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Abstract 

Background Although 25% of the Ethiopian population is young, Sexual and Reproductive Health (SRH) Services 
have not been adequately researched and intervened, leaving adolescents with many reproductive health challenges. 
Assessment of the uptake of each element of SRH service and its determinants among those age groups is essential 
to improving service uptake and reducing the burden of illness and disability in adolescents. Thus, this study aimed 
at assessing the uptake of key elements of SRH services and its determinants among adolescents residing in rural 
districts of Guraghe zone, Southern Ethiopia.

Methods A community-based cross-sectional study was carried out from May 1 to 30, 2020, and a multi-stage sam-
pling technique was employed to randomly select 1028 adolescents. The data were collected by using a pre-tested 
interviewer-administered questionnaire. The data were coded and entered into Epi-Data version 3.1 and exported into 
SPSS version 23 for analysis. Independent t-tests and analysis of variance (ANOVA) were run to determine whether 
there were statistically significant differences in the mean number of SRH services used across each categorical vari-
able. A multivariable generalized linear regression (GLM) model with a Poisson link was used to determine the effect 
of each variable on the mean number of SRH services used. Adjusted odds ratios with their corresponding 95% confi-
dence interval were used to declare the statistical significance of the independent variables.

Results The study included 1,009 adolescents, yielding a response rate of 98.1%. The use of the SRH service was 
assessed using eight elements, and the mean (± SD) score of service uptake was 4.05 (± 1.94), with only 6.8% of ado-
lescents receiving all key elements. Comprehensive sexuality education (55.1%) and voluntary HIV/AIDS counseling 
and testing (51.0%) were the commonest service items used by adolescents, while the provision of contraceptives 
was the lowest service item received (25.9%). Educational level (AOR: 1.28, 95% CI: 1.03–1.56), having a parental dis-
cussion (AOR: 1.31, 95% CI: 1.13–1.51), lack of youth clubs (AOR: 0.71, 95% CI: 0.66–0.87), and knowledge on SRH issues 
(AOR: 0.79, 95% CI: 0.73–0.85) were identified as significant predictors of the uptake of key elements of SRH services.

Conclusion The overall uptake of SRH services was found to be low in the study area. Schools should be an excel-
lent means of educating adolescents to increase their knowledge of key elements of SRH services. Furthermore, 
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stakeholders must work together to improve the culture of parental discussion with adolescents and establish and 
strengthen youth clubs, as measures for encouraging the use of SRH services.

Keywords Adolescents, Determinants, Sexual and reproductive health, Ethiopia

Plain language summary 

Progress towards universal health coverage requires keeping adolescents healthy, as adolescence represents a 
significant opportunity for successful prevention and health promotion with life-course implications. Sexual and 
reproductive health (SRH) service is well described as the combination of techniques, procedures, and services that 
prevent and respond to sexual health snags by ensuring sexual health and well-being. While most adolescent health 
problems are avertible or fixable, adolescents face many hurdles in accessing health care and information, especially 
those who are in rural corners. Although 25% of the Ethiopian population is young, Sexual and Reproductive Health 
(SRH) Services have not been adequately researched and intervened, leaving adolescents with many reproductive 
health challenges. Assessment of the uptake of each element of SRH service and its determinants among those age 
groups is essential to improving service uptake and reducing the burden of illness and disability in adolescents. Thus, 
this study aimed at assessing the uptake of key elements of SRH services and its determinants among adolescents 
residing in rural districts of Guraghe zone, Southern Ethiopia. A multi-stage method of sampling was employed, and 
adolescents have been randomly chosen and participated in the study. Pre-tested structured questionnaires were 
used for data collection. Statistical significance between dependent and independent variables was checked by 
using bivariate analysis across ANOVA and independent t-tests. To see the weight of each explanatory variable on 
SRH service utilization, a generalized linear regression model (GLM) with a Poisson link was done. The overall uptake 
of SRH services was found to be low in the study area. Comprehensive sexuality education (55.1%) and voluntary HIV/
AIDS counseling and testing (51.0%) were the commonest service items used by adolescents, while the provision of 
contraceptives was the lowest service item received (25.9%). Educational level, having a parental discussion, lack of 
youth clubs, and knowledge of SRH issues were identified as significant predictors of the uptake of key elements of 
SRH services. Schools should be an excellent means of educating adolescents to increase their knowledge of key ele-
ments of SRH services. Furthermore, stakeholders must work together to improve the culture of parental discussion 
with adolescents and establish and strengthen youth clubs, as measures for encouraging the use of SRH services.

Background
Adolescents are people between the ages of 10 and 19, 
According to the World Health Organisation (WHO) 
[1]. Adolescence is a decisive phase of human growth 
with rapid physical, psychosocial, intellectual, and 
emotional development and erotic and reproductive 
maturation [1, 2]. The Sexual and Reproductive Health 
(SRH) service is well described as the combination of 
techniques, procedures, and services that prevent and 
address sexual health problems by ensuring sexual 
health and well-being [3, 4]. Adolescent SRH services 
include comprehensive sexuality education, promotion 
of safe sexual behaviors, counseling and provision of 
modern contraception, HIV and other STI testing and 
management, safe abortion and post-abortion care, 
parental and/or peer-to-peer discussion on SRH issues, 
and effective referral linkage [5–7].

There are approximately 1.2 billion adolescents glob-
ally. Adolescents constitute up to a quarter of the popu-
lation in some countries, and the number of adolescents 
is expected to increase by 2050, particularly in low- and 
middle-income countries (LMICs), where access to 

health and social services, jobs, and livelihoods appears 
to be under pressure [8, 9]. In sub-Saharan Africa, ado-
lescents represent 23 percent of the region’s popula-
tion[9]. About 25 percent of Ethiopia’s total population 
is covered by a cohort of young people [6, 10].

