
was used to analyse the interviews. This method was modified in 1994 by Moustakas
and later by Creswell (2018:272). To carry out the data analysis, the following steps were
employed: recounting personal experiences related to the phenomenon; constructing
meaningful statements; categorising the statements into sub-themes; elaborating a
narrative of the participants' experiences with this phenomenon, includes the following:
Textual presentations and literal cases, structural description of the experience, and

composite narrative of the phenomenon (Creswell 2018:272).

The researcher listened attentively to the information of the recorded audios and then
transcribed it verbatim. He carefully read the transcribed data. The phenomenological
data analysis steps used for qualitative data analysis and mentioned by Creswell

(2018:272) were implemented. The steps are described as follows:
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Data organisation: This involved creating and organising files to store data. The
researcher uploaded the audio files from the recorders into the computer and stored
them. Verbatim transcription was applied to transcribe. The transcribed data was stored

in Microsoft Word file format.

Reading/memorising: The researcher conducted a textual analysis, making some notes
and creating initial code. Subsequently, the recorded data was transcribed and saved in

the computer to be analysed.

Division of data into themes and codes: Essentially, the phenomenon was described

using themes and codes.

Categorising the data into themes and codes: The researcher broke down the data

into sentences that made sense and divided it into categories like codes and themes.
Interpreting the data: The researcher developed a textual story of “what happened” and
a structural story of the event; for example, how the health care providers interacted with

the young people (15-24) and the challenges they faced.

Develop the “essence”: This would give us a general idea of what the results/findings

will be.

Representing/Visualising the data: The narrative of the outcomes was presented

through the use of tables and discussions.

5.3.1 Analysis of qualitative data (data from 4 FGDs and 11 in-depth interviews)
5.3.1.1 Data saturation

Data saturation was reached after four FGDs and eleven in-depth interviews conducted
in four hospitals. Information obtained after four FGDs and eleven in-depth interviews

became repeated. There was no emergence of new idea. The data was generalised by

three themes, seven sub-themes and 37 codes (refer to Table 5.1).
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5.3.2 Themes, categories (sub-themes) and codes

The results were presented in the form of three main topics and seven minor sub-themes
(Table 5.1).

Table 5.3 Themes, categories (sub-themes) and codes for data obtained from the young

people of age 15-24 years, East Gojjam, Ethiopia

Theme Category (sub-theme)
1 Health service utilisation for | 1.1 SRH services for young people (6 codes)
young people of age 15-24
years (young people)

1.2 Mental and behavioural health services for the young

people of age 15-24 years (young people) (1 code)

1.3 Nutritional and chronic diseases in the young people

of age 15-24 years (young people) (1 code)

2 Health service quality 2.1 Quality health care for the young people of age 15-
provided for the young 24 years (young people) (10 codes)
people of 15-24 years
(young people)

3 Challenges/factors related 3.1 Demographic and socio-economic challenges/factors
to providing services to 15- in the young people of age 15-24 years (young
24-year-old (young people) people) (8 codes)

3.2 Socio-cognitive challenges/factors in the young

people of age 15-24 years (young people) (3 codes)

3.3 Institutional challenges/factors in the young people

of age 15-24 years (young people) (8 codes)

Note: Theme 1 has 3 sub-themes with 8 codes and theme 2 has 1 sub-theme with 10
codes. There were 3 sub-themes in the third theme and 19 codes in the theme. The quotes
from the focus groups were written with numbers representing the focus group and
participant (group 1 participant 1) were referred to as G1/P1. For the in-depth interview,
it was represented as I/Pi where | is for in-depth and Pi for the participant.

5.3.2.1 Theme 1: Health service utilisation for young people of age 15-24 years
(young people)

In this theme, the type and level of health services provided at different institutions, the
consequence of behavioral factors including exposure to harmful substances and the
impact of culture and income level on nutrition are briefly stated. It addressed that
youngsters of age 15-24 years described that SRH, mental and behavioural health and
nutritional health were the health services for the young people provided at different

levels.
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5.3.2.1.1 Sub-theme 1.1: SRH services for young people

In this sub-theme, most participants described that the reproductive health services were
provided at different levels in different health institutions. Some of the health services
provided were family planning, health education and counselling, antenatal care, STl and

HIV test and treatment and safe abortion services.

The discussion covered topics such as whether young people can abstain, when this is
possible, and why they shouldn't, the age at which men and women can get married, the
consequences of getting married earlier, what early marriage means, who young people
should start having sex with, the impact of parental supervision, and the personal
precautions that should be taken during menstruation. Additionally, they discussed their

perceptions of STls, particularly HIV transmission, and how they first learned about it.

Code 1: Family planning

Most participants responded that they went to health institutions to get family planning
services. The participants also described some of the uses, types, preferences and
disadvantages of contraceptive methods. Only some of them described the myths that
are told in relation to the contraceptive use. Moreover, they described that some of the

institutions provided most of the family planning services whereas some did not.

“Family planning services include the distribution of pills and implants which are provided
to the adolescents. They are accustomed, being dependable and giving children space.
Additionally, they postpone childbirth, although they can be stopped when a person
wants another kid.” (G1/P1).

“Ummm ... First, family planning ... Moreover, it is used to delay early pregnancy. | use
the twenty-eight days’ tablets. It has some discomfort, vomiting and body reactions.

Some increase menstrual bleeding. People also say that it may lead to sterility.” (G1/P2).
Sexual abstinence is one of the most important family planning methods identified as

effective by the participants of the in-depth interview, as it is used to prevent early

pregnancy and other reproductive health complications. Moreover, the participants
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described their understanding about sexual abstinence and its advantage, and they put

it as follows expressing it in relation to different age limits.

“@

,,, It is possible to abstain sexually until marriage or one becomes 25-years-old,
for it prevent early pregnancy and STIs. Moreover, youth should be physically and

economically prepared before experiencing sex.” (I/P1).
“... Sexual abstinence is possible until the age of marriage or become 15-years-
old. It is done for fear of unwanted pregnancy; it also prevents acquiring STIs. If

sex is started before this age, especially girls may be exposed to fistula.” (1/P4).

“... it is possible to abstain up to time of marriage, i.e, 18-years-old. After this age

young people can plan to marry and decide what to do.” (I/P3).

Code 2: Education and training (knowledge on SRH)

Some of the respondents did not know how to get the health services essential for them.
Regarding the personal care taken by the young people of age 15 to 24 years during their

menstrual period, most of the participants indicated that they do it.

‘“umm...still, | am not clear about the services specified for the youth including

me. Therefore, we need further elaboration and basic trainings.” (I/P2).

“It is important to prevent infection.” (1/P5)

“... because they should be clean and free from bad smell.” (I/P8).

Code 3: Antenatal care

Antenatal care is one of the components of this sub-theme. Few participants described
the availability of antenatal care service in the institutions they visited. An immunisation
for tetanus was considered as one of the components of antenatal care by the

respondents:

81



“In addition to follow up services, there are antenatal care service for pregnant
women in the institution that include TT immunisation and physical examinations.”
(G1/P1).

Code 4: Delivery care

Few participants indicated that there was delivery service in the institution they visited.
They perceived that giving birth in health institution prevents complications related to
birth.

“... there is delivery service in the hospital. | went there to give birth. It prevents

complications like haemorrhage.” (G1/P3).

Code 5: STlIs and HIV/AIDS

Regarding STIs including HIV/AIDS, the participants described the availability and
management of the services in the institutions, the information they have about the
services and their perception on the STIS and HIV/AIDS. They also mentioned their

sources of information about the problems.

“Eh ... from the services which have been given to the young people HIV/AIDS
counselling and testing are the major ones ...” (G1/P1).

“HIV/AIDS is a disease that can’t be cured; It is a sexually transmitted disease that
can be spread through unprotected sex and through sharp objects. | heard about

it from Television and in school.” ({/P2).

Code 6: Abortion

Most of the participants described that abortion is an illegal act which has no use;
moreover, doing so is a sin. But some others described it as an act that may or may not
be important depending on the situation it is conducted. There were some that considered
it as a revenge measure against their partners with whom they got into disagreement
because of the pregnancy. A few said, it can be considered as a family planning method

to get rid of unwanted pregnancy.
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“l know about abortion. It is an act that is strictly forbidden in our culture and
religion. It is even considered as a sin because it is taken as a criminal act. So,

it is not necessary.” (1/P1).

“... I know about it. It may or may not be important. When unwanted pregnancy
occurs for instance, it may be important. It helps to get rid of unwanted
pregnancy. When there is parental conflict girls tend to abort to avenge their

partner, which is very bad to do.” (I/P6)

5.3.2.1.2 Sub-theme 1.2: Mental and behavioural health services for the young people

of age 15-24 years (young people)

The participants indicated that most young people were behaviourally exposed to
different harmful substances such as use of chat, alcohol, hashish and drugs. As a result,
they were exposed to stress, academic failure, violence and assaults. They also
described that in most of the hospitals there were units established to give mental and
behavioural health support though they were not equipped with the necessary
professionals and equipment. The respondents further indicated that there were cultural

and religious ways of managing mental and behavioural problems of young people.

Code 1: Treatment and support on substance abuse and suicide attempts

The participants described that there was a problem in provision of the health services or

treatments and supports on substance abuse and suicide attempts.

“My friend frequently attempts a suicide. | took her to the hospital, but she couldn’t
get clinical support because the unit established to handle such a case in the
hospital didn’t have a professional that can treat her accordingly. They should

provide a treatment and counselling service.” (I/P1).

“‘Umm ... it is true that there are young people who are exposed to violence and
assault. Some drink and get intoxicated, others take hashish, and some others
are addicted to drugs. There are traditional and cultural ways of treating them by

respected fathers in the village.” (1/P3).
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“... they lead to dangerous feelings and acts such as stress and suicide. Young
people, either deliberately or not engage into dependence of substances that
gradually leads them to stress, depression and academic failure. Consequently,

they may commit suicide.”

“uhh ... as we know, youth age is a fire age. It is a period | which youth try and
test everything that they are exposed to. Abnormal behaviours such as excessive
alcohol drinking, chewing chat, smoking cigarette and other substance uses are
mostly experienced at this age. | our surrounding, religious or spiritual

management is mostly applied for these consequences.” (I/P7)

5.3.2.1.3 Sub-theme 1.3: Nutritional and chronic diseases in the young people of age

15-24 years (young people)

Participants described that the economic or income issue basically influenced the
nutritional lifestyle of the young people. Moreover, culture, religion, availability and their

level of awareness were also considered to be fact.

Code 1: Nutrition and chronic disease

The diet preference of the young people enables them to have better physical and
physiological preparation during their pregnancy. However, young people do not give

time to their nutrition. The availability of food items also affects their preference.

“Young people are not concerned with their diet preference. They simply use

what their parents provide. Because parental income matters it.” (I/P7).

“Ok ... availability of the food item has an impact on preference. Even though
most part of the Zone is rich in teff, other varieties are not available in a desired
manner. ... there are also poor once who cannot afford to purchase and consume
the available items.” (I/P9).

“Young people are not worried about their nutritional health. | think our eating
habit is mostly influenced by our religion, culture, and tradition. In our society,
both Muslims and Christians fast many days of the year. Most females do not eat
meat and poultry products even when they are lactating as an influence of our

religion and culture.” (1/P4).
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“We need to have balanced diet, but no one can afford the cost?.” (I/P11).

5.3.2.2 Theme 2: Health service quality provided for the young people of age 15-
24 years (young people)

In this theme, the young people of age 15-24 years described that the safety of youth
clients, effectiveness and appropriateness of the services provided, young people’
participation, accessibility and efficiency, confidentiality and consent, competence,
information management, evidence-based medicine, education and training and client

participation.

5.3.2.2.1 Sub-theme 2.1: Quality health care for the young people of age 15-24 years
(young people)

Care Code 1: Safety and privacy

The participants indicated that their safety and privacy were kept well. Most described
that there were good conditions to keep their safety and privacy. The rooms were closed
and screen was used in some of the hospitals. However, there were doubtful conditions
in that the services were not provided in a separate room arranged for the young people.
They were given in the MCH room shared with adult mothers.

“‘umm ... it was better. They tried to use a screen as well as to close the doors of

the exam room during examination.” (1/P2).

“Even If their treatment was good, there was no separate room for the young

people. They examine young people in the MCH room with other mothers.” (1/P8).
“Oh ... there was no separate room for us. | think it was a room for all females.
There was disturbing noise near to it. | suspected that others might hear what we

were discussing” (I/P11).

“... because of poor documentation system, | encountered a problem of losing

my ID number. They did not have computerised system.” (G1/P7).
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“...In contrast, the physician annoyed me that she did not keep my privacy during
the counselling and examination phase. She did not give me the necessary
attention while treating me because of that | was psychologically disturbed and |

was not sure that she helped me properly.” (G1/P3).

Safety was considered by both clients and caregivers as an important component of the
health service. The participant indicated that caregivers wear personal protective
equipment when they examine the client, for it safeguards the life of the client.

“... the physicians tried to keep their safety wearing complete personal protective
equipment.” (G4/P6).

There was also a problem in keeping the documents of the clients. The participant

described the poor documentation system in the hospital.

“... because of poor documentation system | faced the problem of losing my
previous ID number. When | asked them, they said they couldn’t find it, as there

was no computerised system in the hospital.” (G1/P7).

Moreover, the participant indicated that clinical services should be provided in a

procedure free of contamination using sterile or clean equipment.

“l want the service to be done with clean equipment.” (G1/P1).

Code 2: Effectiveness

According to the participants’ description, the final outcome of the service they received
did not achieve their service need. Participants indicated that the services provided for
them were not done in a right way. There were disparities between the prescribed

medications and the diagnosis.

“Misdiagnosis was the critical problem | encountered. The examiner told me that
| was positive for pregnancy test. However, | did not have any sexual contact
before. | reacted annoyingly and he was not ready to accept my defense. |

appealed to the medical director. After discussing on the issue they made me
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have the second test. “The result was negative. After that time, | did not go to that
hospital. | hate it.” (G1/P6)

“I received wrong drugs that were not helpful for me. | have looked the name of
the medicine written on the prescription paper was “Paracetamol”, but the
pharmacist gave me ciprofloxacin. | told her that she was mistaken, fortunately,

she admitted her mistake and gave me the right medicine.” (G1/P2).

Code 3: Appropriateness

Participants described that there were service providers or professionals that give
appropriate information for the clients about the health care they provide. However, they

indicated that the service should be provided in safe and ethical manner.

‘I know those who did not receive treatment service for their diseases for
example, kidney infection, STI and HIV/IDS, and these might be because of lots
of factors such as accessibility of the institutions, lack of appropriate
professionals, materials and equipment’s, cost of the service, and ethical
discipline of the health staff.” (G1/P8).

“

. service providers told me about disease prevention, how to take drugs

prescribed to me, their side effects and follow ups.” (G1/P3).

“It should be given with standardised procedures.” (FG2/P7).

“It should be given safely, in ethical manner, with full awareness about the
services.” (G1/P6).

“... they did not ask me to give feedback.” (G1/P7).

“There should be enough number of physicians.” (G3/P10).

Code 4: Client participation

Regarding their participation during the service provision in the institutions, the
participants described that most of them were not given chance to ask. The providers

were not voluntary to listen clients’ requests.
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“... they were not voluntary to listen to clients’ requests.” (G2/P2).

Code 5: Accessibility

“E ... 1st, the institution should be accessible round. It should be where there is
high population.” (G1/P8).

“l agree with her answer. Additionally, it should be in areas where there are more

cases like lowlands.” (G1/P7).

“It should be near to transport road. It should also not be in areas where public
health emergency like volcano, earthquake and fire are common and anticipated
and.” (G1/P5).

Code 6: Efficiency

Regarding the efficiency of the services, participants responded that there is shortage of

supplies, and service delivery time problem.

“l know they are not efficient because of different reasons such as, shortage of
drug availability, inconsistent service delivery time, early office leave, and

frequent meetings during the work time.” (G1/P9).
“l faced the problem. The cost requested was over my capacity.” (G2/P6).

“l want the service to be done ..., instantly and timely following the desired quality
procedures.” (G1/P1).

“l did encounter a challenge. The physician appears in his office after we waited
for her for 3 hours. Even after coming to office she entertained few cases only.
Most of the clients were told to come the next day. | was from those appointed
for the second day. | did not go by that day.” (G2/P2).

“There was an appointment and programming problem. They did not keep their
time.” (G2/P1)
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Code 7: Confidentiality and consent

The patrticipants described the question whether there were any difficulties in this area
which made the young people perceive the services were not secured and prevent them
from going to the health service or not. Lacking trust on the confidentiality of the services

hindered them from going to the institutions.

“... safely, in ethical manner with full awareness about the services.” (G1/P6).

“... some with ethical problem or confidentiality problem. It prevents me from
going there” (I1/P6).

Code 8: Competence

The participants indicated that they know youth people who had a health problem for
which they could not get appropriate treatment.

“l received wrong drugs that were not useful for my case. When | looked at the
prescription paper it was “Paracetamol” written on it. However, the pharmacist
gave me ciprofloxacin. | told her she was wrong, after admitting her mistake and

extending her apology for that she gave me the right medicine.” (G1/2).

“My sister, who was 19-years-old, went to the hospital. She received incorrect
prescription from the physician, but the dispenser informed her to go back to the

physician for correction, as the prescribed medicine was not correct.” (G1/P6).

“The physicians are not confident enough that they have the desired knowledge.”
(G3/P3).

Code 9: Information management
According to most participants’ response, information management in most of the
hospitals was not good. They indicated that because of poor documentation and

information management system in the institutions, their previous files were lost

Moreover, information gathering system to get client feedback was not strengthened.

89



“... my file was lost, and was obliged to have a new one.” (G3/P7).

“... because of poor documentation system, | encountered a problem of loosing

my ID number. They did not have computerised system.” (G1/P7).

“Even though, | saw a feedback box around the corridor, | did not give any
feedback.” (G1/P3).

Code 10: Education and training

One of the answers given by the participants for the question, “What do you expect from
health institutions and service providers regarding behavioural health and substance
use?” was that they should give heath education on problems and services provided for
the young people in the health institutions. Moreover, they indicated that young people

did not utilise the health services well because of lack of awareness on their services.

“There should be health education on how to take drugs, substance abuse,

and psychological assistance.” G1/P7

“E ... now, in our surrounding, sometimes health education is given for
those who live along the street. However, there is lack of awareness
regarding services provided for the young people.” (G3/P10).

“... because of lack of awareness they do not utilise the services well. They
do not have better awareness on the available services, their purposes

and disadvantages.” (1/P5).

5.3.2.3 Theme 3: Challenges/factors related to providing services to 15-24-year-
olds (young people)

In this theme demographic and socioeconomic, socio-cognitive and institutional

challenges and/or factors were described.

5.3.2.3.1 Sub-theme 3.1: Demographic and socio-economic challenges/factors in the

young people of age 15-24 years
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Code 1: Age

The participants described different age boundaries on defining sexual and/or marital age
and age of early marriage and its advantages and disadvantages as requested as the

component of reproductive health service issues.

“Early marriage is marriage held in less than 18 years or marriage with elders. It

is not useful, as it may cause problems like uterine problem.” (I/P2).

“If it is in less than 15-years-old, is not acceptable, as it leads to early pregnancy,
school drop-out, economical and physical complications. She may also develop
fistula.” (1/P9).

Code 2: Violence

Participants described that violence against young people is a commonly experienced
act in their areas. They indicated there were different forms of violence in their area that
resulted in lifelong physical and social consequences and even death on some of their

friends.

“Some forms include abduction and forced sexual act which results in unwanted
pregnancy, reproductive organ malfunctions due to fistula and psychological

problems likes tress and suicide.” (I/P3).

“Yaa ..., they are common experiences in our surrounding. forced and early
marriage, which leads to school dropout for most of the young people, domestic
abuse, commercial sexual exploitation; and in some areas crime are few of them.”
(I/P1).

Code 3: Social influence
Social influences expressed in terms of familial cause, school related once, cultural

norms, and unemployment were the most important social factors related to young

people’ life and health service seeking behaviour and utilisation.
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“Ok ... there are different types of causes such as academic failure, familial
disputes, culture, lack of awareness about the impacts, hopelessness after some

incidents like loss of family etc.” (1/P2).

“Young people are exposed to different bad things. The most important one is
exposure to substances. These days, the number of chat chewers is increasing.

School drop-out can lead to alcohol dependence smoking and adultery.” (1/P11).

Code 4: Religion

Of different difficulties or challenges in their area which prevent youth from going to the
health service, the participants described religion as the most important one. The
participants also indicated that most Orthodox Christian and Muslim religion followers did
not accept family planning and safe abortion services since they are considered as a sin

in their religion’s dogma.

“Traditional thinking related to culture and religion especially about family
planning and safe abortion services are most important challenges. Abortion and

using family planning service are considered to be a sin in our area.” (G3/P5).

Code 5: Residence

According to the participants, young people from the rural part of the region faced
transportation challenge to come to service providers as compared to those from urban
areas. They also indicated that the awareness level of the rural young people was not

sufficient to initiate them to get the services.

“Lack of transportation; Young people from some rural areas are challenged by
transportation access to reach the health institutions since they are not easily
accessible. And they also do not have enough awareness regarding advantages
and disadvantages of youth health services as compared to those who came from
urban areas.” (G1/P3).

“Two years ago, | was with irreqular vaginal bleeding following my pregnancy. |

did not get transport access timely and there was no ambulance service. Hence,
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| was obliged to travel on foot for 3 hours to reach the health institution which was
too tiresome.” (G1/P3).

Code 6: Income

The participants described that there were young people who had a health problem for
which they did not get help due to economic problem. They also said that the existence
of health insurance made them happier because some of the young people’ family got

chance to be served in such a system.

“I heard that my friend could not accept treatment for STI due to lack of money.”
(G3/P3).

“My parents’ economic inability that made me not to have better investigation like

cervical cancer disappointed me much.” (G3/P9).

‘I was in economic problem to buy medications. | often borrow money to get
treatment.” (G4/P7).

“Lack of job or unemployment is, | think, a major cause. Graduates fed up if they
do not get job. The crisis of war in the region is typical cause for instability and
unemployment. Many young people become robbers and substance users.”
(I/P8).

Code 7: Familial/parental monitoring

Participants described the consequences of parental monitoring differently. Some said it
has its own positive influence, but most explained its negative influences which makes

the youth in not to get freely the health services they need.

“... for this question ... ok, what | know is they don’t go to health centres because
of fear of their parents.” (G3/P7)

“My friend hedunwanted pregnancy. She did not tell her family, she did not go to
the health institution too because of her family.” (G4/P3).

“It is good. For instance, it prevents unwanted and unplanned pregnancy.” (1/P6).
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Code 8: Peers’ influence
Regarding the influence of peers on the life of the young people, participants described
that most of the young people could be misled from their right way because of their peers.

Peers led to bad areas like to house of drinks, hashish, chat chewing and other robbery

acts.

“... peers’influence has bad outcome.” (1/P2).

“... peers’ pressure is very difficult in that it leads to bad acts such as

alcohol, hashish, chat, violence and thefts.” (1/P3).

5.3.2.3.2 Sub-theme 3.2: Socio-cognitive challenges/factors in the young people of age

15-24 years (young people)
The participants of the study described the effects of health seeking behaviour,
perception on services, and perception on nature of illness on the services provided for
the young people.
Code 1: Health seeking behaviour
Some of the participants described that they visited a health service institution for
diagnostic, antenatal care follow-up, natal care, and to get treatment services for their

illnesses.

“I visit it to seek treatment. | was sick.” (1/P1).

“I go there for follow-up of antenatal care.” (1/P10).

“l went to give birth.” (I/P11).

Code 2: Perception on service

The participants indicated that youth people did not utilise the SRH services well?
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“... because of the shortage of services like drugs and medications and the flow

of too many clients, most uses did not utilise the service well.” (1/P1).

Code 3: Perception on nature of illness

The participants described what they heard of youth people who have had a health
problem for which they could not get help. They described about that situation which the
group felt. They also described about their perception about the nature of the problem or
the illness including HIV/AIDS.

“I heard and | know a person who suspected that the professional might say his
disease was HIV/IDS. For fear of this | did not go there.” (G2/P1).

“A disease with no cure, it transmits by sex and sharp things.” (I/P1).

