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ABSTRACT
Background: Access to sexual and reproductive health and rights (SRHR) information during
adolescence is a fundamental human ragiathelps adolescents fully develop their potential. Due
to developmental changes, early adolescencel41gears) offergn opportuniy to shape early
adolescents' sexual behaviours through various opportunities for education about their sexual and
reproductive health before tihedbehavioursbecome weklestablished in late adolescence and
adulthood. Their sexual and reproductive healthregids knowledge, beliefs and behaviours play
a significant role and may affect thesexual experienseand health outcomes. Rwanda has
establishedeverapolicies to promote adolescents' sexual and reproductive health and introduced
comprehensive sexuality educatig@SE) in schools in 2016 to enhance young people's
knowledge, skills, and valude allow them to decide responsibly about their sexual and social
relationships, antb promote and sustain riskeducing behaviourd’here has beensgnificant
focus on older adolescenBexual and reproductive health and rights and linfiteds onearly
adolescentsLimited evidence on the sexual knowledge, beliefs, and behaviours of young
adolescentsesulted in framing this research, and there are no similar studies for this age group.
Thisresearch explorgbe extent to which early adolesceatged 1214 yearsare knowledgeable
abouttheir SRHRandassessewhether this knowledgand attitudeave implications for their
sexual experiences and healthammesThis study aimetb assess how SRHR policies in Rwanda
address the specific information needs of early adolescents in general and explore the extent to
which SRHR knowledge influences sexual behaviours, sexual experiences and health outcomes

among this age group (42 yeas).

Methods: This research was conducted in three phasesiding the desk review, the survey with

early adolescents aged-12 years (phase 2), and focus group discussoocomplement findings

from phases one and twand theintegration of findings (phase 3Jhe study used a social
ecological frameworladapted foradolescensexual and reproductivieealth, whereby multiple
factors at the individual, relationships, community and societal levels interact to influence early
adolescents' SRHR knowledge, beliefs, behaviours, sexual experiences and health olleomes.
research started witthe policy review using the policy triangle framewoikhis framework
identifies four key elementsf a policy: context, content, processdactors.The policy review
process facilitated engagement with gender and sexuality education stakeholders. This allowed
them to share their perspectivestmst enablingccess to gender and sexuality information for
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early adolescentg-indings from these stakeholders also allowed us to explore the content of
SRHR messages conveyed to early adolescents in Rwanda through a review of the CSE as
embedded in the competerdoased curriculum.The International Technical Guidance on
Sexuality Education guided this revielnally, a survey witt811 early adolescentésd13 focus

group discussions with08 early adolescentsllowedusto explore the extent to which this age
group were knowledgeable about SRHR, their sexual rextqpees and health outcomes
Quantitativedatawere analysed using descriptive and inferential statistics, whdétative data

wereanalysedhematically.

This researcbbtained ethicadnd other necessaapprovaldrom research institutions controlling
research in Rwanda ariom the Human Research Ethics Committee (HREM@=dical) of the
University of the Witwatersrandturthermore, signed informed consent from SRHR stakeholders
and participants' parents or legal guardians and written informed assent from early adolescents

wereobtained from thoseho had received parental consent

Findings: SRHRpoliciesgenerally focu®nadolescent health amévelittle focus ongender and
sexuality information and knowledge for early adolesceBRHR stakeholders indicated that
access to gender and sexuality informat@sdetermined by factors at the individlewvel, such
ascuriosityandage therelationshiplevel, such agparentchild interaction the communitylevel,
such as theources of informatiomvailable the scope of SRHR programmesdthe general
SRHR st a knmeshnddrsthiedmgabout gender, norarsdthe societal levebuch adimited
resources, policynaking pathways, unfriendly laws.

The CSE review showed that, of the eiglneasrecommendedy UNESCO, CSE for early
adolescents in Rwanda focuses mainly on four asexsial and reproductive health; human body

and development; values, rights, culture and sexuality; and understanding gender, respectively.
There was little or no emphasis on the topics of the four other recommended areas of sexuality
education which wereviolence and staying safe, skills for health and Wweihg, sexuality and

sexual behaviour, and relationshipsndingsfrom stakeholder interviews support these results
and suggest other topics to be included in the CSE curricidecause ofcontroversies

surrounding these topics in Rwanda.