Despite international initiatives emphasizing adoles-
cents’ rights to SHR services, neither the providers of 
these services nor the systems in which they operate are 
equipped to meet the needs of adolescents in develop-
ing countries [11–13]. Most countries’ health systems 
and programs are designed primarily for adults, with less 
emphasis placed on SRH services for adolescents [12]. 
As a result, the progress in mortality among adolescents 
has been delayed [13, 14]. There are over 1.2 million ado-
lescent deaths worldwide every year [8, 13]. Adolescent 
pregnancy, often related to child marriage or reduced 
participation in education, has been associated with low 
maternal health outcomes [15, 16]. Every year, close to 
16 million adolescent girls gives birth, with the majority 
of these births occurring in early marriages, and 90% in 
developing countries [15].
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The adoption of sexual and reproductive health 
(SRH) services among adolescents have not been ade-
quately researched or implemented, despite the fact 
that 23% of the SSA population was adolescent [16]. 
Up to 68% of adolescents in this region have an unmet 
need for contraception [17]. In the country Ethiopia, 
where about 25% of the population is young, adoles-
cents face numerous sexual and reproductive health 
(SRH) challenges such as unplanned pregnancies and 
adolescent pregnancies, unsafe abortion, sexually 
transmitted infections (STIs), including HIV/AIDS 
and intimate violence [6, 10].

According to the 2019 Mini Ethiopian Demographic 
and Health Survey (2019 mini EDHS), contracep-
tive use in currently married women aged 15–19 was 
only 36.5%, with 27.5%, 5.9%, and 0.0% injectables, 
implants, and IUDs respectively[18]. At 75% and 80% 
respectively, the proportion of adolescents who never 
tested for HIV is highest among females and males 
aged 15 to 19 years [19]. Studies conducted elsewhere 
in Ethiopia showed that access to SRH services is gen-
erally insufficient [20–23].

Adolescents must be kept healthy to progress toward 
universal health coverage, as adolescence represents 
a critical opportunity for the successful future of the 
nations [12]. For every dollar spent on adolescent 
health, the return to health, society, and the economy 
is approximately ten times greater [24]. As a result, 
governments must reach out to adolescents in their 
day-to-day activities with a set of high-quality, well-
organized, and well-integrated interventions, which 
may be provided through health services to meet 
the needs of adolescents [12]. The Federal Ministry 
of Health (FMOH) of Ethiopia has introduced vari-
ous intervention strategies to enhance national SRH 
service uptake for adolescents and young people to 
overcome SRH problems [6, 10]. Despite those inter-
ventions, there is still a significant gap in access to 
SRH services for adolescents and young adults in Ethi-
opia, especially in rural parts [6].

It is critical to assess the level and determinants of 
the use of key SRH services in this age group in order 
to increase uptake and reduce the burden of prevent-
able morbidities and mortalities. Furthermore, under-
standing and appreciating the pattern of SRH service 
utilization among adolescents will aid in future plan-
ning for better service delivery by increasing knowl-
edge and skills and providing a safe and supportive 
environment [11]. Most studies on this issue have been 
limited to urban areas and have also failed to address 
the level of uptake of each service package item. 
Thus, this study aimed at assessing the uptake of key 

elements of SRH services and its determinants among 
rural adolescents in Southern Ethiopia.

Methods
Study area, period and design
A community-based cross-sectional study was conducted 
in the Gurage Zone, central Ethiopia from May 1 to 30, 
2020. The area is located 158 km from Addis Ababa (Ethi-
opian capital) and 337 km from Hawassa (SNNPR capi-
tal). The adolescent population (15–19 yrs) accounted for 
13.6% of the total population. The area is divided into 11 
administrative districts encompassing 174 rural kebeles 
(the smallest administrative unit next to one district of the 
Ethiopian government). There were 128 health facilities in 
total, which included 74 health centers, 5 hospitals, 168 
health posts, and 30 private clinics.

Population
All adolescents in rural districts of the Guraghe zone 
were the source population, and all adolescents in the 
selected districts in the zone during the study period 
were the study population. The study excluded partici-
pants who have lived in the study area for less than six 
months and adolescents who were seriously ill at the 
time of data collection.

Sample size determination and sampling techniques
Using the single population proportion formula, the sam-
ple size was determined by considering the following 
parameters: the proportion of 41.2% (i.e. adolescents who 
received SRH services and taken from a study conducted 
in northwest Ethiopia [20], a 95% confidence level, 5% 
margin of error, 10% non-response, and 2.5 design effect. 
This resulted in a sample size of 1028 for the study. A 
multi-stage sampling technique was used to select study 
participants. Five districts have been randomly selected 
in 11 rural districts, namely: Ezha (with 24 kebeles), 
Cheha (with 12 kebeles), MihurAkilil (with 12 kebeles), 
Meskan (with 11 kebeles), and Soddo (11kebles). Then 
28 kebeles were randomly selected from among the five 
aforementioned districts. The sample size was propor-
tionately distributed among each eligible kebele. With 
the help of community health workers (CHWs), house-
holds with eligible adolescent/s were coded and a sam-
pling frame was formed. It was convenient to have access 
to every participant in the study through simple random 
sampling. In the selected Kebele, those eligible partici-
pants who were not available during data collection were 
re-visited three times. When more than one adolescent 
was availed in the selected household, a lottery method 
was used to select one of them.
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Data collection tools, methods, and personnel
Pre-tested structured questionnaires were prepared in 
the context of previous studies in the fields of interest 
[10, 12, 20–22]. The questionnaire had multiple seg-
ments: socio-demographic and economic characteris-
tics, access to SRH services, knowledge of SRH issues, 
lifestyle and sexual activity of respondents, and use 
of SRH services. The data were collected through an 
interviewer-administered questionnaire by 14 trained 
diploma nurses with data collection experience, under 
the supervision of six public health officers.