The participants also described their perception about substance use and health

(Chat/Kat, Hashish, cigarette or tobacco, alcohol, drugs, etc.).

“They are harmful, lead to death.” (1/P1).
“l know they are dangerous. | was an alcoholic one. | drank varieties of drinks

with my peers for more than two years. Mostly, | was out of my conscious level.

So it is very dangerous.” (1/P5).

Only few of the participants indicated their perception on whether there is any linkage
between behavioural health and substance with SRH and what the linkage looked like.
However, most of the participants did not know whether there is the linkage between

them.

“... there will be effect on new-born e.g mental deficit.” (1/P1).

‘I don’t think.” (1/P4).
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5.3.2.3.3 Sub-theme 3.3: Institutional challenges/factors in the young people of age 15-
24 years (young people)

Participants described that cost of services, professional skill gap, leadership,
environment and transport, service availability, resource supply, provider client relation

and ethics, and providers’ attitude determine the provision services for young people.

Code 1: Cost of service

Participants perceived that the cost of some of the services compared to their parental

income level was expensive and they could not get the service as they want.

“My parents’ poorness which made me not to have full health investigations dis-
appointed me much. So, I think, the cost of some services is not in my capacity

and no option to cope with it.” (G3/9).

Code 2: Professional skills gap

The participants described that whether heard of youth people who has had a health

problem for which they could not get help and they discussed about that situation.

‘My sister, 19-years-old, went to the hospital. She did receive incorrect
prescription from the physician and the dispenser informed and made her turn

back to the examiner and correction was done.” (G2/P6).

“l remembered. | was going for long term family planning methods to be in my
upper arm. The counsellor made me worried that | will be sterile and there might
be excess bleeding. So, | frustrated and did not have it.” (G2/P3).

“Ehh ... the dispenser did not tell me how | took the drug at that time. | came back
after more than 10 km travel to ask about. He asked great excuse, which made

me trust him, and went with the corrections.” (1/P6).

“l don’t know whether a skill problem. They did not communicate the lab results
clearly.” (G4/PT).
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Code 3: Leadership

The participants indicated the problems related to drug supply, service availability such
as timely referral, time management, proper documentation, number of qualified staffs,
materials and equipment were the result of poor leadership. A few indicated that they
were happy with the communication with those young people having health insurance at

that time.

‘I know and it was because of shortage of availability of services and drugs,
inconsistent service delivery time or they close the office earlier and due to

frequent meetings during the work time.” (G1/P9).

“l faced the problem. My file was lost when | asked and gave my Identification
card. | was obliged to have a new one. This was due to the institutional

incompleteness in professionals, equipment and materials.” (G1/P5).

“l also have faced a challenge. One time, | have been ordered to buy drug outside
institution and it was not there. The second time, the service was not there so
that | have been referred to regional referral hospital for cervical cancer
screening.” (G3/P4).

“... there should be timely referral system. Unless, patients may die with the
dalliances.” (G3/P7).

Code 4: Environment and transport

The participants’ response for the problems they faced or they heard from their friends
includes transport access to reach the institution. They also indicated that health

institutions should be set in areas where population is high in number.

‘Emmm ... it should be where there is high population.” (G1/P1).
“... one time, 2 years ago, | was with irregular vaginal bleeding following my

pregnancy. | did not get transport access timely. No ambulance service. |

travelled 3 hours to reach the health institution. | was too tiered.” (G3/P8).

97



Code 5: Availability of service

Participants described some of the available services in the institutions around. They also
gave suggestions on those services to be available and fulfilled, and the available

services should be known by the young people.

“... in addition, follow up services are given. Actually, there are also antenatal
care services for pregnant women in the institution. These include TT

immunisation and physical examinations.” (G1/P1).

“Services are given at health centres and hospitals. | expect good service.

However, they are not known.” (1/P3).

Code 6: Material resource

The participants described the levels of young people’ service utilisation is challenged by
the inadequate supply of resources. Moreover, they indicated their own experience and

the problem they faced and the reason for the occurrence.

“... services are not good. There is shortage of drugs, are costly, there is time

wastage.” (1/P2).

‘I know those who did not receive treatment service for their diseases for
example, kidney infection, STI and HIV/IDS, and these might be because of lots
of factors such as accessibility of the institutions, lack of appropriate

professionals, shortages of drugs, materials and equipment’s, ...” (G1/P8).

“When my friend was sick, there was no drug in the institution. She went to private
pharmacy, but she couldn’t buy the medicine because it was too costly to afford.
Because of that she went to her home with no treatment. Instead, she started

taking traditional medications.” (G4/P2).

“I faced shortage of medications in the hospital. They ordered me to buy from the

private pharmacy which was costly.” (G3/P4).

The participants indicated some of the measures which should have been taken to

combat those challenges.
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‘E ... there should be enough drug and medication supply by the government.

Clients should not be sent outside of the institutions to buy medications.” (G2/P1).
Code 7: Provider client relation and ethics

Regarding the provider client relation and the ethical issues during the youth-care giver
interaction, the participants described that the care givers approached differently. Some

care givers approached in good manner, but others did not.

“l did get a service | disliked. There was voluntariness problem to briefly discuss
the problem | faced. They were not ethical and did not to communicate with me

politely. They were not happy to approach me brotherly and treat kindly.” (G1/P5).

“... what | liked was their approach. They greet me well. Asked me why | went
there. However, there was timing problem in the hospital. They did not come to

their room for an hour.” (G1/P1).

“... ethical problems of the professionals. They don’t have respect for their clients.
They insult, discourage and undermine them. They were not voluntary to be
asked.” (G1/P7).

However, some of the participants witnessed for those caregivers who admitted their

mistakes politely.

“I received wrong drugs that were not useful for my case. The name of the
medicine written on the prescription paper was “Paracetamol”, whereas the
pharmacist gave me ciprofloxacin. | told her she was wrong, and admitting her

mistake and asking me an apology; she gave me the right one.” (G1/P2).
“... the dispenser did not tell me how the drug was to be taken. | did not have his

phone. After | went to my house, | travelled 10 kms back to ask for clarification.

He asked great excuse, and made me trust him, and gave corrections.” (G2/P6).
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The participants also suggested what they expect in the service provision:

‘E ... 1st, standardised, professional, ethical service should be delivered. There

should be equal treatment with no discrimination to language and religion.”
(G1/P8).

“@

. the care giver should have provided the services politely, voluntarily,
transparently, ethically and, in a standard procedure.” (G2/P1).

Code 8: Professionals’ attitude

Participants reported that the providers' attitude affected the quality services provided.
“... they were not voluntary to be requested.” (G2P/2).
“Their attitude is partly good. It depends on professionals’ attitude.” (I/P7).
“Not good. Their attitude poor, there is also a knowledge gap.” (1/P8).

54 SUMMARY

Chapter 5 presented the outcomes of the focus group and interview surveys. In Chapter
6, the results will be discussed and integrated into the overall interpretation of quantitative
and qualitative outcomes to resolve research issues and determine whether quantitative
and qualitative outcomes concur or contradict one another.
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CHAPTER 6

INTEGRATION, INTERPRETATIONS AND DISCUSSIONS

6.1 INTRODUCTION

This chapter integrates, interprets and discusses the quantitative and qualitative
conclusions of the data collected in the Phase 1 (quantitative) and Phase 2 (qualitative)
studies. The associations of variables of the study were described in the analytical
findings in Chapter 4. Whereas in Chapter 5, the themes and codes were described,
substantiating them with extracts from the verbatim quotations of the participants. An
overall picture of the findings is presented through interpretation. Integrated findings for

qualitative and quantitative data presented on a theme (Creswell 2018:349).

The findings highlighted the challenges faced by health care services for young people
aged 15-24 in terms of use and quality. The challenges for the young people’ service
delivery were demographic and socio-economic (age, violence, social influence, religion,
residence, income, parental monitoring and peer influence), socio-cognitive (health
seeking behaviour, perception on services and perception on nature of illness) and
institutional (cost of service, professional skill gap, leadership, environment and transport,
shortage and lack of supplies such as equipment, drugs, policy and guidelines, provider-
client relation and ethics and professionals’ attitude). Based on the results, strategies
were developed to improve the quality and use of health services for young people.
Recommendations were forwarded to relevant structures where permission was sought
to evaluate the current health care services provision for young people and to determine
the challenges for the utilisation of the services to improve the strategic approaches at all

levels of health service delivery.

6.2 INTERPRETATION AND DISCUSSION OF INTEGRATED FINDINGS

6.2.1 Health service coverage

This study sought to evaluate the health care services by the young people of age 15-24

years (young people). This study looked at how health services for the young people
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related to SRH, substance use, mental health, and nutrition are provided. As this was a
mixed study, an in-depth investigation was made to understand how and to what extent
the young people utilise the health services. This study provided a comprehensive
overview of the use of health care services by young people. The results showed that
people in the study were not getting the care they needed from the different levels of health

care institutions they were attending.

6.2.1.1 Sexual and reproductive health service utilisation

As puberty approaches, many young people become increasingly concerned about their
sexuality and gender identity. In some cases, these questions may arise before the onset
of puberty (National Academics of Sciences, Engineering, and medicine 2019:49). The
result of this research showed that SRH care services provided in the study set-up are
family planning, health education and counselling, antenatal care including immunisation
for tetanus, physical assessment for anaemia and its complications, STl and HIV testing,
treatment and safe abortion. The result of the study also showed that age of the young
people is significantly associated with SRH service which is supported by (Tilahun et.al
2021:1).

The finding of the study showed that SRH services were provided at different levels in
the different health institutions. According to this study, the reasons young people went
to the health institutions for SRH services are related to family planning, antenatal and
natal care. Some of the participants indicated that they believe family planning methods
lead to sterility and as result decided not to use it at all. This result is supported by the
study done by Karijo et al (2020:25) that addressed very low reported levels of inability
in young people to have access to health care services related to SRH. The result of the
study also indicated that the contraceptive utilisation by the young people who had sex
was low, at 32.67%, and it is supported by the study done by Abate, Ayisa and W/Mariam
(2019:12), which showed contraception use among youth was 24.8% which was low, and
as further indicated by the research. This low service utilisation might expose young
students to a variety of reproductive health risks, which had a detrimental effect on their
future wellbeing and hindered the achievement of the country's youth health policy

objectives.
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The study done by Latunji and Akinyemi (2018:52), confirmed the result of this study that
level of education has significant positive association with health service utilisations and
health seeking behaviour. In this study, marital status and income status were statistically
positively associated with utilisation of health services, and the result is supported by
(Workie et al 2021:5). Even though the legal age for getting married in many countries
like Ethiopia, India, Vietnam, and Peru is 18 years, early marriage has still high
prevalence in Amhara Region (Aychiluhm et al 2021:1). In this study, the result showed
that the level of understanding of respondents about early marriage varied. Most of the
participants answered that it is before 15 years and some others indicated it before 18-

years-old.

According to the result of this study, female young people understood personal care
during their menses time was to prevent contamination and bad odour. The result of the
study showed that young females went to the health institutions to get ANC and delivery
related services. The participants responded that giving birth in health institution prevents
birth related complications. The result also showed that the participants got information
regarding transmission and complications of SRH problems such as STls and HIV/AIDS
from television and school. The study in West Arsi Zone in Oromia Region, Ethiopia, done
by Demelash, Yadessa, Abdisa and Assefa (2020:3) supported this finding. The result of
the Qualitative strand of this study showed that most participants did not accept the
legality of safe abortion and they said that it was considered to be a sin, and had no use,
and not necessary at all. But some of the participants responded that abortion was taken
to be a revenge measure against their partners when they quarrel with them. Only few
participants said it could be considered as a family planning method to get rid of unwanted
pregnancy. The quantitative result showed most 106 (70.2%) respondents did not have
information about safe abortion care services. However, most participants 64 (61.54%),
from those females who ever had been pregnant, ended with abortion, and this finding is
supported by Demelash et al (2020:3). The study by Kerbo et al (2018:1) also revealed
that only less than half of the youth were using youth friendly services.

6.2.1.2 Substance use and mental health service utilisation

Suicide and violence related to mental health issues are often overlooked when it comes
to global health, but they are a major contributor to health issues that affect 10-20% of

young people (Wonde et al 2018:1).
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According to the result of this study, young people were behaviourally exposed to
different harmful substances such as use of chat, alcohol, hashish and drugs, and as a
result they were exposed to stress, academic failure, violence, assaults and suicidal act.
The study done in Ethiopia by Oljira (2016:25) supported the finding that addictive
substances such as Chat, tobacco and alcohol are widely used by the young people and
they were taken to be the major factors of suicidal act and other maladaptive behaviours.
The result also revealed that most institutions in the study set-ups did not have assigned
professionals in their units established to give mental and behavioural health support.
Moreover, cultural and religious (for example, going to priests to tell their sin and
baptising) ways of management were considered to be crucial. Youth clients did not trust
the institutions and their caregivers for fear of disclosure of their private issues. A study
done by Goicolea et.al (2018:1) supported the result, and it suggested that to improve
access to mental health services, health institutions need to be trusted by young people

and should have a multi-disciplinary team to deliver the services.

6.2.1.3 Nutritional Health service utilisation

Young people are one of the population segments of 18.1 million people who suffered
from food insecurity in Ethiopia and required food assistance (Sisay 2019:5). Despite
food insecurity and other related factors, healthy eating is perceived by 18 and 25-years
young people with depression, as both time-consuming (82%) and expensive (70%)
(Bayes et al 2020:1). According to the participants of the study, the socio-economic
issues including income, culture or eating habit, religion, availability of food items and
their level of awareness basically influenced the nutritional lifestyle and food preference
of the young people. As a result, young people are not worried about their nutritional
health; youth females do not eat meat and poultry products even when they are lactating
as an influence of their religion and culture during fast time. Moreover, they do not take

iron rich diets during their menses.

The study done in Ethiopia by USAID (2018:4) supports the finding revealing the fact that
despite Ethiopia’s great progress and improvement in health and nutrition over the past
30 years, poor nutrition remains a persistent challenge and the prevalence among women
of reproductive age were expressed 24% for anaemia. Providing young girls with the right

information to make healthy choices would be a great way to help them make lasting
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changes throughout their lives when it comes to making dietary changes (Baxter et al
2018:103).

6.2.2 Health service quality

The primary focus of high-quality health services is to address complex issues through
the implementation of prevention, detection, and response strategies, as well as the
preservation of peace and the safeguarding of the economy, which in turn, results in
improved health outcomes, reduced health inequalities, and improved economic growth
(Perehudoff et al 2020:54). The researcher included the following quality indicators to
evaluate health services to young people (young people of age 15-24 years) in East
Gojjam, Ethiopia.

6.2.2.1 Accessibility, appropriateness, efficiency, effectiveness and client

participation

Quality improvement refers to improvement in outcomes or effectiveness, decrease cost
and waiting time, improve accessibility and improve the appropriateness of care
experience for providers and staff (Kilkenny & Bravata 2021:419). The participants of this
study described that the health institutions were not accessible and they recommended
that they should be in areas where there is high population and transport access. They
should not be in areas where public health emergency like volcano, earthquake and fire

are anticipated and frequent.

The result also showed that the services in most of the institutions were not efficient
because of shortage of drug availability, inconsistent service delivery time because they
close the office earlier and due to frequent meetings during the work time. The cost of
the services requested in most of the institutions was also not affordable; young people
did not participate in the process, and these challenges collectively reduced the efficiency
and effectiveness of the services. A study by Nkole et al (2021:353) strengthen the result.
Efficiency and effectiveness of service delivery factors, such as information
dissemination, proper time utilisation, proper material and drug supply and community
engagement through community participation are also important to ensure health service

quality.
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6.2.2.2 Leadership, competence, education and training

This study revealed that the participants concluded that the problems in most institutions
that are related to drug supply, service availability such as timely referral, time
management and proper documentation, recruitment of qualified staffs, materials and
equipment were the outcome of poor leadership. The result also showed that most health
institutions did not give heath education on problems and services provided for the young
people. Moreover, the result indicated that young people did not utilise the health services
in a desired manner because of lack of awareness on their purposes. Gebrie et al
(2021:16) concurred with these findings, finding that the poor quality of adolescent and
youth health outcomes was due to a number of structural factors, including a lack of
trained and experienced providers, weak facility governance structure, inadequate
guidelines, protocols and procedures, and poor compliance with national standards, as

well as poor output.

6.2.2.3 Safety and privacy, confidentiality and information management

Privacy and confidentiality are barriers to access quality services (Thongmixay et al
2019:10). The result of this study showed that the safety and privacy of most young
people who went to get the services did not keep well. The services in most institutions
were not provided in a separate room arranged for the young people alone. They were
given in the MCH room that was used for other maternal services. Only few participants
of the study described that there were good conditions to keep their safety and privacy in
which the rooms were closed and screen was used. The result also showed that there
was poor documentation and information management system in most institutions. This
result is supported by the study which indicated that young people’s services are poorly
documented so efforts should be intensified to improve the quality and completeness of
health registers (Doyle et al 2019:1).

6.2.3 Challenges (factors) influencing health services to the young people

The results of this study showed that there were three classes of challenges/factors
including demographic and socio-economic (age, violence, social influence, religion,
residence, income, familial/parental monitoring and peers’ influence); socio-cognitive

(health seeking behaviour, perception on service and perception on nature of illness);
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and institutional (cost of service, professional skill gap, leadership, environment and
transport, availability of service, resource supply, provider client relation and ethics and

professionals’ attitude).

6.2.3.1 Demographic and socio-economic factors

The result showed that the age of young people was considered to be a factor that led
them to different problems such as early marriage and its consequences. Participants
described the age limit for early marriage differently. However, most of them agreed, it is
before the age of 15 years. Nkole et al (2021:359) supported the finding. Most
respondents of age 18-24 (93.36%) in this study strongly agreed with the importance of
RH services in general. However, the result specific to the utilisation of family planning
methods showed only 99 (32.67%) of the respondents used contraceptive methods.
Participants of this study also described that there were different forms of violence
including abduction, forced sexual act, domestic abuse, commercial sex exploitation,
forced and early marriage that often resulted in lifelong physical and social consequences
including school dropout, unwanted pregnancy, reproductive organ malfunctions due to
fistula, psychological problems like stress and suicide and even death in some of the

young people. Rice et al (2018:S9) supported the finding.

Moreover, social influences including parental monitoring, school related issues, cultural
norms and unemployment were the most important social factors related to young people’
life and health service seeking behaviour and utilisation. Regarding religious influence,
the participants of the study described that most Orthodox Christian and Muslim religion
followers did not accept family planning and safe abortion services since such services

are considered as a sin in their religion.

Regarding the impact of residence on the health service utilisation, the result of the study,
showed young people who were from the rural part of the region were more affected than
those from urban areas. The participants also indicated that the awareness level of the

rural young people to get the services was lower as compared to the urban once.
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6.2.3.2 Socio-cognitive influences on health services for young people

The result of the study addressed the health seeking behaviour, perception of the young
people on services and nature of illness. The study by Ngwenya et al (2020:2) supported
this finding, and it indicated socio-ecological and behavioural factors like perceived
negative attitudes of health providers and perceived poor staff competencies, normative

beliefs, fear of stigmatisation and gossip are additional challenges.

The result showed that young people visited a health service because they had concerns
about their health and the communal reasons were to seek treatment and follow up cares.
Whereas the study by Mboweni and Sumbane (2019:67) showed family planning and
antenatal care were the common reasons for seeking health care. This study also showed
that in health institutions, the services provided had lots of challenges, and they made
young people to doubt and question the outcomes of these services. Moreover, the result
indicated the participants heard of youth people who had a health problem but did not get
help. According to the result, the nature of illness such as HIV/AIDS made a sense of
fear of societal discrimination among the young people, and they did not seek the health
service for it. The participants also perceived that there is linkage between behavioural

health and substance use with SRH and what the linkage might result in bad foetal effect.

6.2.3.3 Organisational barriers/factors on health services for young people

The result showed that high cost of services was one of the challenges to get the service
by the young people. This is supported by Kalseth and Halvorsen (2020:435), which
concludes that the cost of the health service (pharmaceuticals and medical tests) as well
as the out-of-pocket costs (travel to health care facilities) are the primary determinants
for the youth. Professional skill gap in diagnosing and prescribing correct drugs,
administering medications at proper sites, communicating the lab results on the service
provided for the young people are additional factors. The EDHS (2016:17) confirmed that
professionals’ skill should be developed through continuous professional trainings to
effectively respond to the needs of the young people through breaching inappropriate
approaches such as information disclosure, like non-disclosure, judgemental and

intolerant views on sex, drugs, and discrimination.
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The result of this study also pointed out poor leadership resulted in the supply related
problems such as drug, equipment and material, service availability such as timely
referral, time management, documentation and number of qualified staffs. A scoping
review by Garney et al (2021:1), supported the finding in that organisational or structural
barriers in health care systems that hinder young people from receiving services are

leadership related.

The accessibility or transport access was another challenge indicated in the result of the
study; institutions were not built in highly populated areas. The study by Thongmixay et
al (2019:8) strengthens the finding in that geographical inaccessibility and insufficient
availability of youth-friendly health services were the two most important institutional
barriers. Regarding the provider client relation and the ethics or disciplinary issues during
the youth-care giver interaction, the participants of the study indicated there were
unethical disciplinary issues reflected by the service providers which led to
disagreements with young people that consequently made the young people not to

accept the services provided.

6.3 SUMMARY

The finding of the study showed that health service provision for the young people of age
15-24 years (for the young people), in East Gojjam Zone, Ethiopia was not in an expected
level, and it was challenged by different factors. The broadest categories of the
demographic, socio-economic, socio-cognitive and institutional factors indicated that
there should be an integrated effort towards the improvement of the expected outcomes.
The concerned bodies including Ethiopian Ministry of Health (EMOH), the Regional
Health Bureau, the Zonal Health Department, the District Health offices, the institutions,
the stake holders and the youth clients are expected to cooperatively act for the changes.
Hence, based on the results of the study, the recommendations and expectations are
forwarded (Chapter 8).
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CHAPTER 7

DEVELOPMENT AND VALIDATION OF STRATEGIES TO IMPROVE HEALTH CARE
SERVICES FOR YOUNG PEOPLE

7.1  INTRODUCTION

In this chapter, the researcher discusses the development of strategies to enhance the
utilisation, coverage, and quality of the health services for the young people aged 15-24
years in East Gojjam Zone, Ethiopia. Based on the literature review, the researcher used
the findings to develop and validate strategies. These strategies were validated by public

health experts to achieve the third objective in a Qualitative strand, namely:

e To develop strategies to enhance the utilisation, coverage, and quality of the health
services for the young people in East Gojjam Zone, Ethiopia.

7.2 DEFINITION OF STRATEGIES

Strategy is shaping the future, how people use available resources to achieve desired
objectives (Max Mackeowun 2016:12). It is a series of plans, decisions, or actions
designed to help an organisation achieve its goals (Millerand Dess 1996:34). In this
study, strategies are the actions that family, community, political, religious and health
care institutions should take regarding health service utilisation for young people aged

15-24 years.

7.3 PURPOSE OF STRATEGIES

The purpose of developing the strategies was to provide evidence-based
recommendations to help improve the capacity of the institutions to achieve their goals

of providing quality health care services to young people aged 15-24 years in East Gojjam

Zone, Ethiopia.
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7.4 SCOPE OF THE STRATEGIES

The developed strategies work for all health professionals working in the health
institutions in East Gojjam Zone. They may also be applicable at the national level, where
the development of health education programmes faces challenges regarding the

utilisation of health services by young people.

7.5 DEVELOPMENT OF THE STRATEGIES

The strategy development process includes the analysis of process and findings and the
identification of national objectives, the development of service quality definitions, and
the application of systematic efforts to improve performance through elements of
situational analysis, which are integrated into a comprehensive stakeholder engagement
process. This process focuses on capacity building and advocacy to improve care and
build a culture of excellence across the health system (WHO 2018:15). According to the
CMOE (2020:2), strategy development steps include collecting objective data, reviewing
current strategy, considering necessary changes, identifying creative strategy tools,
creating a customised strategy development process, establishing a foundation for the
strategy development process, driving experts to achieve desired results, through the

validation, establishing an accountability team and measuring effectiveness (Figure 7.1).
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Figure 7.1 Strategy development and validation
(Nunu, Makhado, Mabunda & Lebese 2020)

The researcher examined current national health strategy presented in the health
institutions to provide health services to young people. The researcher also considered
necessary changes and identified strategic tools for the development process. A team of
public health experts was established to achieve the desired outcome, and the outcome

was ultimately measured against health service key performance indicators (KPIs).