Of the 811 patrticipants involved in the quantitative survey, the majoaty females (51%gand
49% males.Their age range was 12 years(n=802) and most were 14 (55.49. Early
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adolescents showelat their knowledgefdSRHR wagenerally low scores aboutnowledgeof
sexualitywerebelow 50%(meanscore 2.8out of6, 95%CI: 2.7-2.9),42% (mearscore 4.9 out

of 12, 95% CI:4.85.1)aboutcontraceptive method65% (mearscore 8.4out 0f13, 95% CI: 8.2

8.5) aboutHIV/AIDS and sexually transmitted infectionsnd 54% (mearscore 7.1 out of 14,

95% CI: 6.97.3) aboutcondoms Concerningattitudes 90% ofparticipantsexhibited favourable
attitudes (>50% score) towards sexual nqraml 97% had a gendegutable attitude (>50%

score) In the surveyabout81% of early adolescentsp@rted a lifetime involvement iany of
thenonpenetrative sexual experiences (hugging, holding hands, caressing, kissing on the lips,
touching or being touched on genitals, stroking or being stroked genitals to climeothparison,

7% of participants reportetavingexperiencegenetrative sexuaxperiencenvolving oral sex,

anal andbr vaginal intercourse. Attendaneg parties where young people darmed fathers

having a lowerevel of educatiorwere associated with higher odds of rpanetrative sexual
experienceFactors associated with the experience of penetrative sexual intercourse were being
male, drinking alcohol, watching pornographic filthsee or more time®eing a double orphan,

di scussing sex mat tandmingofdrcectohawe isexual intercades Highat h e
scores on knowledge about condoms positiveattitudes towards sexual norms were associated
with both nonpenetrative and penetrative sexual experiendémse with high scores on
HIV/AIDS and STDswere less likely to report penetrative s@ositivegender attitudes were

associated witmon-penetrative experiences.

Concerningp a r t i cexymlbahaviodrs, periodic abstinence @mtblomsverethecommonly
usedmethods of contraceptidmy the participants, and a significant proportion of them reported
having a boy/girlfriend/partneNone of the girls had been pregnamitfour of 311boys(1.3%)
reportedmpregnatinggirls or a womanNearly 0% oftheparticipants havladan HIV test, and

a few repord having had an STD. Knowledge about sexuality, contraceptive methods, and
condoms, attitudes towards gender amual norms were associated with testing for HIV.
Quialitative findings from the focus group discussion revealed that early adolescents benefited from
the SRHR information and knowledgieat shaped their sexual behaviours and improved their

health outcomes.

Concerning the relationship between various sources of SRHR information and participants'
knowledge, beliefs and behaviours, this research found that schoolteachers were theapdmary



preferredsources of SRHR information on puberty and reproducBants preferedtheir mothers,
female schoolteachersistersand other extended family membessich as auntgs sources of
SRHR informationin contrastboys preferedobtaining SRHR information froteir fathersand
brothersas well as frontilms, theinternet and television

Conclusion: SRHR knowledgeattitudes, behaviours, expera@mand health outcomesf early
adolescentshould be put in their context for interpretati@RHR licy doesnot adequately
address their specific information negdsd most earlgdolescentaccess SRHR information but
have alow level of SRHRknowledge However this knowledge is vital for theicompleteand
safe sexualhealth development.Some early adolescenthave started engaging in sexual
experiences and face challenges related to paaakkealth outcomeRecommendations include
the use omulti-sectoral approach to promote eatiolescentsiccess to SRHR informati@md

to address their specific neetlty involving more stakeholders (e.g. early adolescents and
community members) in SRHpvlicy-makingprocessesaddressing theociatecologicalfactors
hindering proper access to good quality of SRHR informatibose associated with sexual
experiencesand delivering comprehensive sexuality education as per recomme&adddrds