Data quality management
To ensure accuracy, the data collection tool was trans-
lated from English to Amharic by experts in that lan-
guage. A pre-test was conducted on 5% of the sample size 
(52 adolescents) who lived outside of the study area, and 
changes were made based on the results of the pre-test 
to improve responses to the questionnaires. The reli-
ability of the questionnaires was assessed by SPSS using 
the reliability index for practical questions (Cronbach’s 
alpha), which was 0.77. continuous supervision was done 
throughout the data collection period. The data collected 
were checked for completeness and inconsistencies 
before analysis.

Data analysis
The data were entered into EpiData version 3.1 and 
exported to SPSS version 23 for analysis. Using descrip-
tive statistical analysis, the frequency, percent, and mean 
of explanatory and response variables were computed. By 
using bivariate analysis through ANOVA and independ-
ent t-tests, statistical significance was tested between 
dependent and independent variables. In bivariate sta-
tistical analysis (ANOVA and Independent t-test), vari-
ables with p-value ≤ 0.05 was considered as candidate 
for multivariable statistical analysis (generalized linear 
model with Poisson regression). The determinants of 
the use of SRH services have been established using the 
Generalized Linear Model (GLM) technique. The Poisson 
regression analysis was carried out because our outcome 
variable of interest was calculated in terms of count-
ing variables. It satisfies the equidispersion assumption 
as it tests the Poisson regression model assumption[25]. 
Finally, odds ratios and 95% confidence intervals have 
been calculated for each independent variable.

Definition and operationalization of variables 
of the study
Dependent variable
Sexual and reproductive health (SRH): is a constella-
tion of services comprising: consultation and provision 

of modern contraceptives; counseling and provision 
of safe abortion care; prevention and care of STIs; pre-
vention and care for HIV/AIDS; provision of com-
prehensive sexuality education(CSE); engagement in 
peer-to-peer education in their village or school on SRH 
issues; prevention and care of violence against women 
and girl(VAWG); and counseling on prevention of harm-
ful traditional practice(HTPs) [4–7, 11, 22]. For each ser-
vice element, response categories have been established 
as ‘YES = 1’ and ‘NO = 0’. A composite index was devel-
oped that summarizes the use of SRH services by adding 
the above service elements. The variable had the lowest 
value of zero, indicating that no SRH services were used, 
and the highest value of eight, indicating that all SRH ser-
vice elements were used.

Adolescent: In this study, adolescents are boys and girls 
aged 15–19 [21, 26, 27].

Comprehensive sexuality education (CSE): When ado-
lescents were comprehensively offered at least one ele-
ment of the CSE within the last 12 months from health 
workers working in any of the service delivery points; 
awareness creation on reproduction, having informa-
tion about a positive and respectful approach to sexual 
relationships, prevention of SRH problems, rights-based 
approach to SRH services, prevention of violence against 
women and girls, mental health, and approaches to life 
skills to enhance their sexual, physical, and emotional 
wellbeing [4, 21, 28, 29].

Independent variables
Discussion on SRH issues: Adolescents who have dis-
cussed at least two SRH issues over the past 12 months 
(condom use, STIs/HIV/AIDS, abstinence, unwanted 
pregnancy, contraception) with health care providers, 
peers, sexual partners, and/or parents [21].

Modern contraceptive service utilization: Adoles-
cents who, over the past 12 months, have used one of the 
modern methods of contraception (oral contraceptives, 
condoms (males and females), injectables, implants, 
intrauterine devices, emergency contraceptive pills and 
spermicide agents) [21, 26].

Accessibility to SRH service: This applies to the per-
ceived distance respondents traveled to reach SRH ser-
vice delivery points and/or the amount of time they 
spend. Adolescents residing within a 1.6 km radius of the 
nearest HRS service center and/or reaching these service 
delivery points within a 30-min walk were classified as 
having good geographical access [21].

Substance use: Use of addictive substances such as 
alcohol, Khat or cigarettes at a frequency of; more 
repeated than daily, daily, weekly or monthly during the 
12 months prior to the study [21].
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Reproductive health service knowledge: Adolescents 
were asked twelve questions about their perceptions of 
SRH-related issues. An index was created to summarize 
the level of knowledge, and those who scored higher than 
the mean were classified as knowledgeable, while those 
who scored lower were classified as not knowledgeable 
[21, 22].

Availability of Youth clubs: Accessibility of places/
rooms where young people can meet and gather SRH 
information, SRH services such as contraceptives, physi-
cal activities, social support, and peer-to-peer discussion, 
with the aid of trained workers and volunteers to protect 
adolescents from negative events, anti-social behavior, 
crime, drug, and alcohol abuse that are a problem in this 
community[30–32].

Results
Background characteristics of respondents
One thousand-nine rural adolescents took part in the 
study, resulting in a response rate of 98.1%. The aver-
age age of adolescents was 17.07 ± 1.4 years and females 
accounted for more than half (57.1%). The largest pro-
portion of adolescents (95.9%) was single and more than 
half (51.8%) went to secondary school. Guraghe consti-
tuted the majority (90.8%) of the ethnicity and, accord-
ing to religion, more than half (54.9%) were Orthodox 
Christians. The average sizes of families were 5.15 ± 1.55. 
Concerning ease of geographic access, fewer than half 
(43.3%) of participants had access to these service deliv-
ery points within a 30-min walk of their homes. Health 
centers (60.2%) and private clinics (35.7%) were among 
the commonly accessed service delivery points. Other 
service delivery points that adolescents had access to 
were private pharmacies (32.4%), hospitals (24.5%), and 
health posts (13.8%). More than four in ten (41.7%) said 
there were youth clubs (YCs) nearby (Table 1).