7.6  VALIDATION OF THE STRATEGIES-THE DELPHI TECHNIQUE

7.6.1 Preliminary stage

In this study, Delphi technique was conducted to elicit expert opinion on the design of the

system and the agreed schedule of activities. In the Delphi method, a panel of experts

were asked to answer multiple rounds of questionnaires, focusing judgments on topics
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of interest through multiple rounds of dialogue (Polit & Beck 2018:319). The researcher
used purposive sampling methods to select participants and test the utility of the strategy.
Of the 20 recruited experts in the first round of the Delphi process, 18 experts completed

the Delphi questionnaire (see Table 7.1).

Table 7.1 Demographic data of the Delphi experts
No | Sex | Age Position E)_(perlence Acgo_lem_lc Level _of
in years qualification education
1 | m | 42 | Headofdistrict 16 Public health MPH
health office
2 | M | 56 Hospital 23 Hospital MSc
manager administration
Zonal public
3 F 38 health 16 Nurse BSc
coordinator
MPH in Health
4 M 36 District officer 10 Public health Service
Management
Maternal and
youth-friendly MPH in Health
5 M 48 health service 17 Midwifery Education/Health
reproductive Promotion and RH
health officer
6 | M | 34 | [Headofthe 12 Health officer BSc
health centre
7 | m | 45 | Headofdistrict 21 Public health MPH, RH
health officer
Researcher at .
8 | M | 34 | regional public 12 Public health Master of Public
s Health (MPH)
health institute
Regional
9 | F | 4g | Maternaland 25 Nurse MPH
neonatal health
technical advisor
10| M | 35 | Publichealth 15 Public health MPH
institute director
Hospital General
11 M 40 bt 9 Medical doctor practitioner (GP or
physician
BSc)
Hospital General
12 M 39 bt 10 Medical doctor Practitioner (GP or
physician
BSc)
HO,
13 M 38 Surgeon 12 Public health Emergency
Surgeon
Senior bedside
ward nurse and
14 M 32 severe ggute 8 Nurse . MPH’
malnutrition Epidemiology
focus
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No | Sex | Age Position Experience Acgo'lem'ic Level .of
in years qualification education
National health
system quality
15 M 40 improvement 13 Nurse BSc, MPH
and innovation
officer
16 M 44 District officer 14 Public health MPH
17 M 50 | Ward coordinator 22 Nurse MSc
18| M | 4g | Department 20 Nurse Bsc, MPH
coordinator

As shown in the table above, participants had a mean age of 41.5 years (n=18) and held
various positions in various departments related to their field of study. They had an
average of 15.6 years of experience and are familiar enough with young people's lives to
be able to assess or validate the strategies. The academic level for most of them was

master’s degree or above.

The strategy validation form included the following criteria used in evaluating strategies:
clarity, completeness, applicability, adaptability, reliability and effectiveness. Table 7.2

shows the strategy validation results and comments for each criterion.

7.6.2 Round 1

The researcher notified the experts via email and telegrams to send and receive
information about Delphi’s explorations. The researcher sent a consent form, a strategy
validation form and an outlined strategy based on the study results. The evaluation guide
includes a three-level scale of approval or agreement based on the AGREE Il guideline
criteria, with space for comments and suggestions (Annexure BB). The longest evaluation

period was two weeks though, didn’t take that long practically.

Quantitative analysis of round 1 feedback

The first-round response rate was 90% (n=16). For the analysis, the researcher applied
both quantitative and qualitative approaches. In the Quantitative strand, intraclass
correlations of response frequencies to the criteria and agreement with SPSS Version
28 were calculated. The Qualitative strand was handled by grouping the strategies and

the comments given into themes.
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Table 7.2 Health expert evaluation of the strategies: Frequencies of expert responses for

each criterion in round-1 Delphi

Number of experts responded for each criteria in round-
Validating criteria for 1 (n=18)
strategies Full acceptance of the strategies
1 2 3 (%)
Clarity 0 0 18 100.0
Specificity 0 1 17 94.44
Reliability 1 1 16 88.89
Flexibility/adaptability 0 1 17 94.44
Effectiveness 0 4 14 77.78
Validity 1 1 16 88.89
Relevance 0 1 17 94.44
Applicability 0 7 11 61.11
Acceptability 1 6 11 61.11
Achievability 0 10 8 44.44

As shown in the table above, all 18 participants (100%) fully accepted the clarity of the
strategies described. Regarding strategies' specificity, applicability, and relevance, 17
(94.4%) of the experts for each criterion fully agreed that the strategy was accepted as
described. There were 16 (89.9%) experts who accepted the reliability and validity of the
presented strategies as described. These strategies were considered prudent, but
applicability issues were considered difficult, with seven (38.9%) of the experts who
provided comments recommending changes to the strategies, specifically targeting
communities and religious institutions. Regarding acceptance of the strategy, 11
(61.11%) of the experts agreed that the strategies could be implemented as described.
Only 8 of the experts (44.44%) fully agreed that the strategies were viable as described,
while the remaining 10 (55.56%) agreed that the strategies were viable with the

recommended changes.

Overall results from the first round showed that the experts agreed on the strategies'
clarity, specificity, flexibility, relevance, reliability, and effectiveness with a level of
agreement greater than 70% (Slade, Dionne, Underwood & Buchbinder 2014:2).
However, no agreement was reached on the applicability, acceptability or achievability of

this round of strategies (<70%).

115



Intra-class correlation coefficients of inter-rater reliability for round 1 outcome

Intra-class correlation coefficients of inter-rater reliability for Round 1 outcomes In this
study, intra-class correlation coefficient (ICC) scores were used to determine inter-
reviewer reliability. A two-way mixed-effects model was used to measure ICC. The ICC
is higher when there is little difference in expert responses (Govender 2018:795).
Although there was a lower level of agreement (<70%) for some of the above criteria, the
overall quantitative score for this round showed strong agreement (0.807) with 95%

confidence intervals in expert assessment.

Table 7.3 Intraclass correlation coefficient for inter-rate reliability (round 1)
Intraclass correlation coefficient
95% Confidence interval F Test for True value 0
Intraclass Lower Upper
lation® i
correlation bound bound Value dfl1 | df2 Sig

Single 2952 151 522 5180 | 17 | 153 | <.001
measures
Average .807° 640 916 5180 | 17 | 153 | <.001
measures

Two-way mixed effects model where people effects are random and measures effects are

fixed.

a. The estimator is the same, whether the interaction effect is present or not.

b. Type C intra-class correlation coefficients using a consistency definition. The between-
measure variance is excluded from the denominator variance.

c. This estimate is computed assuming the interaction effect is absent, because it is not
estimable otherwise.

7.6.3 Round 2

While broad agreement was reached in round 1 on strategies criteria, no agreement was
reached in round 1 on strategies’ applicability, acceptability and achievability (<70%).
Therefore, the researcher revised the strategies based on the comments received in the
first round and sent the document to experts for evaluation against the consensus
validation criteria (Appendix CC). Only those who participated in round 1 were invited to

this round. After the first round, a summary of general comments was sent to the experts.
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Quantitative analysis of round 2 feedback

Of 18 experts who participated in round 1 and were allowed to participate in round 2, 17
(94.4%) responded to the strategies criteria. The frequency and mean values of the
within-class correlation coefficients were compared with SPSS Version 28. It was
calculated based on the AGREE Il guideline criteria for ranking the strategies (Tables 7.4
and 7.5).

Table 7.4 Expert evaluation of the strategies: Frequencies of expert responses for each

criterion in round-2 Delphi

Validating criteria for Number of experts responded for each criteria (n=17)
strategies 1 5 3 Full acceptgnce of
the strategies (%)
Clarity 0 0 17 100.0
Specificity 0 0 17 100.0
Reliability 0 1 16 94.12
Flexibility/ adaptability 0 1 16 94.12
Effectiveness 0 1 16 94.12
Validity 0 1 16 94.12
Relevance 0 1 16 94.12
Applicability 0 1 16 94.12
Acceptability 0 2 15 88.23
Achievability 0 3 14 82.35

As shown in the table above, all participating experts fully accepted the strategies
according to the established criteria. Even though there was no consensus (<70%) on
the applicability, acceptability and achievability of the strategies among the experts

participating in the first round, in the second round they agreed on all criteria (Table 7.4).

Intra-class correlation coefficient for inter-rater reliability of round 2 outcomes. In a second
round, inter-rater reliability was calculated using intra-class correlation coefficient (ICC)
scores. As in round 1, a two-way mixed-effects model was applied to measure ICC. In
this round, a strong consensus was reached using the ICC mean score (0.891) and 95%

confidence interval (Table 7.5).
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Table 7.5 Intraclass correlation coefficient for inter-rater reliability (round 2)

Intraclass correlation coefficient

5 .
95 /o.Confldence F Test for True value 0
Intraclass interval
correlation® Lower Upper .
bound bound Value dfl df2 Sig
Single 4502 277 675 9.173 16 | 144 | <001
measures
Average 891° 793 954 9173 | 16 | 144 | <001
measures

Two-way mixed effects model where people effects are random and measures

effects are fixed.

a. The estimator is the same, whether the interaction effect is present or not.

b. Type C intra-class correlation coefficients using a consistency definition. The
between-measure variance is excluded from the denominator variance.

c. This estimate is computed assuming the interaction effect is absent, because it is not
estimable otherwise.

7.7 PRESENTATION OF VALIDATED STRATEGIES (QUALITATIVE STRAND
BASED ON THE TWO ROUNDS)

Strategy development and validation includes collecting objective data, examining the
current strategy, reviewing necessary changes, identifying creative strategy tools,
creating a customised strategy development process, establishing a foundation for the
strategy development process, driving experts to achieve desired outcomes, establishing
accountability teams and measuring effectiveness (CMOE 2020:2). In the quantitative
analysis part, the researcher briefly analysed the degree of agreement as shown earlier.

The researcher reviewed expert comments on strategies' criteria and put suggestions
(Table 7.6).
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Table 7.6 Health experts’ evaluation of the strategies

Validating criteria for strategies

Comments

Clarity: The specific proposed
strategies are simple and easily
understandable.

e Strategies are clearly written and they convey precise
recommendations.

Specificity: The strategies are
targeting or focusing on health
service for the young people.

e Most are good but it is better to say youth than young
people of age 15-24 years. And most strategies are
compressive and addressed to all people. Economic
empowerment of the family is also of the strategies to
be considered.

Reliability: Other health
institutions consistently used the
strategies.

e |t is difficult to assure reliability consistently used in
other health care facilities since the health seeking
behaviour is different among people who get services
at rural and urban residences.

¢ Might be difficult to address it in other health facilities,
for example, at private level.

Flexibility/adaptability: The
strategies can be applied flexibly
or could be applied in different
circumstances.

e Strategies can be applied to different circumstances.
However, flexibility may be challenging at religious
institutions.

Effectiveness: Strategies are
capable to attain the objectives,
which is to enhance the utilisation,
coverage and quality of the health
services for young people.

¢ Really most strategies are achievable and targeted to
the objective. But huge budget and human resource is
needed for the specific youth services.

Validity: Strategies are
reasonable or evidence-based.

e Strategies are well justifiable. However, a question
“What was your evidence to put the strategies?” was
addressed by one expert.

Relevance: Strategies are
appropriate to enhance the
utilisation of health services by
the young people.

e Most of the strategies are appropriate to enhance
service utilisation.

Applicability: The strategies
have the potential to be applied in
the formulation of utilisation of
health services among young
people.

e The strategies are smart, but, applicability issue is
challenging specifically to community based and
religious institution targeted strategies.

Acceptability: The strategies are
realistic and acceptable by the
targeted institutions (health,
academic and religious).

e Some strategies such as using family planning
methods may not be acceptable by Muslim and
Orthodox religious institutions.

Achievability: The strategies can
be executed by the targeted
institutions (health, academic and
religious).

e Ensure health extension reform implementation
as a strategy.

e Sustainable and supportive supervision and
coaching is needed.

e It is difficult to ensure religious programme in
academic curriculum.
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The general comments on the strategies which were given in the first round were stated
as follows where V stands for Validators and R stands for Researcher. The researcher

conducted a qualitative analysis for the experts’ responses including those comments.

V: Most strategies are good, but it is better to say youth than young people of age 15-

24 years and most of them are compressive and addressed to all people.

e R:the comment was appreciated that most strategies were good, but it was better to
say youth than young people of age 15-24 years and most of them were compressive
and addressed to all people. However, young people were segments of the general
population and the strategies were also targeted to them.

e V: Economical empowerment of the family is also of the strategies to be considered.

e R: The researcher had made it to be one of family targeted strategies. Because the
income level of the family is important for young people to get the health services (refer
to demographic and socio-economic challenges in the sub-item in chapter 5).

e V:lItis difficult to assure reliability consistently used in others health care facilities since
the health seeking behaviour is different among people who get services at rural and
urban residences.

e R: The health seeking behaviour for young people can be varied based on the
residence. However, the researcher put strategies which can be applied at both rural
and urban setups based on the service types targeted to them.

e V: Huge budget and human resource are needed for the specific youth services.

e R: It is expected that the strategies addressed will need budget. Therefore, the
recommended bodies and the institutions mentioned for the strategies have to
arrange the budget.

e V: Strategies are well justifiable. However, what was your evidence to put the
strategies?

¢ R: Nice, the evidence for the outlined strategies was the findings of the study and
taking the previous studies into consideration.

e V: The strategies are smart, but applicability issue is challenging specifically to
community based and religious institution targeted strategies.

e R: Every activity is not simple. There will be a challenge at every attempt. Since both

the religious and the community organisations are the people themselves, activities

of the strategies designed shall better show the how to manage better the challenges

120



through the development of their awareness.

e V: Ensure health extension reform implementation as a strategy.

¢ R: The recommendation was recognised and strategies were developed targeted at
the health institutions in “strengthening health systems and services”.

e V: Sustainable and supportive supervision and coaching is needed.

¢ R: Definitely. However, it was addressed in conducting monitoring and evaluation to
improve the delivery and effectiveness of health service programmes for the young
people. It was stated at “strengthening health systems and services”.

e V: The research topic is on: Evaluation of health education programme regarding the
utilisation of health (RH, mental health, nutritional) services for young people in East
Gojjam Zone.) However, the listed strategy mentioned can’t address RH, mental and
nutritional status.

e R: Yes, the issues about RH, mental health and nutritional status were addressed in
the theoretical framework. They were also mentioned in the strategies at numbers
2.1, 2.6, 2.7, 4.2, 4.4. Moreover, most of the issues stated in the strategies targeted
on the issues addressing the approaches to increase awareness and manage
reproductive, mental and nutrition related challenges.

e V: The overall purpose of the study was to determine utilisation and challenges of
health education but the strategy as well as the specific objective includes “assessing
health education quality”, so either you have to change the title or remove the
objective that try to assess the quality part of the research.

¢ R: Health service quality was one of the components of utilisation as shown at the
theoretical framework. Therefore, the mentioned specific objective was better
explained in the strategies under each targeted component to achieve the utilisation.
The purpose of the study was to evaluate the utilisation, coverage, quality, and
challenges of health service provision for young people in East Gojjam Zone, Ethiopia.
Where the study findings were to be used to develop strategies to enhance utilisation

of the health services for young people in East Gojjam Zone, Ethiopia.
Based on the remarks and recommendations of the two rounds, the validated strategies

had been merged as six themes by the researcher (Table 7.7). A rational and

recommendations for each strategy are also presented (Table 7.8).
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Table 7.7 Themes and categories for validated strategies

Themes Categories

1 Family targeted strategies 1.1 Family and young people free discussions
1.2 Avoiding gender based maltreatment
1.3 Economic empowerment

2 School targeted strategies | 2.1 Incorporating health service issues in the curricula
2.2 Evidence-based health education

2.3 Re-design different teaching modalities

2.4 Awareness creation programmes

2.5 Teachers’ training

2.6 Need assessment

2.7 Media programmes

2.8 Better leadership

3 Political, security and legal | 3.1 Inter-sectorial governance

targeted strategies 3.2 Safer environment and transportation
3.3 Application of mandatory laws
3.4 Creating awareness

4  Community targeted 4.1 Community awareness
strategies 4.2 Social development programmes
4.3 Gender-based violence
4.4 Community participation
4.5 Psycho-social forms of managements
4.6 Environmental modifications

5 Religious institution 5.1 Religious programmes which create awareness in the

targeted strategies young people’s self-control from malpractices.

5.2 Comprehensive religious education curricula (reli-
gious dogmatic versus scientific issues like fasting
versus nutrition)

5.3 Application of religious programmes in academic
setups

5.4 Preaching love and tolerance

6 Health institution targeted 6.1 Strengthening health promotion
strategies 6.2 Strengthening health systems and services
6.2 Building partnership
6.4 Conducting research regarding the young people’'s
health and the challenges faced

7.71 Theme 1: Family targeted strategies
Based on the qualitative findings analysed from the collected data, the strategies

targeted to the family were developed in this theme. It considered free discussions on

reproductive health issues, violence and maltreatments.
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Rational for the implementation of the family targeted strategies

The rational for the strategies include scaling the free discussions regarding reproductive
health issues like initiation of sexual practices, age of marriage and uses of family
planning methods. Free discussions should be taken as means of self-adjustments with
perceptions, customs, traditions and beliefs to ensure gender equity and equality and to
equip young people with better awareness to prevent themselves from different forms of

abuses and violence.

Recommendations for the implementation of the family targeted strategies

A trend of free discussions among family members should be practiced to enhance the
capability of young people to control and lead themselves. Familial monitoring becomes
effective with the acceptance of the young people. Economic empowerment of the family

should also be considered as a strategy.

7.7.2 Theme 2: School targeted strategies

This theme presents issues about evidence-based health services to be incorporated in
the need based academic curriculum which addresses different teaching modalities to

be implemented with better leadership.

Rational for the implementation of the school targeted strategies

The rationale for the strategies include taking deeper insight to the needs of the young
people and addressing those needs in the educational curricula so as to create
awareness regarding health services for the young people through different media and

enable them to practically apply in their lives.

Recommendations for the implementation of the school targeted strategies

Since young people spend most of their young lives in school, the behaviour change
strategies discussed are of paramount importance. Health education methods such as
physical activity and dietary changes lead to improved health outcomes. Therefore, it is

important to consider these in curriculum development.
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7.7.3 Theme 3: Political, security and legal targeted strategies

This theme explored strategies for making young people feel safe in their surroundings.

Here, the role of political leaders in improving the lives of young people is well illustrated.

Rationale for the implementation of the political, security and legal targeted

strategies

To promote youth healthcare, we need to create a safe, crime-free environment for young
people. Health education programmes also need a stable environment to address young

people’s health issues that are of concern to policy makers.

Recommendations for the implementation of the political, security and legal

targeted strategies

A key strategy is the provision of health education to raise awareness of youth health
among political leaders. Leaders should seek to promote gender equality in employment
opportunities and wages, and to mitigate the impact of war-induced migration, such as in
Ethiopia, which endangers the lives of young people. Leaders should also make efforts
to improve transportation infrastructure such as roads. Appropriate systems to punish
violence and abuse should be put in place, for all crimes committed.

7.7.4 Theme 4: Community targeted strategies

The findings for the quantitative and qualitative data of the research; and the literatures,
were the sources of information stated in this theme. Participants mentioned that
community related challenges including low economic level; gender-based violence, and
low-level participation were some of the factors which affect the health care services
provided for the young people.
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Rationale for the implementation of the community targeted strategies

Young people should participate in the community to identify community needs,
environmental modifications, discussions on social and economic development and

elimination of gender-based violence.

Recommendations for the implementation of community targeted strategies

The community representatives should involve young people during their discussions on
issues targeted to the health of young people. Young people should participate in
discussions and activities related to social development programmes, psycho-social

forms of managements, environmental modifications and community participation.

7.7.5 Theme 5: Religious institution targeted strategies

Based on the quantitative findings, religious participation was very much useful for young
people. Thus, this theme addressed the rational and recommendations related to the

strategies to be implemented at religious institution level.

Rationale for the implementation of the religious institution targeted strategies

Young people might experience self-control of malpractices through different religious
programmes which modify their behaviours. Religious institutions are trusted by the young

people to stabilise their lives during stresses and suicidal attempts.

Recommendations for the implementation of the religious institution targeted

strategies

Religious leaders should reach young people through Sunday school programmes, Gibi-
gubaes and communicate them in a way they adhere to religious ethical principles to
promote their healthy life. There should be young people centred curricula to address
their needs. Additionally, the young people should also attend religious programmes

which play a role in developing tolerance and affection.
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7.7.6 Theme 6: Health institution targeted strategies

According to the qualitative findings, service delivery time, cost of the services, shortage
of materials and drugs, prophetical skill gap and leadership problems were the major
institutional challenges faced for health care services for young people. This theme
addressed the rational and recommendations for the implementation of health institution

targeted strategies.

Rational for the implementation of health institution targeted strategies

Health institutions play major role in providing health services for the young people. The
fulfilment of facilities, appropriate service delivery and better leadership along with
competency of the professionals bring undeniable change in the service provision for the

young people.

Recommendations for the implementation of health institution targeted strategies

Young people should improve their health seeking behaviour so that they should develop
a trend to go to health institutions and get services they prefer. The health institution
managers and leaders should arrange the institutions in a way that they can serve young
clients better. Health care givers should improve their professional skill through readings

and demonstrations.

7.8 SUMMARY

This chapter discussed the development and validation of the strategies which were
obtained from the results of quantitative and qualitative data supported by the literatures.
Those strategies were suggested for implementation by the health professionals
throughout the hierarchy in the health institutions with the assistance of regional bureau,

zonal health department and district offices.
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Knowledgeable and skilful stakeholders, including leaders from community, religious
institutions, schools and political institutions, regarding the health services for young

people can be called to strengthen the service provision.

Conclusions, limitations, and recommendations for further improvements are discussed

in the Chapter 8.
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CHAPTER 8

CONCLUSION, LIMITATION, AND RECOMMMENDATION OF THE
FINDINGS

8.1 INTRODUCTION

Chapter 7 discussed the development and validation of guidelines. In this chapter,
pertinent findings from all sources of the data, conclusions regarding the research,
limitations of the research and recommendations for further research on the evaluation

of health care services for 15-24-years-old young people are briefly addressed.

This chapter also addressed the development of strategies for the explored challenges

based on the pertinent findings of the evaluation done in the study.

8.2 PURPOSE OF THE STUDY

The purpose of this research was to evaluate the utilisation, coverage, quality and
challenges of health service provision for young people in the East Gojjam Zone,

Ethiopia, and to develop strategies to improve the utilisation of health services.

8.3 RESEARCH DESIGN AND METHODS

This study used a mixed method research of the parallel convergent design, which
employed equal quantitative and qualitative research methods to evaluate the utilisation,
coverage, quality, and challenges of health service provision for young people in the East
Gojjam Zone, Ethiopia. Survey and observation were for the Quantitative strand, while

descriptive phenomenology was for the Qualitative strand.

The pragmatism paradigm was used both inductively and deductively to explore the
multiple perspectives on the provision of health services to the young people in East
Gojjam and to answer the research questions (Cohen et al 2018:34). This paradigm was
also used in this study to clarify the challenges and provide ways to understand and

evaluate their effects on health services for young people.
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8.3.1 Quantitative strand

Quantitative data was collected from nine hospitals using survey questionnaire and a

service quality observation tool.

8.3.1.1 Survey

The researcher applied probabilistic random sampling to select 441 young people for this
survey. The survey was used to quantitatively and qualitatively describe the utilisation,
coverage, quality, and challenges of health service provision for young people in the East
Gojjam Zone, Ethiopia. Questionnaire was provided to the respondents. The 418 young
people who responded to the survey were from nine hospitals in the East Gojjam Zone,
Ethiopia. Data entry was performed using epi-data Version 3.1 templates and quantitative
responses were analysed using SPSS Version 28.