Future researcBhouldfocus onintegrating the specific needs of early adolescents in the SRHR
policies, exploring the challenges related to implementing comprehensive sexuality education
(CSE) in school settings and assessing the eftdc@SE on the learneddehaviours and sexual
experienced-uture research should alsxaminehe role offaith-basedrganisations in imparting

CSE and explore approaches to delivering {gghlity SRHR information to early adolescents.
Similar research should be contketamongyut-of-schoolearly adolesceneged 1611 years and

those attending schools using international curricula in Rwanda.
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OPERATIONAL DEFINITIONS
EARLY ADOLESCENCE

Adolescence is the period that coverslBOyears and is divided into early (1@ years) and late

(15-19 years) adolescenfH. Early adolescence is the period betweerld§ears, during which

rapid and significant physical, cognitive, social, and emotional developmsents[2-4]. New

gender roles and sexual identities also occur among early adolescents, depending on their social
context[2]. Health behaviours established during this period may have ddsiigg impact

during late adolescence and adulth¢éld In this studythe structureof the curriculumlocates

early adolescents in primary and loveeccondary leveJsand we decided to recruit those in lower

secondary with ages 12-14 years

HEALTH POLICY

A policy is a formal document written by a government authority that defines the strategies or
priorities related to a specific ar¢, 6]. As a formal statement, the policy targets a specific
population and provides a framework for actiéh The policy further defines specific procedures

for the government, negovernment and private sectors, as well as the responsibilities of each
partner[6]. This document entails written codes, standards, and regulations that guide the choice
[7]. The World Health Organisation, cited 6y B r et al.n8], defines a health policy as
decisions, plansand actionso achieve specifibealthgoals. In this study, a policy is any formal
documentfrom the Government of Rwanda that descrilaesess to gender and sexuality
information to early adolescents. A strategic plan refers to any document outlining the strategies
to implement specific policy related to gender and sexuality education in Rwanda.

GENDER

Genderencompasses fithe different rol es, ri ghts,
society attach to individuals based on .6€f®]. Gender emphasises socially and culturally
constructed differences between men and womiemgrise to masculine and feminine identities,

roles, norms, and relationships0, 11} Gender differs from sex, which refers to biological

distinctions between females and males, mainly concerning reproductive fuit@pns

GENDER NORMS
The term norm means what most people do in a particular cdafxt Gender nor ms a

widely accepted social rules about roles, traits, behavistatus and power associated with
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masculinity and f e mil[hl]. Mhede yules relateaspegficallyetom gerder| t u r
differenceq12]. Clayton and Tannenbaum [18]e f i ne gender norms as Au
family, workplace, institutional, or global culture that influence individual attitudes and
behaviour so. Il n this study, gender norms refe
ear | y ad ootheaidscaachbioys)dbehaviours. Gender norms are commonly reflected in

adol escent so[llJender attitudes

GENDER ATTITUDES

Gender attitudes refer to personal perceptions, beliefs or endorsement of [@&éhdeersonal
gender attitudes intensify during early adolescence as puberty reshajpescagtions and social
expectation$ll].

SEXUAL ATTITUDES

Sexual attitudes are beliefs and feelings aboufisx

SEXUAL HEALTH

The World Health Organization (WHO) defines s
mental and social welbeing concerning sexuality; it is not merely the absence of disease,
dysfunction or infirmity. Sexual health requires a positive and réspapproach to sexuality and

sexual relationships, as well as the possibility of having pleasurable and safe sexual experiences
free of coercion, discrimination and violence. For sexual health to be attained and maintained, the
sexual rights of all persos must be r espect e[l5. Asparcampeanentot d and
general health, sexual health is defined as the avoidance of adverse health outcomes such as
unintended pregnancy, the transmission of sexually transmitted infections including HIV, sexual

violence and harmful practices such as genitatilations[16].