Respondents’ attributes related to sexuality 
and reproductive health
Of the participants as a whole, 267 (26.5%) had sex-
ual partner/s, of which 62.5% had one sexual partner 
(mean = 1.49, SD ± 0.67). Over the past 12 months, 443 

Table 1 Background characteristics of rural adolescents in 
Guraghe zone, Southern Ethiopia, (n = 1009)

Respondent’s characteristics Frequency %

Age

 15–16 413 40.9

 17–19 596 59.1

Sex

 Male 426 42.2

 Female 583 57.3

Marital status

 Ever Married 41 4.1

 Unmarried 968 95.9

Religion

 Orthodox 554 54.9

 Muslim 380 37.7

 Protestant 47 4.7

 Catholic 28 2.8

Ethnicity

 Guraghe 917 90.9

 Amhara 66 6.5

 Wolaita 15 1.5

 Hadiya 11 1.1

Current enrolment at school

 Yes 916 90.8

 No 93 9.2

Educational status

 No formal education 81 8.1

 Primary 405 40.1

 Secondary 523 51.8

Current living arrangement

 With both parents 864 85.6

 With mother only 81 8.0

 With father only 40 4.0

 With husband or wife 24 2.4

Mother’s education level (n = 969)

 No Formal education 531 54.8

 Primary 300 31.0

 Secondary 99 10.2

 Diploma and above 39 4.0

Father’s education

 No formal education 387 41.7

 Primary 321 34.6

 Secondary 160 17.2

 Diploma and above 60 6.5

Family size

  ≤ 5 543 53.8

  > 5 466 46.2

Geographical accessibility to nearby SRH 
service delivery points

 Accessible 437 43.3

 Not accessible 572 56.7

Availability of Youth clubs nearby

Table 1 (continued)

Respondent’s characteristics Frequency %

 Yes 421 41.7

 No 588 58.3

Participation in Youth clubs(n = 425)

 Yes 182 42.8

 No 243 57.2
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Table 2 Individual attributes related to sexuality and reproductive health among rural adolescents of Guraghe zone, southern 
Ethiopia, 2020 (n = 1009)

Respondent characteristics Frequency %

Ever had sexual partner/s (n = 1009)

 Yes 267 26.5

 No 742 73.5

Number of sexual partners (n = 267)

 One 167 62.5

 More than one 100 37.5

Ever had of sexual intercourse (n = 267)

 Yes 217 81.3

 No 50 18.7

Use contraceptives during their first sexual intercourse (n = 267)

 Yes 165 61.7

 No 102 38.3

Had sexual intercourse within the last 12 months (n = 267)

 Yes 187 70.0

 No 80 30.0

Frequency of sexual intercourse (n = 187)

 Once 25 13.4

  > Once with the same partner 100 53.5

  > Once with a different partner 62 33.1

Perceived risk towards HIV/AIDS nfection

 Yes 152 15.1

 No 857 84.9

Ever had a parental discussion on SRH issues

 Yes 443 43.9

 No 566 56.1

Counseled and Provided with modern contraception

 Yes 261 25.9

 No 748 74.1

Contraceptive utilization by method mix (n = 261)

 Oral contraceptives 134 51.3

 Injectables 72 27.6

 Condom 223 85.4

 Implants 52 19.9

 IUD 13 4.9

 Alcohol consumption pattern

Ever users 164 16.2

 Drunk Within the last 1 yr 119 11.8

 Within the last 3 months 64 6.3

Frequency of alcohol consumption (n = 164)

 Almost every day 4 2.4

 At least once a week 14 8.5

 At least once a month 52 31.7

 At least once a year 58 35.5

 Ceased currently* 36 21.9

 ‘Khat’ chewing pattern

Ever chewer 246 24.4

 Within the last 12 months 146 14.5

 Within the last 3 months 113 11.2
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(43.9%) study participants reported that they had had 
a parental discussion on SRH issues. The main topics 
covered during the discussion were abstinence (60.9%), 
preventing unwanted pregnancies (77.6%), preventing 
STIs/HIV/AIDS (62.3%), and contraception (28.4%). 
In terms of substance use in the previous 12  months, 
119 (11.8%), 146 (14.5%), and 103 (10.2%) of respond-
ents used alcohol, Khat, and cigarettes, respectively 
(Table 2).

Knowledge of adolescents on SRH issues
The level of knowledge of adolescents abiut SRH services 
was assessed by using 12 questions. Accordingly, more 
than half (53.2%) of respondents were knowledgeable 
(i.e. above the mean score of 6.67) about SRH issues. The 
majority (66.2%) of respondents had information on SRH 
services and the school environment was the common-
est source of information (85.1%). Nearly three-quarters 
(72.1%) of adolescents knew at least one method of con-
traception (Table 3).

Sexual and reproductive health service use 
among adolescents
 The use of the SRH service was assessed using eight ele-
ments, and the mean (± SD) score of service uptake was 
4.05(± 1.94), with only 69(6.8%) of adolescents receiving 
all key elements. Taking into account the different com-
ponents of care, the delivery of comprehensive sexuality 
education (CSE) was the commonest received item by 
adolescents (55.1%), followed by the VCT service (51.0%). 

While relatively few respondents (25.9%) were provided 
with contraceptive information and services (Fig. 1).

Reasons perceived as barriers to using the SRH service 
among adolescents
Respondents mentioned a lack of skilled healthcare pro-
viders, the high cost of facilities and goods and services, 
the lack of separate youth rooms, and healthcare provid-
ers’ judgment as barriers to using SRH services (Fig. 2).

Determinants of SRH service utilization
The variables identified as significant determinants of 
the use of SRH services in the multivariable generalized 
linear regression analysis with the Poisson link were: the 
educational level of adolescents, parental discussion, 
the availability of youth clubs, and knowledge of SRH-
related issues. Adolescents with a secondary level of 
education had a 28% higher chance of receiving key ele-
ments of SRH services as compared to adolescents with 
no formal education. [AOR:1.28, 95% CI:1.03–1.56]. In 
their neighboring environment, the availability of a youth 
club influences SRH usage. Compared to respondents 
who reported that there was a functioning youth club in 
their community, adolescents who lacked it were 29% less 
likely to use SRH services [AOR: 0.71, 95% CI: 0.66–0.87]. 
The uptake of the SRH service was found to be positively 
influenced by parent discussions of SRH issues. When 
compared to their counterparts, adolescents who had 
parental discussions had 1.31 times the odds of using key 
elements of SRH services [AOR: 1.31, 95% CI: 1.13–1.51]. 
Adolescents who were not knowledgeable of SRH issues 