8.3.1.2 Observation checklist

Nine health service quality observation checklists were applied for the data collection on
the utilisation and quality of health service in the nine health institutions or hospitals

(Annexure V).

8.3.2 Qualitative strand

Eleven in-depth interviews and four FGDs were conducted in the Qualitative strand. The
data were analysed in three themes, seven sub-themes, and 37 codes (Table 5.3). Atlas-
ti software with manual assistance was used for the analysis. The seven steps in Colaizi’s
data analysis method for descriptive phenomenological study were briefly described as
stated by Morrow et al (2015:643), and complete data was collected and conducted to
respond to the research question: How do the specific health care institutions in East

Gojjam Zone, Ethiopia uphold the quality of the services they provide to young people?
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8.3.3 Development and validation of strategies

The findings of the research to formulate final reports that were to develop the strategies
were integrated in chapter 6. The recommended strategies were sent for validation to
public health experts, who were managers of health institutions. The strategies were
validated using the Delphi technique and the feedback obtained from the experts was
analysed, and the recommended changes were used to summarise the strategies
(Chapter 7 and Annexure BB). Table 8.1 summarises rationales for the validated

strategies.

The last two objectives addressed in this section are to develop strategies to enhance
the utilisation, coverage, and quality of health services for young people, and to validate

the strategies of public health experts.

8.3.4 Summary of the research findings and the rational for the implementation of

the proposed strategies

The findings of the study showed that health service provision for young people aged 15-
24 years (the youth) in East Gojjam Zone, Ethiopia, was not at an expected level and was
challenged by different factors. The broadest categories of demographic, socio-
economic, socio-cognitive, and institutional factors indicated that there should be an
integrated effort towards the improvement of the expected outcomes. The concerned
bodies, including the Ethiopian Ministry of Health (EMOH), the Regional Health Bureau,
the Zonal Health Department, the District offices, the institutions, the stakeholders, and
the youth clients, are expected to act cooperatively for the changes. The following
strategies were developed based on the findings of this study and validated using public

health experts:
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Table 8.1 Strategies and rationales for implementation to enhance provision of health

services for young people in the East Gojjam Zone, Ethiopia

Strategies

Rationale for the implementation of the Strategies

1 Family targeted strategies

The strategy equips young people to develop self-confidence
and eliminate frustrations and shyness while discussing
reproductive health issues. It also enables them to decide on
peer selection to avoid different malpractices.

2 School targeted strategies

The strategy advocates for curricula to incorporate
reproductive, behavioural, mental, and nutritional issues
related to the lives of young people. It also enables instructors
of young people to practically apply different health education
techniques to easily address issues related to health services
for young people, the challenges faced, and coping
mechanisms.

3 Poalitical, security and legal
target strategies

Firstly, the strategy ensures gender equity and equality, and
equips and empowers young people with the freedom to
decide on their choice.

Secondly, it ensures the application of legal acts of ethical
principles on maltreatment and behavioural misconduct
regarding health services for young people.

Thirdly, it enables infrastructure access, which makes young
people to easily access and utilise health services at their
nearby health institutions in shorter time duration, in a secure
and confidential manner.

4 Community targeted
strategies

The strategy equips community members with better
awareness regarding health services for young people, the
challenges faced, and how they can combat them. It also
enables the design of social development programmes, such
as community participation, to increase the level of young
people’s health-seeking behaviour and decrease different
socioeconomic challenges. In addition, it enables
environmental modifications that provide a chance to reduce
and control substance abuse and malpractice in community
settings.

5 Religious institution targeted
strategies

The strategy enables religious institutions to design their
education curricula, and ways of preaching to incorporate the
health issues of the youth, regarding the challenges and
coping mechanisms in line with the biblical contexts. It also
helps increase young people’s attachment to religious
programmes for their behavioural modification.

6 Health institution targeted
strategies

Firstly, the strategy enables health care givers to focus more
on the primordial and primary levels of prevention than on
clinical and curative services.

Secondly, it equips health care givers with acquiring
professional skills through skill gap training to provide
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Strategies Rationale for the implementation of the Strategies

qualified health services to young people and cope with
challenges.

Thirdly, it enables a safer and risk-free environment for young
people to obtain timely, informed, and fair health services.

Fourthly, it equips young people with decision-making skills
for leadership and managerial issues related to health service
delivery.

Fifthly, it strengthens linkages and collaborations with internal
staff members through multidisciplinary engagement for
quality and integrated service delivery and with external
stakeholders, such as NGOs, through financial capability
development.

8.4 CONCLUSION

The purpose of the study was to evaluate the utilisation, coverage, quality, and
challenges of health service provision for young people in East Gojjam Zone, Ethiopia.
Where the study findings were to be used to develop strategies to enhance utilisation of
the health services for young people in East Gojjam Zone, Ethiopia. Improving health
service delivery by health care providers and increasing the utilisation of services by
young people are essential components in the success of health service organisations.
Health service utilisation in the quality and coverage dimensions was evaluated, and
there were different challenges (factors) that affected the utilisation of health services for

young people.

8.4.1 Conclusions on quantitative strand

Questionnaires completed by 418 participants were used in the research. According to
the findings of the survey on the evaluation of health services for young people: age, level
of education, religion, frequency of religious participation, living with family, and
participation in nightclubs were challenges for the utilisation of reproductive health
services. These challenges include demographic, socio-economic, socio-cognitive, and
institutional factors. The respondents, who were widowed, participated more than two

times per month in their religion, participated in the night club, and lived with their mother,
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father, relatives, female friends, or male friends or alone, were also highly challenged to

get reproductive health services.

8.4.2 Conclusions on qualitative strand

Qualitative data from young people were collected from four FGDs and 11 in-depth
interviews. Data saturation was reached after four FGDs and 11 in-depth interviews were
conducted. Reproductive, behavioural, mental, and nutritional health services were
addressed in this research. The quality of the services was evaluated in terms of safety
and privacy, effectiveness, client participation, efficiency, confidentiality and consent,

professional competence, information management, education, and training.

Most participants reported that there were undeniable challenges related to these
services. Not being abstained, poor perception on STIS, HIV/AIDS, and safe abortion,
behavioural exposure to different harmful substances such as chat, alcohol, hashish, and
drugs lead to consequences such as failure from school and colleges, which further
exposes young people to violence and assaults. Institutional challenges are related to
the costs of services and drugs, professional skill gaps, leadership, accessibility or
distance, resource availability, and professional ethics. According to findings from the
participants’ reports, most of the challenges faced were related to family, peers, society
or community, culture, religion, and institution (school and health). There had been no

effective attempts by respective bodies to alleviate these challenges.

8.5 RECOMMENDATIONS

8.5.1 Recommendation for the health institutions

The institutional challenges facing the provision of health service to young people faced
in this study had been linked to a higher organisational hierarchy. Setting appropriate
guidelines, policy procedures, and strategies are an important focus area for top-level
officials. Therefore, the Ethiopian Ministry of Health should review and align policies and
strategic guidelines regarding health services for the young people aged 15-24 years
(i.e., young people). The setting up of health institutions, including the location, human
resource management in the selection and placement of well-trained and skilled

professionals or care givers, and delivering on-job training are some of the important

133



areas recommended to be evaluated to undertake corrective measures taken by the
EMOH. The Ethiopian government should also focus more on female empowerment
strategies related to reducing and altering gender-based violence to reduce the negative
impact of the peer influences. Constructing infrastructure such as roads and allocating
as many ambulances as districts and kebeles required to access health organisations

should also be done by the government.

8.5.2 Recommendation for the Amhara Regional Bureau and East Gojjam Zonal

Health Department

Once proper guidelines and policies are set by the higher bodies, a series of close
supervision and monitoring is the responsibility of the inferior bodies of the organisational
hierarchy. The Amhara Regional Health Bureau should appropriately address the
strategic guidelines and closely monitor implementation at the zonal management level.
The zonal health department is also responsible for evaluating and monitoring the
implementation of strategic guidelines and policies by inferior or executive bodies. Youth-
centred services should be evaluated and checked for their targeted achievements.
Equity or proper allocation of resources, including staff, equipment, drugs, and other
supplies should be consciously evaluated. Taking immediate corrective measures for the
challenges faced and those that did not get solutions at the lower levels should receive
immediate answers by the top level.

8.5.3 Recommendation for the District Health offices

District offices should work hard to build relationships with youth-serving agencies like
churches, Sunday Schools, community and social organisations like Edir and Ekub, as
well as schools, to create strategies that foster strong connections between parents and
their kids.

8.5.4 Recommendation for the stake holders and parents of the young people
Different stakeholders, including religious institutions, education sectors, political and

legal institutions, and parents of young people should perform their responsibilities

regarding the health of young people. These include:

134



¢ Initiating young people to adhere to religious disciplines, which have shown positive
results in the self-protection of ill-behaviours.

e Clear and open communication, which might be included in the curriculum of
education sectors, to increase the awareness of young people to protect themselves
from exposure to behavioural risk factors should be made. Schools should also
strengthen their media communication in accessing young people, addressing
sexual, reproductive, mental, behavioural, and nutritional health services, and
reducing exposure.

e Ensuring gender equity and equality with the freedom to decide on their choice of
health services, and application of legal acts of ethical principles on maltreatment
and behavioural misconducts against health services for young people.

e |tis also better to strengthen a close parental control to bring behavioural modification
through the reduction and control of the exposing factors like drinking alcohol,
chewing chat, using hashish and engaging in un-protective sexual act. Having a really
mature family discussion about sex should be a priority. Raising the educational
standards of the parents is a key to having open discussions about reproductive and
sexual health, with a focus on the effects of all the risk behaviours mentioned above,

including the negative effects of peer pressure.

8.5.5 Recommendation for the young people

Despite the other concerned parties, the youth should take their own responsibility for the
advancement of the health of young people, the young people themselves should look
into different areas of concern for the improvement of their lives. They should prepare
themselves to receive youth-based health services. They should also avoid exposure to
different misbehaving acts. They should exercise self-control from going to areas of
higher exposure, such as chewing / smoking, hashish houses, and where gender
violence is rife. They should increase their level of awareness of health services through

education and training.

8.5.6 Recommendation for the next researchers

It is essential for future researchers to consider the barriers that prevent young people
from accessing health services, particularly those related to religious adherence,

communication between parents and their children, education of parents, and monitoring
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of parents as a means of intervention to reduce the sexual risk behaviours of young
people. Furthermore, further research should be conducted to establish a temporal

relationship through the use of longitudinal study designs.

8.6 CONTRIBUTION OF THE RESEARCH

The research contributes to the existing body of knowledge on the enhancement of health
services for young people through improvements in coverage and quality of health
services. The findings of the study regarding the identification of those challenges for
health services for young people have created better awareness and outlined strategies
to be implemented by the targeted bodies (family, community, schools, religious
organisations, legal institutions, and health institutions). This topic is too comprehensive
and uses vigorous methodology with both qualitative and quantitative approaches to

evaluate health services for young people in the study area.

Based on the results of the research, targeted strategies have been proposed for the
enhancement of health services for young people through advancements in utilisation
and better service quality. If these strategies are accepted and applied in practice, the
challenges may be combated, and young people may better utilise health services both

in coverage and quality.

8.7 LIMITATIONS OF THE STUDY

For the Quantitative strand of the study, the survey-based data was collected only from
the respondents, and health care providers were not provided with the survey tool. If this
had been done by the caregivers, the researcher would have been enabled to triangulate
the results more in addition to the data collected through the observation tool.
Additionally, the area for the study was restricted to a single Zone of the Regional State,
which had a total of 11 Zones. Thus, the results can be generalised only to Zones with

similar features.

For the qualitative strand, especially for the use of the Delphi technique, this study may
have a number of limitations: Firstly, it focused on the health care system that existed in
the health institutions in East Gojjam Zone, and there may be a further tool requirement

for other contexts or for areas with different characteristics. Secondly, there is a
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continuous change to population and contexts, but the tool revealed facts and practices
only at the duration of the research (Wallendorf & Belk 1989:69). Due to changes of new
facts and experiences, strategies become outdated or require modification. Thirdly,
because a single objective reality does not exist, the use of peers during the analysis and
development of the strategies could have been important (Lincoln & Guba 1985).

Although there were limitations to this research, all the objectives of the research were
met, and strategies for targeted institutions and bodies were developed and validated.
Strategies had been developed to enhance the utilisation of health services for young

people in East Gojjam Zone, Amhara, Ethiopia.

8.8 CONCLUDING REMARKS

In this study, the question of how the specific health care institutions in East Gojjam Zone,
Ethiopia, uphold the quality of the services they provide to young people was addressed
with evidence. This study showed that different challenges made young people not to
adequately utilise health services in terms of coverage and quality. The lower the
utilisation of services because of lower quality and coverage, the higher the level of failure
in terms of client morale and satisfaction, resource utilisation, trust, and respect for the
services. Better service utilisation by young people can be achieved by paying more
attention to the reduction of challenges through participatory and multidisciplinary
approaches. Comprehensive strategies regarding health services for young people
should have been built for health education programmes at the family, community, legal

bodies, religious, academic, and health institution levels, as suggested in this study.

The research achieved all of its objectives. In addition to the existing body of knowledge
in the health service provision through the development and validation of the strategies,
basic improvements are needed regarding health service strategies for young people in
the East Gojjam Zone.
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ANNEXURE B: Map of Ethiopia, East Gojjam Zone and the Districts
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ANNEXURE C: Permission requested to conduct the study

Title: Evaluation for health care services for young people in East Gojjam Zone,

Ethiopia

To Mr. Taye Zeru Tadege
Amhara Regional Health Research & Technology Directorate Director;
Room no: 03; Mobile number: +251948012892; Email address: zerutaye@gmail.com

Dear Mr Taye ZeruTadege

I, Gizew Damtie Demeke, am doing research supervised by Prof MG Makua, to a PhD in
Public Health at the University of South Africa. The study is entitled: Evaluation for health

care services for 15-24-years-old young people in East Gojjam Zone, Ethiopia.

The purpose of this research is to evaluate health care services for 15-24-years-old young
people in East Gojjam Zone, Ethiopia and challenges in order to develop strategies to
enhance the utilisation of the health services among young people in East Gojjam,

Ethiopia.

Data will be collected from the participants through interviews and focus groups. A
template will be used to collect data from the health care institutions. The researcher will

be helped by trained research assistants during data collection.

The study will involve direct human participants, minor discomfort or inconvenience may
occur during data collection, and this may not bring a risk above the everyday anxiety in

people when they are asked questions.

Trained data collectors will help to offer support or counselling to participants if distressed

during the data collection process, which is unlikely.
| request permission to collect data from specific health care institutions within East

Gojjam Zone Health Department, Ethiopia. The following documents are included to for

more information:

161


mailto:address:%20zerutaye@gmail.com

Ethical clearance certificate from the University of South Africa, College of Human

Sciences (CHS) Higher degrees Committee, indicating the approval to conduct the study.

The approved research proposal and data collection tools.

Proof of registration as a student with the UNISA.

Feedback will entail presenting the finding of the study in a workshop to the

representatives of relevant organisations that participated in the study and submitting a

copy of the full thesis to the organisations.

Yours sincerely

Gizew Damtie Demeke

PhD candidate at University of South Africa
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ANNEXURE D: Regional research and technology institute approval

Ref.No APHI
A43:-11/12/ 2014 /27

Date:
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10017~

P-BR - ANNC_WFE8LLINT @ NAae T
CENLTICPHN 9NN ovdtuC Cwyls a0 LLa- S2Ym.
Care Services For Young People In East Gojjam Zone™ Ethiopia nerAa con “vS
N Unisa College of Human Science 19297 nL-k:

N“Evaluation For Health

ADYEL 7 CNGl: P4 UAN
J-gefs COLCd QAU NAT I A Z0dAT0. TANNC AG CIF ArGLLINT®. Wi

27 NOTNDLIY G NavaLLA?T PGl A.MGPP @mrl: AMS Rl PPIT

IO OGN,
NG ATTPAYT Acoid-l- AT L P AmS IUC2YC AT BRLNYdl WGP CN
- A

'A“i _7.:';::,0’2‘
g i %
\‘.- > [=Xals! ona{ s,n;; X

PGy ACLChGTM 1@ -7 077008

vAEA o Meas oy 6o
> ArO.n LILox S7Ym, Seohi o nrehte

= 0582221493 P.O. Box: 477 < admin@aphi.gov.et Bahir Dar| Ett
AN AR50 NORL PGS ¢7°C e140- / In replaying, Please Quote out Ref. No /
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ANNEXURE E: Permission requested for hospitals to conduct the study

Title: Evaluation of health care services for young people in East Gojjam Zone,

Ethiopia

To Mr
The Head of the hospital

Room no: ;

Mobile number:

Dear Mr

I, Gizew Damtie Demeke, am doing research supervised by Prof MG Makua, towarda
Doctor of Philisophy (PhD) in Public Health at the University of South Africa. The study is
entitled: Evaluation for health care services for 15-24-years-old young people in East

Gojjam Zone, Ethiopia.

The purpose of this research is to evaluate health care services for 15-24-years-old young
people in East Gojjam Zone, Ethiopia and challenges to develop strategies to increase

the utilisation of the health services among young people in East Gojjam, Ethiopia.

Data will be collected from the participants through FGDs and interviews. A template will
be used to collect data from the health care institutions. The researcher will be helped by

trained research assistants during data collection.
The study will involve direct human participants, minor discomfort or inconvenience may
occur during data collection, and this may not cause a risk above the everyday anxiety in

people when they are asked questions.

Trained data collectors will help to offer support or counselling to participants if distressed

during the data collection process, which is unlikely.
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| request permission to collect data from specific health care institutions within East
Gojjam Zone Health Department, Ethiopia. The following documents are included to for

more information:

e Ethical clearance certificate from UNISA, College of Human Sciences (CHS), higher
degrees committee, indicating the approval to do the research.
e The approved research proposal & data collection tools.

e Proof of registration as a student of UNISA.

Feedback will entail presenting the finding of the study in a workshop to the
representatives of relevant organisations that participated in the study and submitting a
copy of the full thesis to the organisations.

Yours sincerely

Gizew DamtieDemeke
PhD candidate at University of South Africa
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ANNEXURE F: Permission granted from Mertule Maryam Primary Hospital

@

Wi’
‘ ey teetess sS4 VTR
To: Gizew Damtie Demeke

Ref no:-tarn | £2/1- 4
Date:-ZS l\x)2eidt. e .

A Ph.D candidate at University of South Africa
Subject: expressing an official agreement for the request

As a Head of the hospital, | looked into the request for permission to conduct research
with the title of the research: Evaluation for health care services for 15-24 years old
young people in East Gojjam Zone, Ethiopia at health care institutions within the
Zone.

In addition, | looked into the Ethical clearance certificate given from the University of
South Africa, College of Human Sciences (CHS) Higher degrees Committee, indicating
the approval to conduct the study and a proof of registration as a student with the
University of South Africa (UNISA). Our department definitely concerned with the aim of

the study i.e. evaluating health care services for 15-24 years old young people in
East Gojjam Zone, Ethiopia and challenges in order to develop strategies to enhance

the utilization of the health services among youths in East Gojjam, Ethiopia.

Therefore, | have agreed on the issue and given you full permission to collect data from

the health institutions targeted for the study.

With regards

Ao hGh 8%
Wmm‘""“"’

IS N LW Y o 7
. G/Manager
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ANNEXURE G: Permission granted from Yejube Primary Hospital




ANNEXURE H: Permission granted from Dejen Primary Hospital
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ANNEXURE I: Permission granted from Bichena Primary Hospital

—

/

e L

® . Ref no: AN EZCOIR 1hesy
onk
O Sy 2 TR pate:-2ANL2 L4
£ e ‘[‘.q r“-

0.- Gizew(gamh"é"bemgk,e\f e
4‘;‘“" o
A Ph.D candidate at University of South Africa

Subject: expressing an official agreement for the request

As a Head of the hospital, | looked into the request for permission to conduct research
with the title of the research: Evaluation for health care services for 15-24 years old

young people in East Gojjam Zone, Ethiopia at health care institutions within the
Zone.

In addition, | looked into the Ethical clearance certificate given from the University of
South Africa, College of Human Sciences (CHS) Higher degrees Committee, indicating
the approval to conduct the study and a proof of registration as a student with the
University of South Africa (UNISA). Our department definitely concerned with the aim of

the study i.e. evaluating health care services for 15-24 years old young people in
East Gojjam Zone, Ethiopia and challenges in order to develop strategies to enhance

the utilization of the health services among youths in East Gojjam, Ethiopia.

Therefore, | have agreed on the issue and given you full permission to collect data from
the health institutions targeted for the study.

With regasds

/lix_,‘u‘v'(\.? =
/'iqn’n"n”v. eIPh
(Bobas Buwy vegwale

@G o5 N oF

Ceneral muaas®!
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ANNEXURE J: Permission granted from Debre Markos Comprehensive Hospital

@ _
0Ai6- Ddve® hARE m )0k Ref .-._',;..ng’- -?Z_Z_Ztt ,J,

ms e

B ML LG E UNTSA %
L2 “ICEN hng L WATS Date: [2Xa 12 4.')(

¢

Ta Gizew Damtie Demeke
A Ph.D candidate at University of South Africa

Subject: expressing an official agreement for the request

As a Head of the hospital, | looked into the request for permission to concuct research with the
title of the research: Evaluation for health care services for 15-24 years old young people in
East Gojjam Zone, Ethiopia at health care institutions within the Zone.

In addition, | looked into the Ethical clearance certificate given from the University of South
Africa, College of Human Sciences (CHS) Higher degrees Committee, indicating the approval to
conduct the study and a proof of registration as a student with the University of South Africa

(UNISA). Our department definitely concerned with the aim of the study i.e. evaiuating health
care services for 15-24 years old young people in East Gojjam Zone, Ethiopia and
challenges in order to develop strategies to enhance the utilization of the health services amaong

youths in East Gojjam, Ethiopia.

Therefore, | have agreed on the issue and given you full permission to collect data from the

health institutions targeted for the study.

With regards

8
-

WISNT® VLoog: o,
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A\ o hFR

170




ANNEXURE K: Permission granted from Motta Primary Hospital




ANNEXURE L: Permission granted from Shebel Berenta Primary Hospital




ANNEXURE M: Permission granted from Debre-Work Primary Hospital
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ANNEXURE N: Permission granted from Lumame Primary Hospital
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ANNEXURE O: Participant information sheet

REQUEST TO PARTICIPATE/RECRUITMENT IN THE STUDY

Ethics clearance reference number: 46340262 _CREC_CHS 2022
NHREC Registration #: Rec-240816-052

Date (clearance issued on): 07 June 2022

Study Title: Evaluation for health care services for 15-24-years-old young people

in East Gojjam Zone, Ethiopia

Dear Prospective Participant

My name is Gizew Damtie Demeke and | am doing research under the supervision of Dr
MG Makua, at the Department of Health Studies, College of Human Sciences, towards a
Doctor of Philosophy (Ph.D) in Public Health at the University of South Africa. We are
inviting you to participate in a study entitled evaluation of utilisation of health care services

for 15-24-year- old young people in East Gojjam zone, Ethiopia.

WHAT IS THE PURPOSE OF THE STUDY?

| am conducting this research to evaluate the utilisation of Reproductive Health Services
and challenges among young people in East Gojjam Zone, Ethiopia in order to develop
strategies to enhance the quality of the health services to young people in East Gojjam,

Ethiopia.

WHY AM | BEING INVITED TO PARTICIPATE?

| am asking you to help me learn more about health services for young people in your
community. | am inviting you to take part in this research project. If you accept, you will
be asked to take part in a discussion with 8-10 other people of your age group. discussion
will be guided by a group discussion leader. The session will start with an invitation to
discuss the issue at hand and information regarding the utilisation and challenges of
health services to young people. Each group then starts conversation, writing down and

making notes of significant opinions, feelings and ideas.
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I will not ask you to share personal beliefs, practices or stories and you do not have to
share any knowledge that you are not comfortable to share. No one else but the people

who take part in the discussion and guide or myself will be present during this discussion.

WHAT IS THE NATURE OF MY PARTICIPATION IN THIS STUDY?

The study involves audio recording of the focus groups or in-depth interviews. You will be
asked questions regarding the utilisation of the health services provided to you as young
people in East Gojjam Zone, Ethiopia. The process will end on one scheduled day, with
no follow up visits. It may take up to two hours for the focus group discussion, and one
hour for in-depth interviews. You will not necessarily take part in both, but only one of

them.