SEXUALITY EDUCATION

The European Expert Group on Sexuality Educafibrf] defines sexuality education as aiming

A tdevelop and strengthen the ability of children and young people to make conscious, satisfying,
healthy and respectful choices regarding relationships, sexuality and emotional and physical
health. Sexuality education does not encourage childrenand yoorqrgpbee t o have sex.
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COMPREHENSIVE SEXUALITY EDUCATION

According to UNESCQ18], Acomprehensive sexuallasetd processi ucat i
of teaching and learning about the cognitive, emotional, physical and social aspects of sexuality.

It aims to equip children and young people with knowledge, skills, attitudes and vaitiaslith

empower them teealisetheir health, wetbeing and dignity; develop respectful social and sexual
relationships; consider how their choices affect their-weilhg and that of others; and understand

and ensure the protection of their rights thtougf their lives. CSE can be delivered in formal or

nonf or mal settings. o

SEXUAL RIGHTS
The World Health Organization specifies that Sexual rights embrace certain human rights already
recognisedn international and regional human rights documents, other consensus documents, and

national lawg19]. Applying these rights constitutes sexual riat.

SEXUAL SOCIALISATION
Sexualsocialisationduring adolescence is defined as the process by which adolescents acquire
knowledge, attitudes and values related to sexu@ity. There are different sources for sexual

socialisationincluding parents, peers, media, religion and sc[gigl

REPRODUCTIVE HEALTH

ChandraMouli et al.[22] and the United Natiorf@3]d e f i ne reproducti ve heal
of complete physical, mental and social wellbeing and not merely the absence of disease or
infirmity, in all matters relating to the re
Reproductive healthmplies having satisfying and safe sex, the capability to reproduce and the

freedom to decide if, when and how often to d§28j.

SEXUAL EXPERIENCE

Theconceptualisationf sexual experience varies in literat{@d]. Sexual experience consists of
non-coital (norpenetrative) and coital (penetrative) sexual experig@ée26] Studies on sexual
experience indicate that n@oital experience refers to a lifetime (ever) rather than current (last
12 months) involvement in any of the following activities: kissing, fondling, hugging, foreplay or
heavy petting, holding hand, huggiffi-26]. Coital sexual experience has been measured as the
lifetime of any of the following sexual activities: oral sex (when a partner puts his/her mouth on

the counterpartds sex organs), vaginal sex (w

XXX



and anal i ntercourse (when a man i ne25,2% hi s
29].

SEXUAL HEALTH OUTCOMES

In this study, sexual health outcomes related to pregnancy and sexually transmitted infections were
measured. Questions related to pregnancy as sexual health outcomes included ever being pregnant
for girls, ever impregnating a girl or woman for boys, amel dutcome of the pregnancy (e.g.
abortion, miscarriage, live birth). Questions related to sexually transmitted infections as a sexual
health outcome encompass ever having concerns that early adolescents might catch a sexually
transmitted infection, everothg an HIV test, ever having a sexually transmitted infection, and

ever needing to seek medical care for sexual and reproductive health matters.
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CHAPTER ONE

INTRODUCTION
1.1 BACKGROUND INFORMATION

Thisthesidocates early adolescents, defined as thodeiage group 104 years, in the global
context and elaborates @rhat is knownabouttheir gender and sexuality knowledge, beliefs

and behaviours in general, specifically in Rwanda. It provides a brief explanation of the access
to sexuality and gender information by early adolescents, the sources of information, and the
importanceofgerelr as a determinant of early adol esc:¢
Finally, an analysis and critique of the literature is provided.

1.2 INTRODUCTION

Globally, the population of early adolescents constitutes half3obillion adolescents aged

101 19[30, 31] Early adolescents face physical, psychosocial, emotional and economic changes
[32, 33] of which sexual maturation is the most distinctive asp&tt 35] The literature
categorises adolescence into early (at times called very young) adolescehdey€H0s) and

late (1519 years) adolescengk 36, 37] Many adolescents explore their emerging sexuality
through partnered sexual activi38]. In addition, it is in early adolescence that most sexual
behaviours are initiatg@2, 36]andtend to last long into adultho¢89-41]. This period marks

the beginning of an increase in the need for intimacy andraiang[42]. It also providesn
opportunity to address sexual violence and gender discriminatory norms before they become
solid by late adolescence and adulthp4g]. Before vaginal sex, adolescents may experience
other forms of sexual activity, such as sase& or heterosexual masturbatioral or/and anal
sex[38].