*Adolescents who have taken none of the above substances in the past three months

Table 2 (continued)

Respondent characteristics Frequency %

Frequency khat chewing (n = 246)

 Almost every day 9 3.6

 At least once a week 52 21.2

 At least once a month 88 35.7

 At least once a year 71 28.9

 Ceased currently* 26 10.6

Patterns of Cigarette smoking

 Ever smoke 113 11.2

 Within the last 12 months 103 10.2

 Within the last 3 months 48 4.7

Frequency smoking (n = 113)

 Almost every day 3 2.6

 At least once a week 9 7.9

 At least once a month 29 25.6

 At least once a year 43 38.1

 Ceased currently* 29 25.6
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Table 3 Level of SRH knowledge among rural adolescents of Guraghe zone, Southern Ethiopia, May 1–30, 2020 (n = 1009)

Knowledge assessment variables Frequency %

Ever heard about SRH

 Yes 668 66.2

 No 341 33.8

Source of information(n = 668)

 From school 568 85.1

 Radio 385 57.6

 Television 101 15.1

 Social media 113 16.8

 Family members 242 36.2

Can mention at least one SRH service

 Yes 547 54.2

 No 462 45.8

Know delivery points for SRH services

 Yes 443 43.9

 No 566 56.1

Know SRH service provider

 Yes 508 50.3

 No 501 49.7

Know the reasons for unintended pregnancy

 Yes 583 57.8

 No 426 42.2

Know at least one way of avoiding pregnancy

 Yes 532 52.7

 No 477 47.3

Know at least one type of STI

 Yes 569 56.4

 No 440 43.6

Know the mode of transmission of STI

 Yes 514 50.9

 No 495 49.1

Can mention at least one mechanism of STI prevention

 Yes 523 51.8

 No 486 48.2

Know the place where STI case management are availed

 Yes 368 36.5

 No 641 63.5

Know about the benefits of contraceptive methods

 Yes 787 78.0

 No 222 22.0

Know at least one type of contraceptive

 Yes 727 72.1

 No 282 27.9

Knowledge by method mix

 Condom 623 85.7

 Oral contraceptives 563 77.4

 Injectables 384 52.8

 Implants 220 30.2

 IUD 141 19.3

Overall knowledge
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were 21% less likely to use services compared to those 
who were knowledgeable [AOR: 0.79, 95% CI: 0.73–0.85)] 
(Table 4).

Discussion
The Sexual and Reproductive Health(SRH) program for 
adolescents is one of the critical components of health 
indicators for immediate and long-term SRH needs [7, 
12]. This study sought to examine the uptake of key ele-
ments of SHR services by adolescents in rural settings. 
The present study showed that the average SRH service 
utilization score was 4.05 with a standard deviation of 
1.94 and 6.8% overall utilization. This would suggest that 

the majority of adolescents in the study area did not have 
the WHO-recommended content of SRH services. Many 
studies have reported the low utilization of SRH services 
among adolescents [19, 20, 22, 33].

In terms of individual service components, 51.0% of 
youth received VCT services, which is lower than similar 
studies elsewhere in Ethiopia [26, 27]. The use of family 
planning was assessed by asking for at least one type of 
family planning method over their lifetime, and 25.9% 
of adolescents have used family planning. This is lower 
than the Mini-EDHS report of 2019 (36.5%) and studies 
in Ghana (49%), Gondar (79.5%), Gobba (71.4%), Mekele 
(85.8%), and Anchar district (39.3%) [18, 23, 26, 27, 34, 

Table 3 (continued)

Knowledge assessment variables Frequency %

 Knowledgeable 537 53.2

 Not knowledgeable 472 46.8

Fig. 1 Shows the percentages of SRH services utilized by adolescents in rural districts of Guraghe zone, Southern Ethiopia, 2020
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35] and consistent with a single study among rural ado-
lescents in Awabel district (25.4%) [20]. This may be due 
to differences in the study setting in which the current 
study was conducted among rural teens, where it may 
be difficult for the majority of respondents to find infor-
mation education communication (IEC) about SRH Key 
Services, and the inaccessibility of SRH service delivery 
points, potentially leading to poor service compliance. 
This rationalization has been well supported by the cur-
rent study, in which an important segment (44.9%) of 
adolescents was not able to obtain a comprehensive sexu-
ality education, and several studies elsewhere have also 
shown low use among adolescents in rural areas [22, 23, 
36–38]. Another possible reason for this variance could 
be the difference between study participants in which the 
present study consisted of adolescents with sexual expe-
rience and inexperienced adolescents, whereas higher 
prevalence studies focused strictly on adolescents with 
sexual experience [26, 27].

In addition, this research found that on first sexual con-
tact, the use of contraceptives was only 61.7%. This has 
shown how frequently these adolescents are exposed to 
multiple sexual and reproductive health problems, such 
as unwanted pregnancies, unsafe abortions, STIs, and 
HIV/AIDS. There is also evidence that the content of all 

other adolescent SRG services is low, implying that stake-
holders need a concerted effort to improve these services.

The level of education of adolescents was found to 
influence the use of SRH services. This finding was in 
tandem with some studies conducted elsewhere [22, 26, 
38]. This may be because more educated adolescents had 
a higher chance of learning about those service packages 
and their benefits, and are more open to new knowledge 
associated with SRH services with good information-
processing skills, which could lead to service usage. This 
might be well supported by the present study in which 
adolescents in secondary education were included in 
about three-quarters (73.5%) of adolescents with a score 
above the average.

The current study states that discussing with parents 
has a positive impact on the uptake of SRH services. 
Some studies carried out in Africa complement this 
observation [20, 21, 26, 35, 39]. Perhaps this is because, 
without limitation, youth who were discussing SRH 
issues with their parents would have gained more infor-
mation and experience about SRH services and would 
have been allowed them to use services.