CAN | WITHDRAW FROM THIS STUDY EVEN AFTER HAVING AGREED TO
PARTICIPATE?

Participating in this study is voluntary and you are under no obligation to consent to
participation. If you do decide to take part, you will be given this information sheet to keep
and be asked to sign a written consent form. You are free to withdraw at any time and

without giving a reason.

WHAT ARE THE POTENTIAL BENEFITS OF TAKING PART IN THIS STUDY?

Participants may benefit from taking part in the research study by learning more about
utilisation and challenges of health services to young people. The finding of the study will
provide latest information about the utilisation and challenges for health services provision
for young people in East Gojjam Zone, Ethiopia. The findings of this study will have
implications for both practice, strategy and policy development. They will enable health
care workers and other responsible bodies to identify challenges to utilisation of health
services to young people and subsequently to develop strategies to enhance the health

care services for 15-24-years-old young people in East Gojjam Zone, Ethiopia.
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ARE THERE ANY NEGATIVE CONSEQUENCES FOR ME IF | PARTICIPATE IN THE
RESEARCH PROJECT?

There is a risk that you may share some personal or confidential information by chance,
or that you may feel uncomfortable talking about some of the topics. However, we do not
wish for this to happen. You do not have to answer any question or take part in the
discussion if you feel the question (s) are too personal or if talking about them makes you

uncomfortable.

WILL THE INFORMATION THAT | CONVEY TO THE RESEARCHER AND MY
IDENTITY BE KEPTCONFIDENTIAL?

You have the right to insist that your name will not be recorder anywhere and that no one,
apart from the researcher and identified members of the research team, will know about
your involvement in this research [this measure refers to confidentiality] OR your name
will not be recorded anywhere and no one will be able to connect you to the answers you
give [this measure refers to anonymity]. Your answers will be given a code number or a
pseudonym and you will be referred to in this way in the data, any publications, or other
research reporting methods such as conference proceedings [this measure refers to

confidentiality.

Only the researcher will know what your number is and we will lock that information up in
a secure location. It will not be shared with or given to anyone except to research
supervisor and transcribers/external coder who signed a confidentiality agreement. Your
answers may be reviewed by people responsible for making sure that research is done
properly, including the transcribers, external coder, and the study supervisor. Otherwise,

records that identify you will be available only to people working on the study.

The data may be used for other purposes, such as a research report, journal articles
and/or conference proceedings. A report of the study may be submitted for publication,
but individual participants will not be identifiable in such a report or article. In the focus
group there are a group of 8-10 participants who will be guided by a facilitator. While every
effort will be made by the researcher to ensure that you will not be connected to the
information that you share during the focus group, | cannot guarantee that other

participants in the focus group will treat information confidentially. 1 shall, however,
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encourage all participants to do so. For this reason, | advise you not to disclose personally

sensitive information in the focus group.

HOW WILL THE RESEARCHER (S) PROTECT THE SECURITY OF DATA?

Hard copies of your answers will be stored by the researcher for a minimum period of five
years in a locked cupboard/filing cabinet in the researcher’s home for future research or
academic purposes; electronic information will be stored on a password protected
computer. Future use of the stored data will be subject to further Research Ethics Review
and approval if applicable. The information recorded is confidential, and no one else
except the researcher will have access to the tapes. The tapes will be destroyed after five
years. Hard copies will be shredded and/or electronic copies will be permanently deleted

from the hard drive of the computer.

WILL | RECEIVE PAYMENT OR ANY INCENTIVES FOR PARTICIPATING IN THIS
STUDY?

There will be no incentive for taking part in the research.

HAS THE STUDY RECEIVED ETHICS APPROVAL

T

his study has received written approval from the Research Ethics Review Committee of
the College of Human Sciences Research Ethics Committee (CREC) at UNISA. A copy

of the approval letter can be obtained from the researcher if you so wish.

HOW WILL | BE INFORMED OF THE FINDINGS/RESULTS OF THE RESEARCH?

If you would like to be informed of the final research findings, please contact Gizew
Damtie Demeke on +251913557200 or email to 46340262@mylife.unisa.ac.za.

The findings are accessible from 2022 may onwards.

Should you require any further information or want to contact the researcher about any
aspect of this study, please do so using the researcher’s contact details as provided

before.
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Should you have concerns about the way in which the research has been conducted, you

may contact the research study supervisor, prof. MG Makua makuamg@unisa.ac.za. OR

contact the research ethics chairperson of the College Research Ethics Committee
(CREC), Dr KJ Malesa, +27 12 429 4780, E-mail: maleskj@unisa.ac.za if you have any
ethical concerns.

Thank you for taking time to read this information sheet. If you are willing to participate in

this study, kindly complete the consent form below.

Kind regards

Gizew Damtie Demeke

Researcher
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PARTICIPANT INFORMATION SHEET (AMHARIC VERSION)

Neg+ A®A+& 0+L47 91+

NADGSE A+NFLPT PPN PARYS $ & PAMCET FCPH9°

NPT AT FPLI4 ATRA+E N+AFLPTF IC 0+8LT hTRTRY

PHGT AT OLIPC 4.$ 8 TOAP €M(: 46340262_CREC_CHS_2022

MEHT ATINLE PHAMLSLE TOALRML (NNEAT): -----------

PGt AT JRCIRC 4.$ 8 P+AMNT $7:-07 June 2022

PAGTHCON: NAFEEL NTOLP 189D HY ADMBT AP PA PMT ATA AT AMPPIRE
A4V et AT FOCT/TROFPT MmeH

M8 +AFLPTF: NI LHM 89°M, £NAA: NN A&LN MG DAS PMG & T2+ YE mAMD
PUATE 8.91487T AP+MIC MTTF APHL LN 10 MT+TY PIOFNF+AT AT PTRFSMMLT 2NTC
MNP Ay FNAATHNATEEL NTRALE 1890 HY ADMST APPLMT P& PMG ATAT AT
AMSSIRL A& TIMLT AT TICT/+HXOCPT AL NTAMET DGF AYFY/+7 +AFE ATE+PT/T
AT AINT:

PGk GAM: PGk ZATH NRFCEP NI°GP 1EIR HY AOMTT APPZM PA PMS
AT T T AMPPICI A&TE Mt AT TOICT/TXOCPTT AGRPF AT PATAI At AMPPa™T:
AT MY NG ATHL L) M,

NS+ +aF4 Y PALAINT: NANNNG. NAAR POMPT MG AT T d°/E
ATRFAMI/MT NANNCT AMPPAU: NHUT® &t +AFL ATLFUPR/T JNHAL:
PgRFAMAR /M N 8-10 NV AdeT PMEF +AFLPT IC ATEFATL/& AMPPAU::Y Lk
PMEITLM NALF NS PARTY NATERP NTPMED 189D HY ADMPT APPLM PA PMS
AT ST AMPPIRE REVIMLT AT FACT/ +ROFPTF N+IRANt 218 P-4 NARINH 10D
AT ALT878. BT NAP®PPF MAT 1mNE NTRET AT UAN AT8.%4¢ +INHPA:PA
AR FTUT FANTUT AT NHINC PNTOSTTFUFT ARAML$PIOEARNTMT AF L AP+HATTU
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UAN ATEFAM- ATATIREIP:MBL+T NTARE AT NAL NPC AT NPT NMLE+ MFF
ARAT4.gR::,

PHATEM YLF 9o LAPNAA BU MTF PMHET MLLT AT PA APMLE PEIO%F (R
LNTOINFA=NAFTECEP NP GS 1890 HY ADMFTF APPLMT: P& PMT ATAD P T: AMPPIRE
A& TIMLt AT FACT/HROTPTF mPEPTFT FMOPATU=ALE PA $MEANTTIF NATE $7
NNHEAT A9F AMMET MBLT AT ATE N%F APA PMBE NAPMAL EMTPPA:=NMNLY
+ATE LR NPA AMLP YL+ ATE NUARI® AOA+E AUNL AT

NPT F h+PPAN NBA MEZm AFAAUTY? NHU ™G PML/1m. +hF+Ee PA MN1LE
N&LLATT NF 10 N+HATMMA/U - AT AMRA+E NOATA/A PATRIRTFT $& NS
ATETL LT/ LUPTA:PATRTIIR IRRTY P NARITMID AGF aie/m & FAA:

+AFLPT PP MBI VLT TM?

+AFELPT NATERP NI GE 1BTR HY ADMET APPLMT P& PMT ATA NPT AMPPIPE
A4TE Mot AT TICT /HROFPT NAMANT NTAMEM mGF +AF 4 NPT POMk PJ¢-
+Mem, LPTA:Pme+ MMt PHaINs NAT ATCHCIT @AT RUSA:PMS NAT-PPT AG
ArT UALTT PANFM. ANAT NOMPT MG AJAIRT AMPPIPI A&7 AT mit AP
PaRPIMa FoCFY ALT MMP AT AMPPICVI N4TT AT ME+T NG ATILL9 PagPATA
NAT AOHCIF PIFM. m&PIP jd::

NMA+L e OMFF L700FAT? NQLLL+ MPF ITPAMLP PUPF met aOLEPTY
ATG2/C @LIE N+DAF INTF AL eN+HE PAMUPTY Urid ANNTLTAA: 9IAR PUt AS
Pag e aoE UANTY aaeAf AL MNSPNATR/UIe::

PIAMM. /8 PAMLRIE EMNPAT? NYL+ PHAFLP/M. NI KPRETRIAL P& TO::
NG+ NANE AG NZBFE ATEUID AL ANAT NeC PATHT/ET +ATE T919° Am.SI::
PAAM-F JPART N +LCIM ANN £7CF PALRCANT U3 BMNPA: Pmg+ NANTE NF NA
MAMD. he OMPT LFLPA: A/EMI® NANE NF  LPAPMA: P+PddMM, dBLE
N+t@MMAP AT NARLE +CAT, NPC AAA AQL FAAR ARAMIR: PHAFLPT a1 ALTAR
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m/EM AMGTHFP 47CHE BLCTA HAEF AT UFTME APIAIA  LFAA: BU NALU APA
NATAFEPT FPML MNETT JALTT ADNE 917 AATATR: 2UT ATE ATIR +AFLPT
FOAM.L AT8.MNE APNZFFU M1IC PAANTALY AP PP ARZBPF AT8FAM ACPAL AU

PGE NANYF PanZEm LUYIT AT1&TF EMNPA? NRAE PTPCM OLEPTF NLIN A
AN GOt NAAG AT NPTPE PPaMA: NN&T PAYPRM. AOLEPT PLUTTT RA&
+AntTFO NhPPTOAC RN LPMMA: PRTE U9T AALT NTHLLT MLLT a/EMm.T
MM LFAA: PARPAOMM AOLET® AM LRI+ PHMNP BUTA: PPLs dRALPPTF AT
ANADYET N5 QARFt (LA LMT8 A

Nac A+, PMAMS &P L EAT? ATPHATLNT RTI9° 4R heP PAMIR::

PRS-k IR hMaANt@. Ahd +2I9MAT? U BT DA A&Sh RLACAL PTT
AT IRCIRC M AT TINTT A&A R2® +AMETA: ANKATL NPT PT+T NANTF T397TF 2 FAA:

PG MMt ATLT ADP ATAAU? PG+T Mt MDP N+4LAT PnGT+T NANT 1HO
89°m, £y NNAN €M C +251913557200 @LI° NATLA 46340262 @mylife.unisa.ac.za

@17t LFAA: N+ZL ATRIFMID a/8 PG+kT NANTF AT PG+T +&MmMd NATLLA
makuamg@unisa.ac.za. MLI® PRINCALMT PMeF+ AT IRCIPC A N&A hao+ HAL

TCELNC NPT +27 12 429 4780 A, LA maleski@unisa.ac.za T 7+ £ FAA:

1H NAMT* Z8Mm77 AAINNTFU AMATAL: AGRA+E LT NPIR/A Pan+Ad?y
PhIRgRY Tt 2 A8 TR /A NANNCT AME PAA::

hFA® KhNCT+ IC
1HM. §9°mM La°¢
eng+k NANT

NATeEL NI°L%P 1890 HY ADMTTF APPZLN PA PMS ATA9NTT: AhPPIo:
NETIMLT AT F2CTF/+R0F8PTF N+Ah+ NMLLIM. 5T +AFL AP P+227
W alab ks
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Rl m e (P+AFLNTR) PG+ NANT PG+ T AMPAL Uad AT
18%F PMPLMT MPI® AT F8F NHCHE PNLE™ UPRY AZITIMAL: NPLNM SR AL PAM.
a8 NASINM AT e FAL: AR NALE R80T AL D PR AT MPP AT ATRA+E AT DA
0LA +AMRFA:

NG+ PAELT +AFLIT AN h NLPLETF AL P+aDAZ+ ATRMUT +7YHMLAAU:
nA+NTR@U NMIFMIS 10 PATRIIR dMt ae/m ATLIPFA +1THMLAAU: PHU M+t
QMt ADLLT MTFP L7CH BLTATIUTMEFI hILINT mPID AL ATLMMA
+ZeFAF: NHaTIZI° AL ANNATNTITU &40 NLL+ PIPAMM aBLE TPND -1+ P+MND
R1BA Y HIVHLAAL:  NPA TEMER/NMLET M2+ NTLLIMID $L] +NTHIRFAL::
BUTIIR NECTMR ALITMAL:

Pt+AF4m a-A (9D

Pt+AFdm &CT %

PhT+ NANT A9®-

Pmg+ NANT 4CM +7
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ANNEXURE P: Consent to participate in the study

Title of the study: Evaluation for health care services for young people in East Gojjam

Zone, Ethiopia

l, (participant name), ensure that the individual requesting

my participation in this study has provided me with information regarding the subject
matter, methodology, expected advantages and expected challenges of participation.

| have read the study (or had it read to me) as described on the information sheet. | have

read the study.

| have read the information sheet and have had a chance to ask questions. | am ready to
take part in the study (or have been made aware of it) and have a good understanding of

the study.

| acknowledge that my attendance is non-mandatory and that | have the right to resign at

any time without consequence (if applicable).

I understand that the results of this study will feed into a research paper, journal articles
and/or conference discussions, but that my involvement will remain confidential unless

otherwise stated.

| accept to record the in-depth interview/group discussion. | received a signed informed

consent agreement.

Name and Surname of the Participant (please print)

Participant signature Date

Researcher’'s name and surname

Researcher’s signature Date
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CONSENT TO PARTICIPATE IN THE STUDY (AMHARIC VERSION)

NeskA®A+Ee+L27NT 97+

NATCE PN 4PIETHIAOMTTAPPZNPAPMTATIAIATT:AMPPInE
néy:

N eFATTACTF/HROCPTFNTFANTNMLLIDOAGTFHAF LAY IP+L2TN T
goy+

S (P+AFLNTR)
PATRNANLFONTRTAMPAL YL FATLL TP LMD SICATFETFNHCHC PN SFAR U Y
ALITMAL=NPLNDMPIAL PARARZENADINMTATNNALE FAU::
NAZNAPFFEETFAL M PRAMMPPATAMA+EATLDNTOLATADFFA:
NRTREMPLAHAFLIFTANTANL P LATFAL I AL+HATLM P I+ T THLAAU::
nNA+NTTUNTIF DI PATCITRE ML MATLICFA+TTTHLAA U
PHUMDTTOMTADLLF T FRL7CHIECTATIUTRTE
NILLINTRSICALATLA M A+ S F AU
Nt+enaZIRALANNATNT UL ZANY L EPTPAMMARLE TN LRI+ +MNPAT LM P T+
TTHMBLAA U

NPATMLR/NMTL IO RHENTYLLIMIPLA+NTITR FAU:: L UTTTNLCTIRALITMAL

P+AFLm.a-ANgR

P+AFdMm4CT™ P
PTERNANFNID

PATERNANFLC ¢
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ANNEXURE Q: Consent to participate in an interview of the study

et e the undersigned, declare that | am an adult
who is above 18 years. | have read the information leaflet accompanying this consent
form for the study titled: Evaluation for health care services for young people in East
Gojjam Zone, Ethiopia. The researcher informed me that the duration of the focus
interview would be thirty minutes. | have been informed that the conversation will be
recorded on a tape. | understand that | am not obligated to participate in the study and
that | am free to withdraw from it at any point without any repercussions on my part. The
researcher said that all the information would be kept private and that | would stay
anonymous. It was further clarified that the data would be utilised to develop guidance,
compose a thesis paper to be stored in the UNISA library, and compose articles for
publication and presentations at conferences. It's my right to get the results when | want
them!. | understand that there is no monetary reward attached to the completion of this
study. | know what the study is about and what's in the consent form. All my inquiries
regarding the study have been answered. Whether or not | agree to participate in the

focus group has been determined (remove any questions that are not relevant to you).

Signature of the participant Date

Witness (name in block letters) Signature
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ANNEXURE R: Parental/guardians’ permission for children

PARTICIPATION IN RESEARCH

Title: Evaluation for health care services for 15-24-years-old young people in East

Gojjam Zone, Ethiopia

Introduction

The purpose of this form is to provide you (as the guardian of a prospective research
study participant) information that may affect your decision as to whether to let the child
participate in this research study. The person performing the research will describe the
study to you and answer all your questions. Read the information below and ask any
guestions you might have before deciding whether to give your permission for the child
to take part. If you decide to let the child be involved in this study, this form will be used

to record your permission.

Purpose of the study

If you agree, the child under your care will be asked to participate in a research study
with the purpose of evaluating the quality, coverage, utilisation and challenges of health

service provision for young people in East Gojjam Zone, Ethiopia.

What is the child going to be asked to do?

If you allow the child to participate in this study, he/she will be asked to participate in a
focus group of not more than 10 children per focus group. He/she will be asked to answer
questions related to their participation in the SARC’s support group. This study will take
place during the weekly support group sessions that the child is already attending under
the SARCS programme.

NOTE:
This is a research study and, therefore, not intended to provide a medical or therapeutic

diagnosis or treatment.
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What are the risks involved in this study?

This research study may involve risks that are currently unforeseeable. Possible risks
associated with this study are psychological; the SARCS programme has support staff
that will be debriefing and counselling participants when necessary to ensure their

psychological wellbeing while participating in the research.

What are the possible benefits of this study?

The participant will receive no direct benefit from participating in this study; but through
their participation, they will not only be equipped in identifying factors that affect their
psychosocial wellbeing, but in doing so, will be able to cultivate better support systems

when addressing health services delivered to young people.

Does the child under your care have to participate?

No, the child’s participation in this study is voluntary. The child may decline to participate
or can withdraw from participation at any time. Withdrawal or refusing to participate will
not affect their relationship with SARCS in anyway. You can agree to allow the child to
be in the study now and change your mind later without any penalty.

What if the child under my care does not want to participate?

In addition to your permission, the child must agree to participate in the study. If the child
does not want to participate, he/she will not be included in the study and there will be no
penalty. If the child initially agrees to be in the study, he/she can change their mind later

without any penalty.

Will there be any compensation?

Neither you nor the child under your care will receive any type of payment for participating

in this study.
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How will the child’s privacy and confidentiality be protected if s/he participates in

this research study?

The child’s privacy and the confidentiality of his/her data will be protected as the study

will collect anonymous data where no names will be utilised.

If it becomes necessary for the Institutional Review Board to review the study records,
information that can be linked to the child under your care will be protected to the extent
permitted by law. The child’s research records will not be released without your consent
unless required by law or a court order. The data resulting from the child’s participation
may be made available to other researchers in the future for research purposes not
detailed within this consent form. In these cases, the data will contain no identifying
information that could associate it with the child under your guardianship, or with the

child’s participation in any study.

Audio recordings will be made during focus group discussion.

If you choose to participate in this study, the child will be audio recorded. Any audio
recordings will be stored securely and only the research team will have access to the
recordings. Recordings will be kept for the duration of the study, then they will be
transcribed word by word (verbatim). The verbatim transcripts will be kept safe for the

minimum period prescribed by the UNISA Research policy, then erased.

Whom to contact with questions about the study?

Prior, during or after your permission for the child to participate, you can contact the
researchers Gizew Damtie Demeke at +251913557200 or send an email to

gizew2009@yahoo.com or Prof MG Makua makuamg@unisa.ac.za, for any questions or

more information. This study has been approved by UNISA, College of Human Sciences

Research Ethics Committee (CREC) crec@unisa.ac.za

The chairperson is Dr KJ Malesa, E-mail: maleskj@unisa.ac.za

189


mailto:gizew2009@yahoo.com
mailto:makuamg@unisa.ac.za
mailto:crec@unisa.ac.za
mailto:maleskj@unisa.ac.za

Informed consent

In the decision to allow the child under your guardianship to participate in this study, your
signature below indicates that you have read the information provided above and have
decided to allow them to participate in the study. If you later decide that you wish to
withdraw your permission for the child to participate in the study, you may discontinue his

or her participation at any time. You will be given a copy of this document.

The child may be audio recorded

The child may not be audio recorded

Printed name of the child

Signature of legal guardian Date
Signature of researcher Date
Name of a witness (signature) Date
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PARENTAL/GUARDIAN’S PERMISSION FOR CHILDREN’S PARTICIPATION IN
RESEARCH (AMHARIC VERSION)

PMABNIO T

NATERENT 2 LPIETHIADMFTFAPPLMHLAPMTATIA AT T AMPPICINi4TE
DeTRTFIAICT/FROCPFNTANTNTNLENTTALFTFOHAFLATL P FhDASD
LPNANSLPTICPe+HLLINT IO 1 F::

an<f,p

PHUPRPTIAMAEPTINHUMTH+AFLIANARLDALPIAT DS PNTFAA::
PATENANLFNADG+ TARPRCIA = ACNPATYPPCNHM PLIPARANL AMA::
NHUNFFPPLNMIALENTITHNABPNRNTHANFLATR P TNADATPNL T IT MR M PE
MMPPLTFAN: ABEPNDT+HATRNTENTAMAE $LFTFPINHUPKATLITMAY::

PHGhGAM

NPT HALNRLANCAPOMPTATATHFAAEPNATEL NI EPIBITOHIADM P TACPL T O 1k
PMTATIAD T AMPPIRINE T
MNeFRETACT/HEOCPTALNTLLINMTFALATRATEM PLLECNAF A

AEPPMICNATDPE

ABPNMTEATRATENL $BABPEDLFDN 10 NANAM-PMHETANAPTATRATEL MP A
PO IHATERN+TANTH PLPT LPC AT
PUM.LLAPAEPIPTICUCHTCLIPNT PHNU 1 3R NT DT A

MAFOA:LUNTTATIRCICCATEUNTCTATISZNDLIPPIRLAD L ATAD A TATAM TP L%
4L LATR
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NHYDTTOADA LI EPMFATICT

NHURGTHIC N+PPH AP IH AP FATICTFINH YWY HADLEFH L FATR:

ANARLTFAR TN AP FANFPARTILNAATLITTFAL INDTRP+PLLMPATHFE T T4 TAN
ANARNLATNPITHPICACATIATI AT L AMA::

LU DS+ 7T P9

AEPNHUMGT TP m+ERPITRITRmS IR, PrTgR::
17C1INTA+ENOMFFMTATAIATAPCNFHCE LATICTTNMAPTALFNMOPN+RTILA
ArTPHAARTAAT AT8T A PTFATLMTAANTICATRHCIF PNTAA:

PAET+NTRUL S

PAEP+AFLITA AN ANLPLTTFALPHTAL+LPTA: NDT+LLT
NMTFOICWYFARCMADY L 0 FAQ::
ABPNMTHATRATEALTE P LEN P FIRANNA+TFPE LN PATRITREMFNT T MIPWS T
ANPIIGPLLTAN::

ASPLPLENLUTY
NPTHEALAMA+EAEPL L LTNL LT PAMAMMFMN+IM,:: NHATHHATOL @-LLF MAM
NTNNZATRPATRTIRPMF R/ M LFAA::

e gETMhhAn+aAnt
ACNPIPUFAEPNDTEICNTL PHPM,PTFHATETNE PRR TP CIP::

AM.&RTH
ACNPIRFFASEPNMTRATA+ENDAFPASPINIRATT TN ML RALNATIN+HFATPARAM
M.y ENDTLENA PHIPAM P IELMNPA:

PHLA>PMTHFL I NCEPLAMIATIPTANLA LTS NTTRUTTIRALTNLLITRANA, MPaD
M. FAA: UIBNAUPTATNATL PLNPCP+PLAMMNLENICITRAR T AN A LW MTD::
NATHEPIITMARLEPCAPTITOUY

PASPIMIITNT LAMBIAND LLTATLLLFPTHTALIATALTAA:
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$L81N+ANt

dPLTNUFAEPNDTHDPTLPLRA: MTFMIPPLIAPTFNDTSEIPNMLEPIRTMNS LT LA
NG hHAFLNPIRN S INSCT TIPS THAL AR LT MG
PHPZAMARLEMTHRANNTMTPP LS LAPANPAT D LR 4 PARLETF RPPLA
PtePlmIRa B0 R NNAGLNRLACALTIPDTF7AAFANNLLITANLUYIRTMNS LS PA:

NADS+E D PRhAPT
PAEPIHA+RNTDOATPNLTNRANLLHICPINZAMLZENL AFPRNTEINANTLH (L8 IO M, L0
T NNAARDC +251913557200 ML IPTLLNCTRTMMN-PY Nmakuamg@unisa.ac.za

NG9 THMMTFM, I PR MPR L FAA: LUMNTTHNLNHNAGZNRLACALPMST ALTN
MGTHATIRCICCOUINT PR LPTM.:AHUIPN crec@unisa.ac.za®ZITm L FAA:

Phay+m IAL &/C MANLNAAATLLA:maleski@unisa.ac.za

PN +MmA
AEPINDTHATLATENLPSNTFNHLYDRALNFFPM P MMLLTPPLZNDTUANNLTNATN
NOATLHLEATAEPNHUMNTHATEATEPL PE-TOUPETY P, I91MA:
NRALPNZAUNNATRPPCNLATFNTITFRICAGTARCMIDMTL FAN:
PHUNTPIRITAAMYTNTEANP FA::

ASPEICRNPLELTAL

ABPLEIRRALDLRLTAN

P+AFLMABNHID

PMAE/PA81LLCTY C

PRTRNANFLCT™ +7%

PATYA DA (gD &CT 7
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ANNEXURE S: Survey instrument

Self-administered questionnaire on Evaluation of health care services for 15-24-years

old-young people in East Gojjam Zone, Ethiopia

Instruction: For the questions below, circle the answer you prefer

Part I: Background information

SN

Descriptions/questions

Answers/choices

101.