Early sexual debut has many negative consequences when done Udgdfedgpecially for

early adolescentpl5, 46] The consequences may include early pregnancy and associated
complications, unsafe abortion, and sexually transmitted infections (STIs), including HIV, early
marriage, coerced sex, physical and sexual violence, and unprotectgdl1$exXOther
consequences may inclugteegular and multiple sex partngest, 47-49], stigma or rejection

by parents, threats of violence, lower education attainment, fewer employment opportunities
[50], as well asheavy smoking and alcohol abufel]. Providing early adolescents with
contextrelated information about human sexuality can improve their sexual knowledge and

help them mitigate risky sexual behawi® and their associated consequei88k



1.2.1 Context of early adol escent so gender

behaviours

The International Conference on Population and Development (ICPD), held in Cairo in 1994,
made a call to address adolescentso6é educatdi
development of their sexualif22]. The ICPD also placed adolescent sexual and reproductive

health on the global agend@al]. Promoting adolescents' sexual health requires addressing
multi-l e v el factors in their broad s oc soad cont
ecological mode[52]. It considers the interplay of individual, interpersonal, community and
societal factors that influence adolescent hef8} and has been used @arly adolescent

studieq11, 28, 36]

Policies and laws are instrumental in promoting adolescent sexual health and are part of the
soci al context that affects early adol escent
may promote or hamper early marriage, access to sexual and repetaatth (SRH) services

for early adolescents, compulsory schooling, tobacco and alcohol use and genddBépuity
Community factors encompass those related to schbd|s28] churched54], exposure to

media[ll, 55]and gender normd1]. Interpersonal factors include communication between

early adolescents and parents, other family members and [iderS4] Individuatlevel
influences include factors such as[llhand ear |l vy

religious affiliation[54].

Early adol escent, adbehkaniauns bbeut geeder ard sdxualéyfirsRwanda
should be dealt with in their socialconteadj | | ust r at ed bsociaBecotgicale nbr en
model[52]. The Government of Rwanda has defined different policies far thealth[56],

gendef57], adolescent sexual and reproductive health and rights (SEERInd information

and communicatiotechnology (ICT)[59]. Furthermore, Rwanda has enacted different laws,

such as the law governing persons and families (Republic of Rwanda, 2016a) and the law on

human reproductive healf&0].

Rwanda has expanded rapidly in thedia, internet and telecommunicati@egtors In June
2018, Rwanda had 26 registered FM radio broadcasters, four media service providers and 13
licensed TV stationf51]. Internet subscriptions increased by 2f%]. The mobile telephony

penetration rate is 78.1961].

While Rwanda promotes gender equal®y], gendetbased violence is widespread among

Rwandan adolescents aged1i% years.Twenty-nine and twentyfive per cent of adolescent
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girls and boysrespectivelyhad experienced either physical or sexual violen@0i®9-2020

[62]. In addition, reporting violence and support seekisghot common among older
adolescents (X329 years), as onlB1% of boys and27% of girls seek support to stop
experiencing violencgs2]. It is important to note that early adolescents, by law, have the right
to information accesf60], and schools provide courses related to human reproductive health
[60]. However, decisioimaking related to SRHR is granted to only those who have attained
the age of majority (18 year§0], excluding early adolescentgho arethe focus of this study.

1.2.3 Access to sexuality and gender information

Adol escentsb6 access to sexual hedBltBarlyi nf or n
adolescents need to be aware oirteemerging changes and thessibleconsequences of their
behaviours[64]. They need to make informed decisions about contraception, pregnancy,
sexually transmitted infections (STI&6], and otheessentiahspects of their sexual health to

maintain SRH65].