This study found that for adolescents who are not 
knowledgeable about SRH-related issues, the likelihood 
of using SRH services is lower than for adolescents who 

Fig. 2 Perceived reasons reported by adolescents as a hindrance to SRH service utilization in rural districts of Guraghe zone, Southern Ethiopia, 
2020
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Table 4 Results of the Multi-variable Generalized Linear regression Analysis with Poisson log link to identify the determinants of SRH 
service use among adolescents in Guraghe Zone, Southern Ethiopia, May1-30, 2020

Key: 1: reference category; AOR Adjusted odds ratio, p-values with aindicates descriptive analysis by using ONE WAY ANOVA, and p-value with bindicates independent 
t-test analysis

Respondents’ characteristics Mean of number of SRH 
services

p-value Beta AOR(95% CI)

Age

15–16 3.8 0.000b 1 1

17–19 4.4 0.04 1.04(0.98,1.11)

Sex

 Female 4.1 0.546b

 Male 4.0

Marital status

 Un married 4.0 0.410b

 Ever Married 3.8

Current enrolment at school

 No 3.07 0.000b 1

 Yes 4.14 0.114 1.12(0.98,1.28)

Educational status

 No formal education 3.1 0.000a 1 1

 Primary 3.5 0.048 1.04(0.91,1.21)

 Secondary 4.6 0.173 1.28(1.03,1.56)

Current living arrangement

 With husband/ wife 3.5 0.002a 1

 With father only 3.1 − 0.157 0.85(0.53,1.36)

 With mother only 3.7 0.145 1.15(0.67,1.98)

 With both parents 4.1 0.009 1.01(0.79,1.27)

Mother’s education level (n = 969)

 No Formal education 4.0 0.987a

 Primary 4.0

 Secondary 4.0

 Diploma and above 3.9

Father’s educational level

 No formal education 3.9 0.001a 1

 Primary 3.9 − 0.006 0.99(0.92,1.07)

 Secondary 4.4 0.033 1.03(0.94,1.13)

 Diploma and above 4.8 0.070 1.07(0.94,1.22)

Family size

  > 5 4.0 0.764b

  ≤ 5 4.1

Availability of Youth clubs nearby

 Yes 5.2 0.000b 1

 No 3.2 − 0.333 0.71(0.66,0.87)

Ever had sexual partner/s

 No 4.1 0.363b

 Yes 4.0

Ever had a parental discussion on SRH issues

 No 3.3 0.000 1

 Yes 4.9 0.194 1.31(1.13,1.51)

Overall knowledge

 Knowledgeable 4.8 0.000 1

 Not knowledgeable 3.1 − 0.234 0.79(0.73,0.85)
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are knowledgeable about SRH-related issues. This is 
supported by a similar study done in northern Ethio-
pia [22]. This is plausible because the more youth have 
adequate knowledge of SRH services, such as their 
benefits, content, and areas of service delivery, the 
more they comply with recommended SRH services. 
Therefore, stakeholders require a collaborative effort 
to improve adolescents’ knowledge of SRH services to 
finally increase the uptake of services through behavio-
ral change communication interventions.

Adolescents who had no youth club were 29% less 
likely to use SRH services than adolescents who 
reported that there was a youth club in their area. This 
is consistent with research from African nations [30–
32]. The possible reason for this could be that as youth 
clubs become accessible to teens, they could improve 
the adoption of SRH services by increasing peer-to-
peer dialogue so that young clients feel safer and more 
confident in seeking services [30, 40, 41]. Therefore, the 
collaborative effort of the agencies involved in expand-
ing these youth clubs to inaccessible districts has 
proven to be an applicable strategy for the delivery of 
HRS services to youth.

There are strengths as well as limitations in this 
research. The study is the first of its kind to compre-
hensively assess the determinants of SRH practice in 
this area of study and at the country level, taking into 
consideration all aspects of care. Although efforts have 
been made to minimize potential gaps in this report, 
readers should be cautious in their interpretation of 
the findings. Given that it had some sensitive issues and 
focused on self-reporting, respondents may have been 
exposed to social desirability biases and may have con-
tributed to the under-reporting of some SRH services. 
Finally, there may be a risk of recall bias because ado-
lescents were interviewed about some events that had 
already occurred before this study.

Conclusions
In the study area, the mean score and overall SRH ser-
vice utilization were low. Educational level, having a 
parental discussion, lack of youth clubs, and knowledge 
of SRH issues were identified as significant predictors 
of the uptake of key elements of SRH services. Schools 
should be an excellent means of educating adolescents 
to increase their knowledge of key elements of SRH ser-
vices. Furthermore, stakeholders must work together to 
improve the culture of parental discussion with ado-
lescents and establish and strengthen youth clubs, as 
measures for encouraging the use of SRH services.

Abbreviations
AOR  Adjusted odds ratio
CSE  Comprehensive sexuality education
EDHS  Ethiopian demographic health survey
FMOH  Federal ministry of health
HTP  Harmful traditional practices
SNNPR  Southern nations nationality, and people region
SRH  Sexual and reproductive health
STI  Sexually transmitted infection
VAWG   Violence against women and girls
VCT  Voluntary HIV/AIDS counseling, and testing
WHO  World Health Organization

Acknowledgements
We are thankful that Wolkite University, College of Medicine and Health 
Sciences, has given us the ethical authority to conduct this research. We are 
also indebted to the managers of the zone, districts, and kebeles for their 
steadfast support during data collection. For their contributions to this study, 
our heartfelt gratitude is also extended to our data collectors, supervisors, and 
study participants.

Author contributions
AHH: Wrote the proposal, monitor overall data collection and entry, highly 
participated in the analysis and interpretation of data, and finally engaged in 
the writing and examination of the manuscript. SD: Participated in the design, 
methodology, data analysis, and reviewing of the manuscript critically. The 
final paper was read and approved by both authors before submission. All 
authors read and approved the final manuscript.

Funding
There is no funding to report.