Sex

1. Male
. Female

102.

Residence

. Urban
. Rural

N RN

103.

Age in year

104.

Marital status

. Single

. Married

. Unmarried
. Divorce

. Separated

105.

Level of education

. lliterate
. Primary
. Secondary
. Tertiary

106.

Your religion

. Orthodox
. Muslim

. Protestant
. Catholic

. Other

107.

Frequency of religious
participation

Everyday

At least 1 time per week
At least 1 time per month
Rarely

Never

108.

Religious level of importance

Very important
Important
Not important

109.

Type of ethnicity do you have

Oromo
Amara
Tigre
Guragie

110.

With whom do you live?

PONPAMAONRPWNRPONMNONRLPUONOWNRAONRPON®OWNPR

With parents

Only With mother
Only With father
Only With relatives
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SN

Descriptions/questions

Answers/choices

With a girlfriend
With boy friend
Alone

111.

Residence in past six months

With family

In rental house
In dormitory
Other

112.

Did you participate in day/night
party?

Yes
No

113.

If yes for the above Q 12, how
often?

Weekly

Every two weeks
Once a month

Twice a month

Once in three months

114,

Dou you get money from parents?

Yes
No

115.

If the answer for Q14 is yes,
how often?

Every week

Two times per month
One time per 3 months
Two times per year
Annually

Other

116.

Marital status for father

Together with wife
Separated
Divorced
Widowed

117.

Marital status for mother

PONPAONPOORWONENRORMONENRDONRENO O

Together with husband
Separated

Divorced

Widowed

118.

Age of father in years

1109.

Education level for father

Not literate at alll

Only read and write

Primary school

Secondary school

Above secondary school/college & above

120.

Father’s occupation

NoagakrowhERIO~ODPRE

Lady/housewife

Employed at private institution
Governmental employee
Small business owner
Medium business owner
Large business owner

Other

121.

Mother’s age in years

122.

Education level for mother

Not literate at alll
Only read and write
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SN

Descriptions/questions

Answers/choices

3. Primary school

4. Secondary school

5. Above secondary school/college and
above

123.

Mother’s

Lady/housewife

Employed at private institution
Governmental employee
Small business owner
Medium business owner
Large business owner

Other

124,

Estimated monthly income of
parents’ (ETB)

<1000
1001-2000
2001-3000
3001-4000
4001-5000
<5001

the

APPSO s 0NPR

125.

Number of family in number

126.

Head of family

Father
Mother
3. Other (specify)

N =
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Part Il: Knowledge about RH and contact with health workers

No Questions Alternative choices
201. Information about RH service 1. Yes 2. No
202. If yes for Q2 01, what service do you know?
(can choose multiple answers)
Contraceptive 1. Yes 2. No
STI treatment 1. Yes 2. No
VCT for HIV/AIDS 1. Yes 2. No
Abortion 1. Yes 2. No
Post abortion care 1. Yes 2. No
Antenatal 1. Yes 2. No
Post natal 1. Yes 2. No
Other Specify
203. If yes for Q 202, where do you get the
information? (can choose  multiple
answers)
Parents 1. Yes 2. No
Teacher 1. Yes 2. No
Health worker 1. Yes 2. No
Friends 1. Yes 2. No
Newspaper 1. Yes 2. No
Poster 1. Yes 2. No
Mass media 1. Yes 2. No
Social media 1. Yes 2. No
204. If you used any service from 202, circle | 1,2,3,4,5,6,7,8
them
205. Do you know about reproductive health? 1. Yes 2.No
206. Do you know about health extension 1. Yes 2.No
workers?
207. Did you have any contact with HEW? 1. Yes 2.No
208. If yes for Q 207, how often per year? 1. Once
2. Twice
3. 3times
4, > 4times
5. Others
2009. If your answer is (NO for Q 207) what 1. | don’t wish to be contacted
is/are your possible reason? 2. They are not working in our

campus
They are not friendly

| do not know them at all
5. Other

Hw

197




No Questions Alternative choices
210. Whom do you wish to be RH service 1. Young caregiver with same sex
provider? 2. Young caregiver (opposite sex)
3. Young caregiver
4. Any sex
5. Young adult caregiver (same sex)
6. Young adult caregiver (opposite
sex)
7. Young adult caregiver (any sex)
8. Other
211. How often do you participate in day/night 1. Often
clubs? (Risky to life) 2. Rarely
3. Never
212. The consumption of alcohol, chewing 1. Often/frequently
tobacco, or the taking of any medication 2. Rarely/sometimes
can have an impact on the refusal to 3. Never
utilise RH service (condom, pills, etc.) at
time of sex
213. How often do movies or television 1. Often/frequently

programmes prompt me to use
contraception during sexual intercourse?

N

Rarely/sometimes
3. Never
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Part Ill: Young people’ attitudes towards RH services

Choose and encircle your choice for your agreement

Please determine to what degree you agree or disagree with the following assertions:

in the health facility of my resident, it is
unlikely that they will provide RH service.

. Agree
. Neutral
. Disagree

301. | It's really important for young people like | 1. Strongly agree
me to have access to health and | 2. Agree
wellness services. 3. Neutral
4. Disagree
5. Strongly disagree
302. | Every young person should know how | 1. Strongly agree
important RH service is. 2. Agree
3. Neutral
4. Disagree
5. Strongly disagree
303. | It is even more difficult for young people | 1. Strongly agree
to obtain RH service compared to adults. | 2. Agree
3. Neutral
4. Disagree
5. Strongly disagree
304. | If the health provider is judgmental, it is | 1. Strongly agree
unlikely that RH service will be used. 2. Agree
3. Neutral
4. Disagree
5. Strongly disagree
305. | It is unlikely that you will avail of RH | 1. Strongly agree
service if there is a long wait at the | 2. Agree
service centre. 3. Neutral
4. Disagree
5. Strongly disagree
306. | It is highly unlikely that you will avail of | 1. Strongly agree
RH service if the providers of RH service | 2. Agree
are not friendly. 3. Neutral
4. Disagree
5. Strongly disagree
307. | If the RH service isn’t confidential, then | 1. Strongly agree
it's highly unlikely that you'll be using the | 2. Agree
RH service. 3. Neutral
4. Disagree
5. Strongly disagree
308. | If the RH service price is high, it is | 1. Strongly agree
unlikely that you will be able to avail of | 2. Agree
RH service. 3. Neutral
4. Disagree
5. Strongly disagree
309. | Ifthere are fewer providers of RH service | 1. Strongly agree
2
3
4
5

. Strongly disagree
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Part (IV) Reproductive health behaviours

A. This text discusses the topic of sexual activity and the use of contraception.

401| How many boyfriends and girlfriends did | 1. One
you have? 2. Two
3. Three
4. Four and above
5. Others
402| How many of them did sex with you? 1.1
2. 2
3.3
4. >
5. No sex (skip to 414)
403| How old were you when you had your
first sexual encounter?
404, How old was the first sexual partner
of yours?
405| During your first sexual copulation, 1. Yes
did you use any form of 2. No (skip to 407)
contraception?
406/ If your answer is (Yes) for 405; 1. Pills
Which method of birth control do 2. EC (Emergency contraception)
you use during the first time? 3. Injection
4. Male-condom
5. Safe period
6. Other
407| When was the last time you had 1. Last week
sex? 2. Last month
3. Last six months
4. Last year
5. Before one year ago
6. Others
408 How many sexual partners have 1. One
you had in the last 3 months? 2. Two
3. Three
4. Four
5. More than 4
6. Other (specify)
409 How many sexual partners have 1. One
you had up until this point? 2. Two
3. Three
4. Four
5. More than 4
6. Other (specify)
410| Do you usually use a method of 1. Yes
birth control? 2. No (skip to 413)
411 If your answer is (Yes) for Q 410; 1. Myself
Who makes the decision to use a 2. My parent
3.

contraceptive?

Joint decision
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412 If your answer is (Yes) for Q410; 1. Pills
What kind of birth control do you 2. EC (Emergency contraception)
use? 3. Injection
4. Male
5. Safe period
6. Withdrawal
7. Other
413| If you haven’t used any form of 1. I don't know where | can get
contraception, why not? contraceptives.
(more than one choice permitted) 2. I'm Afraid to Buy
3. I don't know what method of
contraception.
4. | don't have the money to buy those
contraceptives.
5. My girlfriend/boyfriend makes me have
sex for free.
6. | never forget
7. Other
414| Have you ever experienced unsafe 1. Yes
sexual practice following a day/night 2. No
celebration?
415| Do you plan on using birth control in 1. Yes
the future? 2. No
416| If your answer is (YES) for Q (415); 1. To protect unwanted pregnancy
What is your probable reason? 2. To protect from different STIs including
HIV/AIDS
3. For spacing purpose
4. Other reason-------
417| If your answer is (NO) for Q (415); 1. Itis forbidden in my culture
what can be your possible reason? 2. ltis forbidder
3. | don’t worry about my future
4. Itis against rule of God
5. Others------
B. For females only
418| If your answer is (NO) for Q402; why 1. Itis not the right time
you didn’t have sexual intercourse 2. Doesn’t have boy/girl friend
still? 3. | fear having sex
4. Others (specify)-------------
419| Have you ever been pregnant? 1. Yes
2. No skip to 426
420| If your answer is (YES for 419); what 1. Currently pregnant
happened to the pregnancy? 2. Abortion
3. Miscarriage
4. Live birth
421\ If the pregnancy is ended by abortion 1. Gov't. health centres/hospitals
from where you get the service? 2. Pharmacy/drug store
3. Traditional attendant
4. Any private
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5. Health centre/HOSPITAL
6. Others (specify)
422| If you aborted; did you server post 1. Yes
abortion care service from any health 2. No
institution?
423\ If your answer is (NO for Q4 22); whatis | 1. Does not have money
the possible reason for not using the 2. Don’t know where to go
post abortion care service? 3. Cultural against
4. Fear of parents
5. Inconvenient location
6. Inconvenient time of services
7. Feeling healthy
8. Distance to facility
9. Others (specify)
424 | How many times have you been 1. Once
pregnant? 2. Two times
3. Three and above time
425 | How many times you made abortion? 1. Never
2. Once
3. Two times
4. Three and above times
426 | Did you ever use EC (Emergency 1. Never
contraceptive) after unsafe sexual 2. Once
intercourse? 3. Two times
4. Three and above times
427 | If your answer is (Yes for Q 426); how 1. Yes
many times you use EC after your sexual | 2. No
intercourse?
A. Voluntary Counselling and Testing (VCT) for STl and HIV/AIDS
428 | Have you ever had a voluntary 1. Govt. health centre/hospital
counselling and testing service (VCT) for | 2. Pharmacy (drug store)
HIV/ADIS? If your answer is Yes from 3. Any private health centre/hospital
where you tested? 4. Others (specify)-----------------
429 | Did you have voluntary counselling and 1. Too young to go the service
test in service (VCT) before your first 2. Don’t have money
sexual intercourse? if your answer is No | 3. Don’t know the purpose
why? 4. Don’t know where to have the test
5. Fear of parent
6. Inconvenient location
7. Inconvenient time of services
8. Feel health
9. Long distance to facility
10.0Others (specify)-----------
430 | How often did you go for voluntary 1. When exposed to risk

counselling and testing service (VCT)?

2.
3.
4,

Every three month
Every six month
Every year
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5. Others (specify)-----------

431 | Have you ever had symptoms of STIs 1. Yes
such as, genital ulcer, genital discharge | 2. No (skip to 434)
or genital swelling?

432 | How many times you affect by STDs? 1. Once

2. Twice
3. More than two times
433 | What did you do first when you had 1. I did nothing treatment
STLs? 2. Self
3. Went to campuses’ clinic pharmacy
4. Went to public health centre
5. Went to public health institution
6. Went to private clinic/hospital
7. Went to traditional healer
. Availability of RH services and utilisation

434 | Is there any RH service in your Campus | 1. Yes
compound? 2. No (skip to Q 438)

435 | If your answer is (Yes for Q4 34); did 1. Yes
you ever use the RH service? 2. No

436 | If your answer is (Yes for Q 435); which 1. Pills
service, you use in the campus? 2. EC (emergency contraceptive)

3. Injection

4. Condom

5. For VTC service

6. Post-abortion care service
7. Others

437 | If your answer is (No for Q435) what 1. | fear the service provider

is/are your possible reasons? 2. Didn't find all the RH service want
3. The RH service providers are not friendly
4. | use the service centre only for other ill
cases
5. Other (specify) --------------

438 | Where do you likely to receive RH 1. Any govt. health centres/ hospital
services? (multiple response 2. Pharmacy/Drug store
permitted) 3. Traditional method

4. Any health institution nearby
5. Others (specify)-----------------
439 | Do you believe there are enough RH 1. Yes
service centres in your resident to have | 2. No
the service easily when you want?

440 | Where do you prefer the RH service 1. Anywhere out of my resident area

centre to be located? 2. Anywhere nearby the main road
3. Somewhere out of the main road
4. Other (specify)

441 | Is waiting hour to have reproductive 1. Yes

health service is too long? 2. No
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442 | Which time do you think convenient for 1. In the usual time with other users
youth to have RH service? 2. When other users are not around health
centre
3. Other (specify)
443 | If you use any RH services, did you face | 1. Yes
any shortage to take the service 2. No
(condom, pills, etc) in the health
institution?
444 | Did you ever face shortage of money for | 1. Yes
the RH service? 2. No
445 | If your answer is Yes for Q 444; how you | 1. Borrowing and get
solve the problem? 2. Leave the service
3. Work
446 | What do you prefer on service fees for 1. As usual rate
youth? 2. With discount for youth
3. Free of charge
4. Other (specify)
447 | Do you believe your religiosity has effect | 1. Yes
on using or not using RH services? 2. No
448 | Do you discuss about reproductive 1. Yes
health (sexual related issues) with your 2. No
parents (guardians)?
449 | If your answer is (Yes for Q 447). How 1. Often
often you discuss with your parents 2. Occasionally
(guardians)? 3. Others
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SURVEY INSTRUMENT (AMHARIC VERSION)
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ANNEXURE T: Semi-structured interview tool

Title: Evaluation of reproductive health services utilisation and challenges among

young people in East Gojjam Zone, Ethiopia

PART 1: INSTITUTIONAL YOUTH-FRIENDLYSERVICES INDICATORS

Indicators Choices

No Sexual and reproductive health service Code | Descriptions

01. Accessibility

01 Yes

1.1. Is there convenient opening hour?

02 No; Why?

01 Yes

1.2. Is there easier transport to facility?
! P "y 02 | No; Why?

01 Yes
1.3. Is the service affordable?

02 No; Why?

01 Yes

1.4. Is there an outreach RH service in the community?
02 No; Why?

01 Yes

1.5. Do young people have awareness of location, hours

and services? 02 No;  Why?
01 Yes

1.6. Is there an appointment system available? 02 No;  Why?
01 Yes

1.7. Is there a youth-only hour arrangement? 02 No;  Why?

) ) ] ) 01 Yes

1.8. Is there social media for education and services?
02 No; Why?
01 Yes

_ . . N
1.9. Do facilities open during entire posted time* 02 No.  Why?

02. | Acceptability

01 Yes
. . - . o
2.1. Do you think that a client satisfies with the service~ 02 No.  Why?
2.2. Does a provider demographics reflect clients (young, | 01 Yes
similar gender)? 02 No;  Why?
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1.3. Was there a client come with friend’s 01 Yes
recommendation? 02 No;  Why?
1.4. Does an organisation have good reputation? o1 ves
o ' 02 No;  Why?
03. | Appropriateness
3.1. Does a package of care fulfills needs either at point | 01 Yes
of delivery or through referral linkages? 02 No;  Why?
3.2. Does a client has choice of treatment options? o1 ves
o ' 02 No;  Why?
3.3. Does the data collected to determine young people’s | 01 Yes
health needs in community? 02 No;  Why?
3.4. Does a stakeholder participate in RH service 01 Yes
provisions? 02 No;  Why?
04. Equitability 02 No;  Why?
4.1. Is the service open to all regardless of age? o1 ves
o ' 02 No;  Why?
4.2. Is the service irrespective of the service open to both | 01 Yes
sexes”? 02 No; Why?
4.3. Is the service open all ethnic groups? o1 ves
o ' 02 No;  Why?
4.5. Is the service open to all religious followers? o1 ves
o ' 02 No;  Why?
4.6. Is a service welcoming regardless of marital status? | 01 Yes
4.7. Is a service welcoming regardless of relationship 02 No;  Why?
status?
05. Effectiveness
5.1. Supplies available onsite? o1 ves
" ' 02 No;  Why?
5.2. Are i ? o1 ves
2. providers competent? 02 No.  Why?
5.3. Does a provider take client history properly? o1 ves
o ' 02 No;  Why?
5.4. Does a client follow caregivers advice, adherence to 01 Yes
treatment? 02 No; Why?
5.6. Is there an equi [ [ [ ? oL ves
.6. quipment to provide services available® 02 No.  Why?
5.7. Are an Infection control procedures are followed? o1 ves
o ' 02 No;  Why?
5.8. Does a provider takes appropriate physical 01 Yes
examination according to guidelines 02 No;  Why?
06. | Administrative procedure
6.1. Is there indicator for Waiting times? 01 Yes
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02 No;  Why?
6.2. Is there a plan for follow up care scheduled? o1 ves
o ' 02 No;  Why?
6.3. Is there referral care available, and scheduled? o1 ves
h ’ ' 02 No;  Why?
6.4. Is there a system which allows stakeholders 01 Yes
(patients, physicians, employers, insurance companies, 02 No;  Why?
pharmaceutical firms and government) participate in the
service delivery & service quality improvement?
01 Yes
6..5. Is thgre a.system to get feedback (information for 02 No,  Why?
client satisfaction)?
07. | Staff characteristics and competency
7.1 Are providers non-jud ? o1 ves
. -judgmental” 02 No.  Why?
7.2 Has a provider have positive attitude to young 01 Yes
people? 02 No;  Why?
7.3 Does a client receive adequate information from 01 Yes
provider? 02 No;  Why?
) ) 01 Yes
7.4 Are providers friendly? 02 No:  Why?
7.5 Are providers respectful? o1 ves
' ' 02 No;  Why?
7.6 Do providers give opportunity to clients to ask 01 Yes
guestions? 02 No;  Why?
) ] ] 01 Yes
7.7 Do providers listen to client problems 02 No.  Why?
7.8 Are there providers trained in reproductive health 01 Yes
service provision? 02 No; Why?
7.9 Have provider iti [ ? o1 ves
: p S positive attitude to young people? 02 No.  Why?
7.10 Does a provider use language that is 01 Yes
understandable to clients? 02 No;  Why?
7.11 Does support and supervision for staff available? o1 ves
' ' 02 No;  Why?
7.12 Is a client given time for test results to be absorbed | 01 Yes
and understood? 02 No; Why?
7.13 Is there a training plan in place that meets needs of | 01 Yes
staff? 02 No; Why?
7.14 Does a client have opportunity t ions? o1 ves
: y to ask all questions” 02 No.  Why?
01 Yes
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7.15 Does RH service provider professional wear 02 No; ~ Why?
identification badges? 02 No;  Why?
08. Confidentiality and privacy
8.1. Does a client consultation cannot be heard or seen | 01 Yes
by other clients or staff? 02 No;  Why?
_ 01 Yes
8.2 Is privacy respected? 02 No.  Why?
8.3. Is parental consent not required? o1 ves
o ' 02 No;  Why?
) _ 01 Yes
8.4. Is consultation not interrupted? 02 No:  Why?
8.5. Are tests handled confidentially? 01 Yes
02 No; Why?
09. Education and communication
9.1. Are there understandable and accurate SRH 01 Yes
materials available? 02 No;  Why?
9.2 Is there text message for follow-up or education? o1 ves
' ' 02 No;  Why?
9.3 Is there peer education s ? oL ves
' ystem: 02 |No, Why?
10. Environment
10.1 Is it comfortable (not crowded)? o1 ves
' ' 02 No;  Why?
10.2 Reading and/or entertainment materials available 01 Yes
around? 02 No; Why?
10.3 Is it clean? o1 ves
' ' 02 No;  Why?
104 1sita ? o1 ves
. youth-only space* 02 No.  Why?
10.5 Toilet facilit ity? o1 ves
. y quality? 02 No: Why?
10.6 Is there clean pi ? o1 ves
. piped water 02 No.  Why?
o o 01 Yes
10.7 Is there adequate lighting and ventilation? 02 No.  Why?
10.8. Is principles of distancing for prevention of 01 Yes
communicability of diseases especially COVID-19 on 02 No;  Why?
action?
10.9. Is there a system/programme/to give health 01 Yes
education for young people regarding prevention of 02 No;  Why?

COVID-19?
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11.

Services provided

11.1 Is there STIs screening, counseling and treatment 01 Yes
service unit in the organisation? 02 No; Why?
01 Yes
11.2 Is there family planni thod isi ice?
s there family planning methods provision service 02 No:  Why?
11.3 Is there cervical cancer screening service and 01 Yes
appropriately implemented for the youth? 02 No; Why?
01 Yes
11.4 Is ther f rtion service?
s there safe abortion service 02 No:  Why?
11.5 Are there appropriate and sufficient drug suppliesin | 01 | Yes
the institution? 02 No; Why?
01 Yes
ice?
11.6 Is there mental health service~ 02 No:  Why?
01 Yes
11.7 Is th havi | Health ice?
s there behavioural Health service 02 No:  Why?
¢ Isthere behavioural health counseling and 01 ves
treatment unit in the organisation? 02 No; Why?
e |s the unit privatised/secured? (is there vision and 01 ves
audio privacy)? 02 No; Why?
e Isthere an up-to-date guideline/procedural policy 01 ves
for behavioural health services? 02 No; Why?
01 Yes
. L o
e Isthere properly registered book/list in each unit? 02 No, Why?
01 Yes
: . . . o
e Isthere trained professional assigned in the unit” 02 No, Why?
e |s there screening and counseling service for 01 Yes
risky b_ehawour like smoking, alcohol use, khat 02 No, Why?
use, violence?)
: . 01 Yes
¢ Isthe information secured/does anyone except
the respected professional, not access it? 02 No; Why?
o Are there appropriate and sufficient drug supplies 01 ves
in the institution? 02 No; Why?
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ANNEXURE U: Data collection tool for a focus group

What questions are asked in the focus groups?