Availability of data and materials
The data used to strengthen the results of this study are to be had from the 
corresponding author based on reasonable request via the email address 
akliluhabte57@gmail.com.

Declarations

Ethics approval and consent to participate
This study was approved by the Institutional Review Board/IRB of Wolkite 
University, College of Medicine and Health Science, and conducted according 
to the principles of the declaration of Helsinki. Ethical clearance was obtained 
from, the Research Ethics Committee of Wolkite University before the study 
was carried out. After clarifying the rationale for the study, the participant’s 
verbal informed consent was obtained. In the case of participants under the 
age of 18, informed written consent was obtained through standardized 
disclosure procedures from their parents or guardians. Adolescents were 
assured that neither the interviewer nor their parents would have access to 
their answers.

Consent for publication
Not applicable.

Competing interests
We want to assure you that, with full responsibility and communication, the 
document has been submitted. We have indicated that there are no conflicts 
of interest with other persons or organizations that could improperly influ-
ence or distort the contents of the document.

Author details
1 School of Public Health, College of Medicine and Health Sciences, Wachemo 
University, Hosanna, Ethiopia. 2 Department of Public Health, College of Medi-
cine and Health Sciences, Wolkite University, Wolkite, Ethiopia. 

Received: 18 November 2020   Accepted: 30 December 2022



Page 13 of 13Habte and Dessu  Reproductive Health           (2023) 20:15  

References
 1. WHO. Global accelerated action for the health of adolescents (AAHA!). 

Guidance to support country implementation. 2017. 2017. http:// apps. 
who. int/ iris/ bitst ream/ handle/ 10665/ 255415/ 97892 41512 343- eng. pdf; 
jsess ionid= 1BC75 66D91 C86EA 0B3 BBE835B92DD.

 2. Sawyer S, Afifi RA, Bearinger LH, Blakemore S-J, et al. Adolescence: a 
foundation for future health. Lancet series on adolescent health. Lancet. 
2012;379:1630–40.

 3. Roudi-Fahimi F, Ashford L. Sexual and reproductive health in the Middle 
East and North Africa: a guide for reporters. Washington: Population 
Reference Bureau; 2008.

 4. Glasier A, Gülmezoglu AM, Schmid GP, Moreno CG, Van Look PF. Sexual 
and reproductive health: a matter of life and death. Sexual and Reproduc-
tive Health Series. Lancet. 2012;368(9547):1595–607.

 5. Salam RA, Faqqah A, Sajjad N, Lassi ZS, et al. Improving adolescent sexual 
and reproductive health: a systematic review of potential interventions. J 
Adolesc Health. 2016;59(4):S11–28.

 6. UNICEF, A., Federal democratic republic of ethiopia, ministry of 
health,adolescent and youth reproductive health, blended learning 
module for the health extension programme. 2013. http:// www. Who. Int/ 
repro ducti vehea lth/ publi catio ns/ health_ syste ms/ 97892 41501 002/ en/ 
index. Html.Accepted 13 July 2020.

 7. WHO. Reproductive health strategy to accelerate progress towards the 
attainment of international development goals and targets. Geneva: 
World Health Organization; 2004.

 8. Patton G, Sawyer SM, Santelli JS, Ross DA, et al. Our future: the 
lancet commission on adolescent health and wellbeing. Lancet. 
2016;387:2423–78.

 9. UNICEF. Adolescent demographics—UNICEF data. 2016. https:// data.
unicef.org/topic/adolescents/demographics/. Accessed 24 Oct 2020.

 10. National reproductive health strategy, 2006–2015: national document. 
2006, Ethiopia: Addis Ababa.

 11. WHO recommendations on adolescent sexual and reproductive health 
and rights. Geneva: World Health Organization; 2018. Licence: CC BY-
NC-SA 3.0 IGO.

 12. WHO, UNICEF, PLANinternational,child healtyh initiatives, Adolescent 
Health, The Missing Population in Universal Health Coverage, 2019.

 13. UN Committee on the Rights of the Child (CRC), General comment 
No. 20 (2016) on the implementation of the rights of the child during 
adolescence, 6 December2016, CRC/C/ GC/20. Available at: http:// 
www. refwo rld. org/ docid/ 589da d3d4. html. Accessed 24 Sep 2020.

 14. UN IGME. Levels and trends in child mortality. New York; UNICEF, WHO, 
World Bank and United Nations; 2015.

 15. Glassman, AL, Silverman R, McQueston K. Adolescent fertility in low-
and middle-income countries: effects and solutions. Center for Global 
Development Working Paper, 2012, 295.

 16. The Global Strategy for Women’s, Children’s and Adolescents’ Health 
2016–2030. Every woman every child. 2015. http:// www. every woman 
every child. org/ globa lstra tegy. Accessed 27 Aug 2020.

 17. Federation IPP. Facts on the sexual and reproductive health of adoles-
cent women in the developing world, April 2010. 2010.

 18. Ethiopian Public Health Institute (EPHI) [Ethiopia] and ICF. Ethiopia 
mini demographic and health survey 2019: key indicators. Rockville, 
Maryland, USA: EPHI and ICF; 2019.

 19. Central Statistical Agency (CSA) [Ethiopia] and ICF. Ethiopia Demo-
graphic and Health Survey 2016. Addis Ababa, Ethiopia, and Rockville, 
Maryland, USA: CSA and ICF; 2016.

 20. Ayehu A, Kassaw T, Hailu G. Level of young people sexual and repro-
ductive health service utilization and its associated factors among 
young people in Awabel District, Northwest Ethiopia. PLoS ONE. 
2016;11(3): e0151613.

 21. Tlaye KG, et al. Reproductive health services utilization and its associ-
ated factors among adolescents in Debre Berhan town, Central 
Ethiopia: a community-based cross-sectional study. Reprod Health. 
2018;15(1):217.

 22. Abajobir AA, Seme A. Reproductive health knowledge and services 
utilization among rural adolescents in east Gojjam zone, Ethiopia: 
a community-based cross-sectional study. BMC Health Serv Res. 
2014;14(1):138.

 23. Ansha MG, Bosho CJ, Jaleta FT. Reproductive Health services utilization 
and associated factors among adolescents in Anchar District, East Ethio-
pia. J Family Reprod Health. 2017;11(2):110.

 24. Sheehan P, Sweeny K, Rasmussen B, Wils A, et al. Building the foundations 
for sustainable development: a case for global investment in the capabili-
ties of adolescents. Lancet. 2017;390:1792–806.

 25. Gurara AM, et al. Reproductive health service utilization and associated 
factors among adolescents at public school in Adama town east Shewa 
Ethiopia; 2018. Nursing Practice Today, 2020.

 26. Feleke SA, et al. Reproductive health service utilization and associated 
factors among adolescents (15–19 years old) in Gondar town, Northwest 
Ethiopia. BMC Health Serv Res. 2013;13(1):294.

 27. Gebreselassie B, et al. Assessment of Reproductive Health Service Utiliza-
tion and Associated Factors Among Adolescents (15–19 Years Old) in 
Goba Town. Southeast Ethiopia. 2015;3(4):203–12.

 28. Crocicchia I, mandate comprehensive sexual education programs in 
schools in all 50 states. 7 May. 2020.

 29. Secor-Turner M, et al. Implementing community-based comprehensive 
sexuality education with high-risk youth in a conservative environment: 
lessons learned. Sex Educ. 2017;17(5):544–54.

 30. Chirwa-Kambole E, et al. Acceptability of youth clubs focusing on com-
prehensive sexual and reproductive health education in rural Zambian 
schools: a case of Central Province. BMC Health Serv Res. 2020;20(1):42.

 31. Tunusiime M, et al. Building the confidence of teachers to facilitate sexual 
and reproductive health information to in-school youth clubs in Uganda. 
Nepal J Obstet Gynecol. 2018;13(2):21915.

 32. Muula A, et al. Youth clubs’ contributions towards promotion of sexual 
and reproductive health Services in Machinga District, Malawi. Tanzan J 
Health Res. 2015;17(3):111869.

 33. Ayalew T, Meseret Y, Yeshigeta G. Adolescent reproductive health services 
in Jimma city: accessibility and utilization. Ethiop J Health Sci, 2009. 19(2).

 34. Glover EK, et al. Sexual health experiences of adolescents in three Ghana-
ian towns. Int Fam Plan Perspect. 2003. https:// doi. org/ 10. 1363/ ifpp. 29. 
032. 03.

 35. Melaku YA, et al. Sexual and reproductive health communication and 
awareness of contraceptive methods among secondary school female 
students, northern Ethiopia: a cross-sectional study. BMC Public Health. 
2014;14:252.

 36. Tegegn A, Gelaw Y. Adolescent reproductive health services in Jimma 
city: accessibility and utilization. Ethiop J Health Sci 2009;19(2).

 37. Molla M, Berhane Y, Lindtjørn B. Perception of Ethiopian youth regarding 
their risk of HIV, A community-based study among youth in predomi-
nately rural Butajira. Ethiop J Reprod Health. 2009;3(3):44–51.

 38. Hutchinson P, Mahlalela X. Utilization of voluntary counseling and testing 
services in the Eastern Cape, South Africa. AIDS Care. 2016;18(5):446–55.

 39. Hallman K. Socioeconomic disadvantage and unsafe sexual behaviors 
among young women and men in South Africa. 2004. https:// doi. org/ 10. 
31899/ PGY2. 1027.

 40. USAID, Marie Stopes Internation. Delivering sexual and reproductive 
health services to young people: Key lessons from Marie Stopes Interna-
tional’s programmes. Marie Stopes Internation. 2012.

 41. Denno DM, Chandra-Mouli V, Osman M. Reaching youth with out-of-facil-
ity HIV and reproductive health services: a systematic review. J Adolesc 
Health. 2012;51(2):106–21.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

http://apps.who.int/iris/bitstream/handle/10665/255415/9789241512343-eng.pdf;jsessionid=1BC7566D91C86EA0B3
http://apps.who.int/iris/bitstream/handle/10665/255415/9789241512343-eng.pdf;jsessionid=1BC7566D91C86EA0B3
http://apps.who.int/iris/bitstream/handle/10665/255415/9789241512343-eng.pdf;jsessionid=1BC7566D91C86EA0B3
http://www.Who.Int/reproductivehealth/publications/health_systems/9789241501002/en/index.Html
http://www.Who.Int/reproductivehealth/publications/health_systems/9789241501002/en/index.Html
http://www.Who.Int/reproductivehealth/publications/health_systems/9789241501002/en/index.Html
http://www.refworld.org/docid/589dad3d4.html
http://www.refworld.org/docid/589dad3d4.html
http://www.everywomaneverychild.org/globalstrategy
http://www.everywomaneverychild.org/globalstrategy
https://doi.org/10.1363/ifpp.29.032.03
https://doi.org/10.1363/ifpp.29.032.03
https://doi.org/10.31899/PGY2.1027
https://doi.org/10.31899/PGY2.1027

	The uptake of key elements of sexual and reproductive health services and its predictors among rural adolescents in Southern Ethiopia, 2020: application of a Poisson regression analysis
	Abstract 
	Background 
	Methods 
	Results 
	Conclusion 

	Background
	Methods
	Study area, period and design
	Population
	Sample size determination and sampling techniques
	Data collection tools, methods, and personnel
	Data quality management
	Data analysis

	Definition and operationalization of variables of the study
	Dependent variable
	Independent variables

	Results
	Background characteristics of respondents
	Respondents’ attributes related to sexuality and reproductive health
	Knowledge of adolescents on SRH issues
	Sexual and reproductive health service use among adolescents
	Reasons perceived as barriers to using the SRH service among adolescents
	Determinants of SRH service utilization

	Discussion
	Conclusions
	Acknowledgements
	References