Questions asked in the focus groups can be changed to suit the specific conditions in which the research
takes place.

Title: Evaluation for health care services for young people in East Gojjam Zone, Ethiopia

Question 1

Facilitator asks: "What youth health services are available to young people here? Can you list all of them?"
goy 9o 9 Ly HPMMPF MG AIATIATAPTAMETITA? HCHS

Question 2
Facilitator asks: "Have you ever heard of youth peoplewho has had a health problem for which they
could not get help? Can you tell the group more about that situation?"

PMATIACIDATFOLMST ATHLATFOMHTT PRPA? NALLF DAL LTS/ PNLS

Question 3
Facilitator asks: "Coming to your own experiences, have you ever had a problem that you found you
could not get help for?" why?

NAPFATR ENMIATFPMGTTFICTINIPFHLE FNPTTFPCHM PM PA?ATY?

Question 4

Facilitator asks: "Can you think back to the last time you used the health service and can you tell the
group what you liked and what you did not like about the service you received?"

NHUNEF LT FHPMT AT TANNMNAATIA e RNTATOD LS FITICATND -

PLAL IO TDL I PAMLESFIANTL FANAT PN 8-

Question 5
Facilitator asks: "If you could not receive whatever you wanted at the health institution what you
would like to have on offer?"

NMS+ELMTAYTE LT FPMLATFTFPMTAIA AT TN TLEAIN?

Question 6
Facilitator asks: "How would you like these services to be offered?
ATHUATA A BTN IMANNAM-L2 D8 A?
*  What opening times would you prefer?
e AT R TWETNADLARCMA?
* How would a perfect service be organised, one service per day or everything on the same
day?
+ MEPMTATIATIARTANMDATEFN LB LARIMA?
NeTATEAIATATDLNANPP FNHATATFTF?
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*  Where should the health institution be?

o PMAFTRMFLFHANNNNULFLADLMA?

* How would you like to be treated?"

o« NMT+RMFTNICIPANTATIATIT A8 LT TFLMESA?

Question 7: This is a ranking exercise on health services for youth.

The facilitator runs a priority ranking exercise with the groups. She or he explains that, while everything is
not always possible in reality, this exercise is to help health service managers decide which services must
be provided urgently, and which services can be introduced slowly or are not important for youth people’
health. The exercise consists of presenting to the group a series of statements or cards that give the names
of different kinds of services which are provided at that time or which could be provided in future.

Ask group members if they think there are any youth people’ health services which are very important
but which are not listed on the cards. If they mention any, write them down on extra blank cards in the
language of their choice.

The group is asked collectively to sort the cards into different piles, depending on the importance they
agree to assign to particular services. Such an exercise encourages participants to attend to one another
rather than to the group facilitator and compels them to explain their different perspectives.

After the most important service has been chosen, remove that card and then ask which service is the
next most important. This process is repeated until a list of priorities, ranging from the most to the least
important has been generated. Ideally, the discussion that takes place should be tape recorded and
transcribed. It is also vital to have careful notes taken either by a note-taker or by the facilitator involving
the participants in recording key issues on a flip chart.

Fill in the rankings that the group came up with after following the instructions for this exercise, using
the table in the questionnaire. Remember you will need a clean, new questionnaire for each group.

Question 8
Facilitator asks: "Are there any difficulties in this area which prevent youth from going to the health
service? If so, explain what these are."

OMFFPMTAIATRTAMNTTD LM +RMTATS LM P 2O FPF/FICTAN?NALHCHS

Question 9
Facilitator asks: "At the health service, if you have a question can you asks the health worker at the
health institution?"

NMS+EMTOMTATATNCTNTTTTALALAD PRATMPP/PAINPTIATEMERLLPEAPTING?

Question 10
Facilitator asks: "Are you involved at all in the running of the health service (such as on a health institution
committee, stakeholder)?"

POMFFMTAIAT AT INFANFN MG +RM TN NT D R+HIN LT LATEINC? (APAANNDIY £
NNAEZAANATTD.H.+)
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Question 11
Facilitator asks: "where and how can you lodge a complaint if you have one?"

POMFFIMTATAATNHIRANT$LFD LI ANTLPFATCPPTATATET/NTOTIRAN-PLCMINC?
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ANNEXURE V: An in-depth interview guide for young people

Title: Evaluation of reproductive health services utilisation and challenges among

young people in East Gojjam Zone, Ethiopia

INTRODUCTION

| am interested in learning about some of the health needs of young people living in your

community. | would like to ask your permission to ask you questions about:

General issues on

A

Perception on health service provision for young people.
Knowledge on health services for young people.
Attitude on health services and service providers for youth.

Knowledge about the challenges of health service provision for youth.

Specific issues on: Reproductive health service utilisation and the challenges

Your answers will be confidential.

The information will help us to identify the gaps with regard to the above issues and
how to best assist you as your youth age.

| expect our conversation to last about one hour. If you feel that there are related
issues that are relevant and important, you are most welcome to raise these issues.
The interview will be taped and transcribed at a later stage for analysis. Only

members of the evaluation team will have access to this material.
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General questions

10.

11.

12.
13.

Age

Gender

Have you ever visited a health service because you had concerns about your health?
[behaviour]

What was the reason for you to go there? (If you do not want to tell, please do not!)
[attitude]

How were you treated by the health service provider? [social influence]

Sexual and Reproductive Health (SRH) service utilisation

Do you think it is possible for youth people to abstain? Why (not)?

Up to when should youth people abstain from sexual intercourse? Why?

What do you know about an age limit for marriage for male and female? Why not be
before or later?

Can you describe personal cares to be taken during menstrual period? What is the
reason for doing so?

Would you explain about early marriage? What advantages and disadvantages does
it have?

What do you perceive about sexual behaviour? (age of initiation, where, when, with
whom)

I’m not sure | understand what you’re saying on peer influence. Is there anything else
to say?

What do you know about and how do you perceive on HIV and other STI
transmissions? How did you hear about?

Would you say something about parental monitoring on SRH issues? (How would
they respond if they knew that you visit the SRH services?

Can you describe uses, types when they are preferred and disadvantages of
contraceptive methods? What myths are there related to them?

Do you know about safe abortion? Do you believe it is essential? If no, why not? If
yes, When?

Can you describe any gender-based violence related to SRH services?

Do you know places where you can obtain SRH service? Do you expect good

services from them? Why (not)?
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14. To what extent are you able to make your own decision to go to a health service
provider or not?

15. Can you describe what you do when your friends or parents discourage you to go
there?

16. Can you say how discussion with partner on SRH issues is important?

17. Can you say youth people utilise SRH services well?

18. What do you think of the quality of health services in health institutions? Are the care

providers friendly to you?

Probe — Do they ensure confidentiality for you? Do you feel judged? Is it affordable? Is it

accessible? Etc.

B. Behavioural health and substance use

19. What do you think about substance use and health (Khat, Hashish, cigarette or
tobacco, Alcohol, Drug etc.)

20.  Why youth engage to the use of substances?

21. What do you perceive health institutions & service providers do regarding
behavioural health and substance use?

22.  Canyou say peers influence behavioural health and substance use? How?

23. Do you think any linkage between behavioural health and substance with SRH? If

yes, How?

Thank you for your patient participation!!!
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ANNEXURE W: Institutional observation checklist

Title: Evaluation of reproductive health services for young people in East Gojjam
Zone, Ethiopia

A TABLE FOR SHOWING GLOBAL STANDARDS FOR QUALITY HEALTH CARE
SERVICES FOR YOUNG PEOPLE

No

Input
Input criteria Output criteria

Yes

No

Young people’
health literacy

Standard 1. The health facility implements systems to ensure that
young people are knowledgeable about their own health, and they
know where and when to obtain health services.

Community Standard 2. The health facility implements systems to ensure that

support parents, guardians and other community members and community
organisations recognize the value of providing health services to
young people and support such provision and the utilisation of
services by young people.

Appropriate Standard 3. The health facility provides a package of information,

package of counselling, diagnostic, treatment and care services that fulfils the

services needs of all young people. Services are provided in the facility and
through referral linkages and outreach.

Providers’ Standard 4. Health care providers demonstrate the technical

competencies

competence required to provide effective health services to young
people. Both health care providers and support staff respect, protect
and fulfil young people’ rights to information, privacy, confidentiality,
non- discrimination, non-judgmental attitude and respect.

Facility Standard 5. The health facility has convenient operating hours, a

characteristics| welcoming and clean environment and maintains privacy and
confidentiality. It has the equipment, medicines, supplies and
technology needed to ensure effective service provision to young
people.

Equity and Standard 6. The health facility provides quality services to all young

non- people irrespective of their ability to pay, age, sex, marital status,

discrimination

education level, sexual orientation or other

characteristics.

ethnic origin,

Data and Standard 7. The health facility collects, analyses and uses data on
quality service utilisation and quality of care, disaggregated by age and
improvement | sex, to support quality improvement. Health facility staff is

supported to participate in continuous quality improvement.

Young people’
participation

Standard 8. Young people are involved in the planning, monitoring
and evaluation of health services and in decisions regarding their
own care, as well as in certain appropriate aspects of service
provision.
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Measurable criteria of Standard 1

available, when they are available and how to access them.

Input
No Yes | No
Input criteria Output criteria

1. | Operating hours are indicated on the health facility's signboard.

2. | In the waiting area, the health facility has the latest information, training and
communication materials specially designed for young people.

3. | Providers of health-related services have the skills to deliver health education
to young people and to communicate he information. (including health, and
other services).

4. | Outreach workers got training to educate young people.

5. | There is outreach plan in the facility to promote young people
Process criteria

6. | Health care professionals offer age and developmental health education and
guidance to young people and make sure they know where health, social and
other services are available.

7. | Health facilities carry-out outreach activities to improve youth health and
increase service utilisation by young people
Output criteria

8. | Youth are conscious about services

9. | Young people know what health services are available, where they are
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Measurable criteria of Standard 2

Input
No Yes | No
Input criteria Output criteria

10. | Health care providers have the skills and resources to talk to parents,
guardians, other community members and organisations about the
importance of providing health care services to young people.

11. | Health facility has an active list of agencies with which it collaborates to boost
community support for young people.

12. | Outreach activities and/or outreach worker involvement are planned to boost
gatekeeper support for young people’s use of services,

Process criteria

13. | Process criteria are met. Health facility partners with young people,
gatekeepers and community organisations to create health education and
communication strategies and materials that focus on behaviour and plan
service delivery.

14. | Parents/guardians who visit the health facilty are informed about the
importance of youth health service.

15. | Health care providers share information about youth health services with
parents and teachers during school meetings.

16. | Health care professionals and/or outreach staff disseminate information to
young people and other community members regarding the importance of
health services to young people.

Output criteria
17. | Gatekeepers and community groups promote the delivery and use of health

services by young people.
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Measurable criteria of Standard 3

No

Input

Input criteria Output criteria

Yes

No

18. | There are policies in place that set out what kind of health information,
advice, tests, treatments, and care services are needed and can be
provided.

Health facilities have policies and procedures that determine which health
services are offered in the facility and which are offered in community
settings like schools.

19. | There are policies and processes in place that the referral system for both
in-house and out-of-house services, including transitional care for young with
the chronic conditions.

20. | Process criteria
In accordance with policies and practices, health care providers deliver the
necessary suite of the information, counselling, diagnostics, treatments and
care in facilities and community settings.

21. | Service providers ensure that young people are referred to the appropriate
services and level of care in accordance with local regulations and practices,
and adhere to transition care policies.

22.| Output
The health facility offers a comprehensive range of health services to meet
the requirements of all young people, both with the facility itself and/or
through referrals and outreach.

23. | There are policies in place that set out what kind of health information,

advice, tests, treatments, and care services are needed and can be
provided.
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Measurable criteria of Standard 4

No

Input

Input criteria Output criteria

Yes

No

24,

Providers and personnel with the profile requirements are already in place.

25.

Providers of health-related services possess the necessary technical
capabilities to deliver the desired set of services.

26.

Providers of health care services have been sensitised to the importance of
safeguarding the rights of the young persons’ access to data, privacy, and
confidentiality, as well as the health care they receive in a courteous,
nonjudgmental, and non-racist manner.

27.

The health facility clearly outlines the responsibilities of providers and the
rights of young people.

28.

As part of the service package, decision support tools (guidelines, protocols,
algorithms) address clinical care topics.

29.

A supportive oversight framework is implemented to enhance the
performance of health care providers.

30.

In order to guarantee lifelong learning, a continuum of professional training
programme is implemented, which includes a component for adolescent
health care.

Process criteria

31.

A continuum of professional training programme with young people’s health-
related component is implemented to guarantee lifelong learning.

32.

Providers and support staff interact with young people in a positive manner
and respect their privacy, confidentiality, rights, non-discriminatory
treatment, and care.

Output criteria

33.

Health care providers and support staff communicate with youth in a positive
manner and respect their privacy, confidentiality, data protection, non-
discrimination, and treatment rights.

34.

The services provided to young people are provided in an open, welcoming,
and respectful manner that is non-discriminatory and non-judgmental, and
they are aware of their health care rights.

35.

Young people are given accurate, age-appropriate and clear information so
they can make an informed decision.
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Measurable criteria of Standard 5

No

Input

Input criteria Output criteria

Yes

No

36.

A policy is in place, including a shared responsibility between providers and
support staff, to foster a hospitable and clean atmosphere, shorten waiting
times, and offer flexible operating hours and scheduling of appointments.

37.

The facility is equipped with essential services such as electricity, water,
hygiene and waste disposal.

38.

Privacy policies and procedures are in place to protect the personal and
confidential data of young people. Health care workers and support staff are
aware of these policies and procedures, and they know their roles and
responsibilities.

39.

A procurement and inventory management system are in place for the drugs
and supplies needed to provide the package of services.

40.

There's a system in place for getting the equipment, keeping track of it,
keeping it clean and making sure it's used safely to provide the services you
need.

Process criteria

41.

With or without an appointment, Health care providers offer consultations at
a time that is convenient for young people in your locality.

42.

Providers of health care and support personnel shall adhere to policies and
procedures designed to safeguard the privacy and confidential information
of Young people.

43.

Medications and supplies are available in sufficient amounts without
shortages (stocks) and are used in a proportionate manner.

44.

The tools needed to deliver the right package to young people are in place,
functional and used in the right way.

Output criteria

45.

The health facility has easy-to-use hours, scheduling and waiting times that
are kept to a minimum.

46.

The overall atmosphere of the health facility is warm and inviting.

47.

At every step of the consultation process, young people get private and
confidential health care.

The facility is equipped with the necessary tools, pharmaceuticals,
equipment and technology to provide the necessary services to young
people.

48.

A policy is in place, including a shared responsibility between providers and
support staff, to foster a hospitable and clean atmosphere, shorten waiting
times, and offer flexible operating hours and scheduling of appointments.
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Measurable criteria of Standard 6

Input

No Yes | No
Input criteria Output criteria

49. | Facility policies and procedures specify that facility personnel must provide
services to all young people regardless of their financial capacity, age,
gender, marital status, educational background, racial/ethnic origin, sexual
orientation or any other characteristic.

50.| For services that are offered for free or at an affordable price, there are
policies and procedures in place.

51.| Providers and support staff are familiar with the policies and procedures
mentioned above and know how to apply them.

52.| The health facility’s political promise to treat all young people equally and to
take corrective measures when needed is reflected in the facility.

53.| Health care professionals are familiar with the groups of young people at risk
in their local community (ies).
Process criteria

54.| Health care professionals and support staff show the same welcoming,
nonjudgmental, and respectful attitude towards all young people, ho matter
their age, gender, marital status, sexuality, culture, ethnicity, disability or any
other.

55.| Providers of health care services do not discriminate against any group of
young people, in accordance with relevant laws and regulations.

56.| The health facility engages vulnerable groups of young people in the
planning, monitoring and assessment of health services, and in certain
aspects of the provision of health services.
Output criteria

57.| Regardless of income, age, gender, marital status, educational background,
ethnic background, sexual orientation or any other characteristic, all young
people experience similar levels of care.

58.| Young people who are in vulnerable situations are involved in helping to

plan, track and assess health care, as well as some other parts of health
services.
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Measurable criteria of Standard 7

No

Input

Input criteria Output criteria

Yes

No

A system is implemented to facilitate the collection of data on service

59. utilisation that is broken down by age, gender and other relevant socio-
demographic profiles.
50 Health care providers receive training on data collection and analysis to
’ support quality improvement efforts. .
61 There are tools and systems in place to self-monitor the quality of youth
' health services
62 There are also follow-up mechanisms to link support supervision with areas
' of improvement identified during standardisation.
63 There are also systems in place to reward and recognise exceptional health
' care professionals and support staff.
Process criteria
64 The health facility also collects age and gender-based data on service use
' and performs periodic self-assessment of quality.
65 Health care providers and staff use data on how often services are used and
' how well care is done to plan and put into action quality improvement plans.
66 Providers and support staff receive on-the-job training in areas identified by
' self-assessment.
67 Individuals who demonstrate excellence are acknowledged and rewarded
' accordingly.
Output criteria
68 In its reports to districts, the facility provides data on the cause-specific use
' of services by young people, aggregated by age and gender.
69. The focus of the facility’s quality of care reports to districts is on youth.
0. Health facility personnel experience a sense of empowerment from their

supervisors and a drive to meet the requirements of the standards.
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Measurable criteria of Standard 8

No [Input

o o Yes | No
Input criteria Output criteria

71. | The governance of the facility involves the involvement of young people.

72. | A policy is in place to involve young people in the planning, supervision and
evaluation of services.

73. | Youth are well-versed in the laws and regulations that help them make wise
choices, and they understand the process of giving consent is made clear in
the policies and procedures of the facility, which are in line with the law.
Process criteria

74. | Youth are familiar with the laws and regulations that assist them in making
informed choices, and the consent process is clearly outlined in the facility’s
policies and procedures, in accordance with the relevant laws and
regulations.

75. | Health care professionals give clear and specific details about what the
illness is and what treatment options there are, and they take into account
the teen's decision on what to do next.

76. | The health facility undertakes activities to develop the skills of young people
in certain areas of health-related services.

Output criteria

77. | Health services are planned, monitored and evaluated by young people.

78. | Young people are actively involved in making choices about their own care.
79. | There are several ways in which youth are involved in the service delivery.

Source

Nair, M, Baltag, V, Bose, K, Boschi-Pinto, C, Lambrechts, T & Mathai, M. 2015. Improving the
quality of healthcare services for Young people globally: a standards-driven approach. J Adol
Health, 57:288-98.

WHO. 2015. UNAIDS. Global standards for quality healthcare services for young people. A guide

to implement a standards-driven approach to improve the quality of healthcare services for Youth.
Volume 1: Standards and criteria.
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ANNEXURE X: Moderator’ s agreement

Research Title: Evaluation of health services for young people in East Gojjam Zone,
Ethiopia

Principal Investigator: Gizew Damtie Demeke Supervisor: Prof MG Makua
(hereafter referred to as the researchers)

and

Tesfa Birlew Tsegaye (MSc in Epidemiology)

(hereafter referred to as the counsellour)

hereby agreed and declared by and between the parties as follows:

The moderator should:

e Sets up equipment, arranges refreshments and organises the interview room.

e Welcomes the participants as they arrive and hands out honorariums.

e During the interview monitors equipment, welcomes late-comers and resolves
interruptions.

e Oversees data gathering by being non-judgmental.

e Facilitates the discussion /encourages interaction among group members, ensures
all people participate.

¢ Regulates any overly dominant group members.

e Thanks participants.

Takes notes throughout the discussion for the purpose of debriefing (as negotiated with
the moderator).

Debriefs the session after the interview/summarises points made by group members.

Transcribes and analyses interview data.
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The researcher should:

Provide equipment required and pay the agreed payment (500ETB per group) timely
Tesfa Birlew Tsegaye Gizew Damtie Demeke

Moderator’s print name  Research’s printed name

- | _ —77>7> e

Signature Signature
Date:
6/22/2022 6/22/2022
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ANNEXURE Y: Transcription and translation agreement

Research Title: Evaluation of reproductive health services utilisation and

challenges among young people in East Gojjam Zone, Ethiopia

Transcription and translation agreement between

Principal Investigator: Gizew Damtie Demeke Supervisor: Prof MG Makua

(hereafter referred to as the researchers)

and

Dr Mekonnen Esubalew Tariku

(hereafter referred to as the transcriber and translator)

hereby agreed and declared by and between the parties as follows:

The principal investigator agrees to pay 500 birr per page timely for translation and

transcription of the research data for research title specified above.

The transcriber and translator agree to:

e keep all research data that is shared with him (e.g. audio or video recordings,
DVDs/CDs, transcripts, data, etc.) confidential by not discussing or sharing this
information verbally or in any format with anyone other than the principal investigator
of this study;

e ensure these curity of research data (e.g. audio or video recordings, DVDs/CDs,

transcripts, data etc.) while it is in the researchers’ possession.

This includes:

e using closed headphones when transcribing audio taped interviews
e keeping all transcript documents and digitised interviews on a password protected

computer with password-protected files
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e closing any transcription programmes and documents when temporarily away from
the computer

e Kkeeping any printed transcripts in a secure location such as a locked file cabinet

e permanently deleting any digital communication containing the data

e not make copies of research data (e.g. audio or video recordings, DVDs/CDs,
transcripts, data, etc.) unless specifically instructed to do so by the principal
investigator; give all research data (e.g. audio or video recordings, DVDs/CDs,
transcripts, data, etc.) and research participant information, back to the principal
investigator upon completion of the duties as a transcriber and translator

e after discussing it with the principal investigator, erase or destroy all research data
(e.g. audio or video recordings, DVDs/CDs, transcripts, data, etc.) that cannot be
returned to the principal investigator upon completion of the duties as a transcriber

and translator

|z

Dr Mekonnen Esubalew Tariku mekesu655@yahoo.com +251911932655
Transcriber and translator’s print name Email Phone
Signature

Date: 11/05/2020

ol

Gizew Damitie Demeke gizew2009@yahoo.com +251913557200
Principal investigator’s print name Email Phone
Signature

Date: 11/05/2020
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ANNEXURE Z: Data collector’s agreement

*

Appendix 7f

Data Collector Confidentiality Agreement

Research Title: Evaluation of reproductive health services utilization and challenges among
youths in East Gojjam Zone, Ethiopia

This agreement is committed to the collection of high-quality, independent, and unbiased data. This Code
of Conduct and Assurance of Confidentiality defines the principles that are at thefoundation of our data
collection. By following these principles, the agreement assures clients, researchers, health educators
and health policy makers that they can have confidencein the data that have been collected.

The basic principles guiding data collection are:

1. Ethics

All respondents that participate in our studies are to be provided with the information about the

basic elements of a study asset forth in survey materials.

Respondents are to be treated with respect and their concerns are to be addressed promptly,

openly, and courteously.

Data Collectors are to maintain high standards of personal conduct and perform theirjob in a

manner which will not harm, humiliate, or mislead respondents.

Data Collectors have an obligation to submit time information that accurately reflects the work

performed.

I1. Work Style by &

Data Collectors are to follow the study protocol and procedures as specified in the study
manual, at training, and in post-training memos.

Data Collectors are to perform work that conforms to the quality requirements for thestudy.

Data Collectors are to perform their work as effectively as possible and in such a waythat
meets the goals set for the study.

Data Collectors are to accept responsibility for the quality of the data they collect andthe work
they complete.

Data Collectors are to demonstrate commitment, initiative, consistency, and organization in
their approach to the work.

Data Collectors are to display a professional attitude during the conduct of their work.

Data Collectors are to communicate professionally and effectively with clients, respondents,
and other employees.

Data Collectors are to work effectively with the project team.

If at any time Data Collectors have questions or concerns, they should immediately contact
their supervisor. o
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I1L. Confidentiality

A. Policy on Confidentiality of Survey Data

The agreement is firmly committed to the principle that the privacy of respondents and the
confidentiality of individual data obtained through the completion of the study surveys must be
protected. This principle holds whether or not any specific guarantee of confidentiality was given at the
time of data collection, and whether or not there are specific contractual obligations to the client. When
guarantees have been given or contractual obligationsregarding confidentiality have been entered into,
they may impose additional requirements, which are to be adhered to strictly.

B. Protecting the Privacy and Rights of Survey Participants

Successful survey research depends upon the cooperation of respondents. Data Collectors are
expected t6"gain cooperation using the methods described at training sessions or by their supervisor.
Data Collectors are aiso expected to respect the privacy of respondents and must notengage in any
selling or promotion of products or services or in any other activity unrelated to the survey.

C. Procedures for Maintaining Confidentiality

1. The researcher and Data Collectors shall sign this Confidentiality Agreement.

2. Data Collectors shall keep completely confidential the names and addresses of
respondents, all information or opinions collected in the course of the interviews, andany
information learned incidentally about individual respondents, responding crganizations, or

> the places and organizatica where respondents work and live. Data Collectors shall exercise
care to prevent access by others to survey data.

Unless specifically instructed otherwise for a particular study, the Data Collector, upon
encountering a respondent or information pertaining to a respondent that s/he knows
personally, shall immediately terminate the activity and contact his/her supervisor for
instructions.

(%}

A/mﬁakaxy (e dakn V\IA//man lrinesd Dowmra Deomeke

Data collector’'s Print Name Research’s Wme

ek ‘//

Signature Researcher's Signature
é:l'zafz O R2 Qo /20 22
Date Date
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II1. Confidentiality

A. Policy on Confidentiality of Survey Data

The agreement is firmly committed to the principle that the privacy of respondents and the
confidentiality of individual data obtained through the compietion of the study surveys must be
protected. This principle holds whether or not any specific guarantee of confidentiality was given at the
time of data collection, and whether or not there are specific contractual obligations to the client. When
guarantees have been given or contractual obligationsregarding confidentiality have been entered into,
they may impose additional requirements, which are to be adhered to strictly.

B. Protecting the Privacy and Rights of Survey Participants

Successful survey research depends upon the cooperation of respondents. Data Collectors are
expected to gain cooperation using the methods described at training sessions or by their supervisor,
Data Collectors are also expected to respect the privacy of respondents and must notengage in any
selling or promotion of products or services or in any other activity unrelated to the survey.

C. Procedures for Maintaining Confidentiality

l. The researcher and Data Collectors shall sign this Confidentiality Agreement.

2. Data Collectors shall keep completely confidential the names and addresses of
respondents, all information or opinions collected in the course of the interviews, andany
information learned incidentally about individual respondents, responding organizations, or
the places and organization where responden‘s work and live. Data Collectors shal'exercise
care to prevent access by others to survey data.

3. Unless specifically instructed otherwise for a particular study, the Data Collector, upon
encountering a respondent or information pertaining to a respondent that sthe knows
personally, shall immediately terminate the activity and contact his/her supervisor for
instructions,

grm Ya s Aﬂdﬂr‘ii&/ imende 6/7 %200 |Dav e D(chrzl&l

Data collec?r”s Pg‘n’ Name Research 'w Name

/ / 7 V4
Signature Researcher's Signature
ﬂéZZQZ’LO'L\/ 42&9[101)'
Date Date
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I11. Confidentiality

A. Policy on Confidentiality of Survey Data

The agreement is firmly committed to the principle that the privacy of respondents and the
confidentiality of individual data obtained through the completion of the study surveys must be
protected. This principle holds whether or not any specific guarantee of confidentiality was given at the
time of data collection, and whether or not there are specific contractual obligations to the client. When
guarantees have been given or contractual obligationsregarding confidentiality have been entered into,
they may impose additional requirements, which are to be adhered to strictly.

B. Protecting the Privacy and Rights of Survey Participants

Successful_survey research depends upon the cooberation of respondents. Data Collectors are
expected to gain cooperation using the methods described at training sessions or by their supervisor.
Data Collectors are also expected to respect the privacy of respondents and must notengage in any
selling or promation of products or services or in any other activity unrelated to the survey.

C. Procedures for Main;aining Confidentiality

1. The researcher and Data Collectors shall sign this Confidentiality Agreement.

2. Data Collectors shall keep completely confidential the names and addresses of
respondents, all information or opinions collected in the course of the interviews, and any
information learned incidentally about individual respondents, responding organizations, or
the places and organization where respondents work and live. Data Collectors shall exercise
care to prevent access by others to survey data.

Unless specifically instructed otherwise for a particular study, the Data Collector, upon
encountering a respondent or information pertaining to a respondent that s/he knows
personally, shall immediately terminate the activity and contact his/her supervisor for
instructions.

(5]

sl kefale Minede — [ridewPorne Dppakeo

Name

Data collétor’s Print Name Research’s Print

Signature Researcher’s Signature

A h[}\ 2 2 B o 4'2 0/ 2627
CM)’C (h,}\)\”‘/\) Date

Date
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I11. Confidentiality

A. Policy on Confidentiality of Survey Data

The agreement is firmly committed to the principle that the privacy of respondents and the
confidentiality of individual data obtained through the completion of the study surveys must be
protected. This principle holds whether or not any specific guarantee of confidentiality was given at the
time of data collection, and whether or not there are specific contractual obligations to the client. When
guarantees have been given or contractual obligationsregarding confidentiality have been entered into,
they may impose additional requirements, which are to be adhered to strictly.

B. Protecting the Privacy and Rights of Survey Participants

Successful.survey research depends upon the cooperation of respondents. Data Collectors are
expected to gain cooperation using the methods described at training sessions or by their supervisor.
Data Collectors are also expected to respect the privacy of respondents and must notengage in any
selling or promotion of products or services or in any other activity unrelated to the survey.

C. Procedures for Main}ainlng Confidentiality

1. The researcher and Data Collectors shall sign this Confidentiality Agreement.

2. Data Collectors shall keep completely confidential the names and addresses of
respondents, all information or opinions collected in the course of the interviews, andany
information learned incidentally about individual respondents, responding organizations, or
the places and organization where respondents work and live. Data Collectors shall exercise
care to prevent access by others to survey data.

3. Unless specifically instructed otherwise for a particular study, the Data Collector, upon
encountering a respondent or information pertaining to a respondent that s/he knows
personally, shall immediately terminate the activity and contact his/her supervisor for
instructions.

tampy Tiosv (rinos [lodvs

Daté collector's Print Name Research %ed Name
Signature Researcher's Signature

0/ /90/p 022 é{w/'z,o 2
Date Date

(Bse i Nasrsinsg)
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III. Confidentiality

A. Policy on Confidentiality of Survey Data

guarantees have been given or contractual obligationsregarding confidentiality have been entered into,
they may impose additional requirements, which are to be adhered to strictly,

B. Protecting the Privacy and Rights of Survey Participants

Successful survey research depends upon the cooperation of respondents. Data Collectors are
€xpected to gain cooperation using the methods described at training sessions or by their supervisor.
Data Collectors are also expected to respect the privacy of respondents and must notengage in any
selling or promotion of products or services or in any other activity unrelated to the survey.

C. Procedures for Maintaining Confidentiality

I. The researcher and Data Collectors shall sign this Confidentiality Agreement.
2. Data Collectors shall keep completely confidential the names and addresses of

care to prevent access by others to survey data.

3. Unless specifically instructed otherwise for a particular study, the Data Collector, upon
encountering a respondent or information pertaining to a respondent that s/he knows
personally, shall immediately terminate the activity and contact histher supervisor for

instructions.
2. ¢ : 61
7 lelrk da ‘3.0 Z da-h e Dese o
Data co, GE% Print Name Research’s Printed Name
Signature Researcher' Signature
oL { 2 :ﬂg ff/Z o 0 04 Z 7 QZ o
Date Date
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I11. Confidentiality

A. Policy on Confidentiality of Survey Data

The agreement is firmly committed to the principle that the privacy of respondents and the
confidentiality of individual data obtained through the completion of the study surveys must be
protected. This principle holds whether or not any specific guarantee of confidentiality was given at the
time of data collection, and whether or not there are specific contractual obligations to the client. When
guarantees have been given or contractual obligationsregarding confidentiality have been entered into,
they may impose additional requirements, which are to be adhered to strictly.

B. Protecting the Privacy and Rights of Survey Participants

Successful_survey research depends upon the cooperation of respondents. Data Collectors are
expected to gain cooperation using the methods described at training sessions or by their supervisor.
Data Collectors are also expected to respect the privacy of respondents and must notengage in any
selling or promotion of products or services or in any other activity unrelated to the survey.

C. Procedures for Main}aining Confidentiality

I. The researcher and Data Collectors shall sign this Confidentiality Agreement.

2. Data Collectors shall keep completely confidential the names and addresses of
respondents, all information or opinions collected in the course of the interviews, andany
information learned incidentally about individual respondents, responding organizations, or
the places and organization where respondents work and love. Data Collectors shall exercise
care to prevent access by others to survey data.

3. Unless specifically instructed otherwise for a particular study, the Data Collector, upon
encountering a respondent or information pertaining to a respondent that s/he knows
personally, shall immediately terminate the activity and contact his/her supervisor for
instructions.

S; Zeg‘é ) BQZ!Z Un &z 3240 )i \‘Z)pym?iﬁ

Data :@:’s Print Name Research’s ;ﬂi Name
/

- 7
Signature Researchgr’s Signature

D_L/_"L_L”,LZL”LL ﬂJ:,Lw,L’LO 2
Date Date
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I11. Confidentiality

A. Policy on Confidentiality of Survey Data

The agreement is firmly committed to the principle that the privacy of respondents and the
confidentiality of individual data obtained through the completion of the study surveys must be
protected. This principle holds whether or not any specific guarantee of confidentiality was given at the
time of data collection, and whether or not there are specific contractual obligations to the client. When
guarantees have been given or contractual obligationsregarding confidentiality have been entered into,
they may impose additicnal requirements, which are to be adhered to strictly.

B. Protecting the Privacy and Rights of Survey Participants

Successful.survey research depends upon the cooperation of respondents. Data Collectors are
expected to gain cooperation using the methods described at training sessions or by their supervisor.
Data Collectors are also expected to respect the privacy of respondents and must notengage in any
selling or promotion of products or services or in any other activity unrelated to the survey.

C. Procedures for Main;aining Confidentiality

1. The researcher and Data Collectors shall sign this Confidentiality Agreement.

2. Data Collectors shall keep completely confidential the names and addresses of
respondents, all information or opinions collected in the course of the interviews, andany
information learned incidentally about individual respondents, responding organizations, or
the places and organization where respondents work and live. Data Collectors shall exercise
care to prevent access by others to survey data.

Unless specifically instructed otherwise for a particular study, the Data Collector, upon
encountering a respondent or information pertaining to a respondent that s/he knows
personally, shall immediately terminate the activity and contact his/her supervisor for

wd

instructions.
’TTrDurorK Y{V\Q-SU o=
Data collector’s Print Name Research’s /Pﬂ Name
Signature Researcher’s Signature
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I11. Confidentiality

A. Policy on Confidentiality of Survey Data

The agreement is firmly committed to the principle that the privacy of respondents and the
confidentiality of individual data obtained through the completion of the study surveys must be
protected. This principle holds whether or not any specific guarantee of confidentiality was given at the
time of data collection, and whether or not there are specific contractual obligations to the client. When
guarantees have been given or contractual obligationsregarding confidentiality have been entered into,
they may impose additional requirements, which are to be adhered to strictly.

B. Protectigg the Privacy and Rights of Survey Participants

Successful survey research depends upon the cooperation of respondents. Data Collectors are
expected to gain cooperation using the methods described at training sessions or by their supervisor.
Data Collectors are also expected to respect the privacy of respondents and must notengage in any
selling or promotion of products or services or in any other activity unrelated to the survey.

C. Procedures for Maintaining Confidentiality

1. The researcher and Data Collectors shall sign this Confidentiality Agreement.

2. Data Collectors shall keep completely confidential the names and addresses of
respondents, all information or opinions collected in the course of the interviews, andany
information learned incidentally about individual respondents, responding organizations, or
the places and organization where respondents work and live. Data Collectors shall exercise
care to prevent access by others to survey data.

3. Unless specifically instructed otherwise for a particular study, the Data Collector, upon
encountering a respondent or information pertaining to a respondent that s/he knows
personally, shall immediately terminate the activity and contact his/her supervisor for
instructions.
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ANNEXURE AA: CRONBACH’ S TEST (CONSISTENCY TEST FOR QUESTIONS
MEASURING AGREEMENT LEVEL)

Reliability

Scale: ALL VARIABLES IN Section 301-308

Case Processing Summary

N %
Cases Valid 418 100.0
Excluded? 0 .0
Total 418 100.0

a. Listwise deletion based on all variables in the procedure.

Reliability Statistics

Cronbach's Alpha Cronbach's A_Ipha Based on N of Items
Standardised Items
.823 .816 8
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ANNEXURE BB: Part of FGD transcript

Question 1

Facilitator asks: "What youth health services are available to young people here? Can

you list all of them?"

P2: Thanks for the chance given to me. Eh.....from the services which have been to the
young people include: first HIV/AIDS counselling and testing, second, family planning

service.

Facilitator: Thanks. What about others?

P1: in addition, follow up services are given.

P4: Thank you for the chance given to me. Ummm... First family planning, u... HIV/IDS
prevention; how to prevent and treat, the other, treatment services irrespective of the
ages, antennal follow-up care for pregnant.

P6: STI prevention and treatment services have been given.

Question 2

Facilitator asks: "Have you ever heard of youth people who has had a health problem

for which they could not get help? Can you tell the group more about that situation?"

P8: Ok, I know those who did not receive treatment service for their diseases for example,
kidney infection, STI and HIV/IDS, and these might be because of lots of factors such as
accessibility of the institutions, lack of appropriate professionals, materials and
equipment’s, cost of the service, ethical discipline of the health staff.

P3 Yes, | know some young people. This was because of transport access to their
villages.

P9: Yes, | know and it was because of shortage of drug availability, incontinent service
delivery time or they close the office earlier and due to frequent meetings during the work

time.

254



Question 3

Facilitator asks: "Coming to your own experiences, have you ever had a problem that

you found you could not get help for?" why?

P5: Yes, | faced the problem. This was due to the institutional incompleteness in

professionals, equipment and materials.

Facilitator: What do you add on what your friend said? Or if you have any additional

response?

P7: Yes, | have also faced the problem and it was because of poor documentation system
that they said me that they could not find my previous ID number. They did not have
computerised system. Actually, | also lost as well as forgot it and | did not have it when |

went there.

Facilitator: Do you have any other response?

P4: | also have faced a challenge. One time, | have been ordered to buy drug outside
institution and it was not there. The second time, the service was not there so that | have

been referee to regional referral hospital for cervical cancer screening.

Question 4

Facilitator asks: "Can you think back to the last time you used the health service and
can you tell the group what you liked and what you did not like about the service you
received?"

P5 ok...,I did get a service | disliked. There was voluntariness problem to briefly discuss
the problem | faced. They were not ethical to politely communicate me. They were not

happier to approach me brotherly and treat kindly.
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Facilitator: ok...what others else?

P7: 1 have got the drug ordered to me. This made me happier. Otherwise, there was
politeness problem, undermining me and their face was not inviting me to discuss more.
P1: what | liked was their approach. They greet me well. Asked me why | went there.
However, there was timing problem in the hospital. They did not come to their room for 1
working hour past.

P3: | have seen good actions they took like arranging us in the order of coming. The
admin staff were cooperative in locating the different rooms where | did pay for card and
buy drugs. In contrast, the physician annoyed me that she did not keep my privacy during
the counselling and examination phase. She did not concern with what she did. It made
me psychologically disturbed and | was in doubt that she supported me and | had been
cured.

P6: Misdiagnosis was the critical problem | have encountered and what | disliked more.
The examiner told me that | was positive for pregnancy test. However, | did not have any
sexual contact before. | reacted annoyingly and he was not ready to accept my defence.
| appealed to the medical director and he came soon to him. They discussed on it. Finally,
the second test was done. It was negative. After that time, | did not go to that hospital. |
hate it.

P2: | received wrong drugs which was not useful for my case. | have looked the name
was “Paracetamol” written on the prescription paper. The pharmacist gave me
ciprofloxacin. | told her as the drug was paracetamol and the one she gave me was not

correct. She saw the prescription. She admitted her mistake and asked an excuse.

Question 5

Facilitator asks:" If you could not receive whatever you wanted at the health institution

what you would like to have on offer?"

P8: ok. E....1%, the institution should be accessible round. Then, complete material and
equipment’s should be in it. Standardised, professional, ethical service should be
delivered.

P1. Ok. | want the service to be done with clean equipment, fast and timely; quality
procedures. There should be equal treatment with no discrimination with language and

religion.
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P7. There should be health education on how to take drugs, substance abuses,
psychological assistance.
P2: The institution should have referral system. There should be its own ambulance or

transport system. There should be enough drug supply in type and quantity.

Question 6

Facilitator asks: "How would you like these services to be offered?

* What opening times would you prefer?
P9: 24 hours. With staff shifts in order not make the staff overburdened.

P3: The whole day. We do not know when we feel sick.

+ How would a perfect service be organised, one service per day or everything on the
same day?

P4: well, it depends on the type of cases and available services. If rare, it might be once

a day. But frequent cases should not be limited.

P5: no, we should not limit it. Because we cannot plan on problems and demands for

health seeking behaviour.

*  Where should the health institution be?

P1: Emmm... it should be where there is high population.

P8: | agree on her answer. Additionally, it should be in areas where there is more cases
like desert areas.

P5: it should be near the transport road. It should not be in areas where public health

emergency like volcano, earthquake and fire is anticipated and frequent.

* How would you like to be treated?"
P6: Ok...safely, in ethical manner with full awareness about the services.
P9: With simple communication without frustration. There should be honest.

P1: With appropriate time without delay.
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Question 7: This is a ranking exercise on health services for youth.

The facilitator runs a priority ranking exercise with the groups. She or he explains that,
while everything is not always possible in reality, this exercise is to help health service
managers decide which services must be provided urgently, and which services can be
introduced slowly or are not important for youth people’ health. The exercise consists of
presenting to the group a series of statements or cards that give the names of different

kinds of services which are provided at that time or which could be provided in future.

Ask group members if they think there are any youth people’ health services which are
very important but which are not listed on the cards. If they mention any, write them down

on extra blank cards in the language of their choice.

The group is asked collectively to sort the cards into different piles, depending on the
importance they agree to assign to particular services. Such an exercise encourages
participants to attend to one another rather than to the group facilitator and compels them
to explain their different perspectives.

After the most important service has been chosen, remove that card and then ask which
service is the next most important. This process is repeated until a list of priorities, ranging
from the most to the least important has been generated. Ideally, the discussion that takes
place should be tape recorded and transcribed. It is also vital to have careful notes taken
either by a note-taker or by the facilitator involving the participants in recording key issues

on a flip chart.

Fill in the rankings that the group came up with after following the instructions for this
exercise, using the table in the questionnaire. Remember you will need a clean, new

questionnaire for each group.

Group’s consensus (prioritised answer)

1. Harmful substance prevention (khat chewing, smoking, using Hashish, being
alcoholic, drug dependency)

2. Family planning

3. Nutrition
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Safe abortion

Mental health

Sexually transmittable disease
Antenatal care

Natal care

© 0o N o o b

Postnatal care

Question 8

Facilitator asks: "Are there any difficulties in this area which prevent youth from going

to the health service? If so, explain what these are."

P1: Lack of awareness, frightening

P3: Lack of transport. Traditional thinking related to culture and religion especially about
family planning and safe abortion services.

P6: Economical problem

P7: Ethical problems of the professionals. They insult, discourage and undermine clients
with no respect.

P9: Shortage of drugs and medications

Question 9

Facilitator asks: "At the health service, if you have a question can you ask the health

worker at the health institution?"

P3: Yes, they told me about disease prevention, how to take drugs given to me, their side
effects and follow ups.

P9: No, they were not volunteer to be requested,

P4: | asked questions. But she did not answer properly. | did not understand what she

said.
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Question 10

Facilitator asks: "Are you involved at all in the running of the health service (such as on
a health institution committee, stakeholder)?"

P5: no, | did not

P3: no, | did not

P9: no, | did not

P2: no, | did not

P6: Never

Question 11

Facilitator asks: "where and how can you lodge a complaint if you have one?"

P1: 1did not give yet

P3: 1 did not give any feedback. However, | have seen a feedback box near at the corridor
P9: | gave orally to the physician’s feedback request

P4: 1 did not give yet
P7: they did not ask me to give feedback

Facilitator: Thank you very much.
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ANNEXURE CC: Strategies’ validation form

Proposed strategies: Evaluation of health education programme regarding the utilisation

of health (RH, Mental Health, nutritional) services for young people in East Gojjam Zone.

Evaluation criteria:
1=Strategies not acceptable, need major changes
2=Strategies recommended changes

3=Strategies acceptable and ascribed

Kindly use the provided criteria to rate the proposed strategies and use the last column for

comments shown in the table below:

Validating criteria for strategies 1| 2| 3 |Comments

Clarity: the specific proposed strategies are
simple and easily understandable.
Specificity: The strategies are targeting or
focusing on health service for the young
people.

Reliability: The strategies can be used
consistently by other health care facilities.
Flexibility/ adaptability: The strategies can
flexibly be applied or could be applied in
different circumstances.

Effectiveness: Strategies are able to
achieve the objective, which is to enhance
the utilisation, coverage and quality of the
health services for young people.

Validity: Strategies are justifiable or
evidence based.

Relevance: Strategies are appropriate to
enhance the utilisation of health services by
the young people.

Applicability: The strategies have the
potential to be applied in the formulation of
utilisation of health services among young
people.

Acceptability: The strategies are realistic
and acceptable by the targeted institutions
(health, academic and religious).
Achievability: The strategies can be
executed by the targeted institutions (health,
academic and religious).

Mister Abebe Sinishaw (PHO, MSC)
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Thank you for valuable contribution.

GD Demeke
0913557200
gizew2009@yahoo.com

Supervisor:

MG Makua
0723726573
makuamg@unisa.ac.za
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ANNEXURE EE: Agreement and correspondence with WHO regarding the

standardization of quantitative data collection instruments

RESOLVED: 362570 Permission request for WHO copyrighted material

Dear Mr Demeke,

Thank you for completing the online form and for your interest in WHO health information
products.

WHO published information is freely accessible on the WHO's website, and therefore we
would ask external web sites to link to the web page from where the documents are
accessible. The document that you are interested in is available at :

WHO (2015). UNAIDS. Global standards for quality health-care services for Young
people. A guide to implement a standards-driven approach to improve the quality of
health-care services for Young people. Volume 1: Standards and criteria. ISBN 978 92
4154933 https://apps.who.int/iris/bitstream/handle/10665/183935/9789241549332_voll
_eng.pdf

This enables WHO to ensure that the published materials on our web site are always up-
to-date, and avoids duplication of our materials on non-WHO servers. You may certainly
create a bibliographic record for the publication on your web site, with a link to the full text
on WHO'’s web site.

Our linking guidelines are available on the following
URL: http://www.who.int/about/licensing/linking/en/index.html

Should you have further questions, please do not hesitate to contact us
at permissions@who.int.

We thank you for your interest in WHO publications and wish you all the best with this
project.

With best regards,

Dolores CAMPANARIO

World Health Organization Press - (Permissions Management, Reprint rights and
Licensing)

20 Avenue Appia, CH-1211 Geneve 27, Switzerland.campanariod@who.int or
permissions@who.int

WHO PERMISSION TEAM permissions@who.int

For permission to reprint, to translate WHO copyrighted material please complete:
WHO PERMISSION REQUESTS: https://www.who.int/about/who-we-are/publishing-
policies/permissions

Web: www.who.int Follow WHO on [www.facebook.com/WHO)]

Facebook; [twitter.com/WHO]

Twitter; [www.youtube.com/user/who?sub_confirmation=1]

YouTube; [www.instagram.com/who/]Instagram

To order WHO publications for sale: www.who.int/bookorders or e-mail to place
orders: bookorders@who.int
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