Access to information increases sexual knowlefigfe, 66] Limited access to SRHR
information leads to limited use of preventive and curative seni@és Moreover, the
literature shows that exposure to sex education is positively associated with SRH outcomes
among adolescents betweenlibyeard68]. Access to SRHR information and services face
challenges such asfriendly services and policies, poor parehiid communication, and
conflicting messages from medi2, 69] Generally, early adolescents have gaps in SRHR
knowledge[22, 70] In Rwanda, a study indicated that young people agea4liéh rural
communities lack SRHR knowledge. At the same time, they experience transactional sex and
believe that obtaining SRH services is socially prohilitdd. Experimenting with sex is also

a concern for adolescer{f&2]. Poor SRHR knowledge increases the risks of unprotected sex,
which in turn increases the risks of unplanned pregnancy and[B[ldDespite theoretical
literature,it is not known whether access to sexuality and gender information contributes to
better knowledge and i mprioRwasdaear |y adol esce

1.2.4 Sources of early adolescentsdéd gender a

Research indicates that adolescents access multiple SRHR information sAusceging
review of adolescent engagement in sexual and reproductive health research in Kenya, Rwanda,
Tanzania, and Uganda indicated that radio, parents, peers, and health centres were familiar

sources of information for adolescefifd]. In these settings, adolescents consider parents as
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valued and desired sources, but parents consider sexual matters as immoral, which inhibits
discussions with adolescents. For this reason, adolescents turn to peers to seek sexuality
information. This study also reports issues of lack of confidentialityaalodescenspecific
information, and low trust in care, which prevent adolescents from seeking information from
health centrefr4].

Early adolescents acquire information about gender and sexuality from vamdusnmental
sources Kemigisha et al. indicated thaexual knowledges delivered by various sources,
including media (85%), fathers (10%), mothers (22%), and schools (31%). among early
adolescents from South Western Ugafitis]. Furthermore, Kemigisha et al. found that HIV
knowledge is widespread (95%) among early adolescents from South Western Uganda.
However, only 47% knew at least one way in which HIV is spread. Only 37% knew about other
sexually transmitted infections. Concirgp the knowledge about contraception, Kemigisha et

al. reported that 56% of early adolescents knew about one contraceptive [@éthod

The quality of this information can be debatable. Professional sources, such as health
professionals and teachgtsnd to provide more accurate and comprehensive knowledge about
contraceptive use and efficacy compared to-piariessional sources. These ruofessional
sources include media (internet, television, and jageers, and romantic partn¢rs]. Sex
education delivered by schools improves awareness and knowledge of risk reduction,
contributes to higher se#fffectiveness and intention of safer sex, and delays the onset of sexual
activity [77].

In Rwanda, thee needs to be moréderature about what early adolescents prefer as sources of
information. In the USA, female adolescents prefer professional sources, while male
adolescents consult nonprofessional souféék In Iran, mothers and sarsex friends are
preferred to other sourcg¢s8]. Both informal and formal sources of sex education provide
sexual information and gender role models in a process called sexual socigltion

1.2.5 Gender, attitudes, behaviours and sexual experience of early adolescents

Gender is a determinant thfe sexual behaviours of adolescefig, 8084]. Gender embodies
social norms, attitudesnd activities society deems more appropriate for boys and[@jirls
Family, media and social institutions teach boys and girls appropriate behaviours at an early
age[9, 85] Sexual behaviour is shaped by cultural discourses and socially constructed attitudes

and ideas that change over tifAe86]. For example, heterosexual activity is considered a norm



among early adolescents fromany different cultural settingd87]. Social norms may
negatively affect girls mor#man boyg488]. In some parts of the world, masculingyassociated
with sexual activity, having several sexual partners exygerences, virility and pleasure;
conversely femininity is eqated withpassivity, virginity, chastity, and fidelit{9]. For girls,
gender inequalities and social norms limit their sexual decrsiaking powe{82]. Cultural

norms influence sexual practidgy].

A less egalitarian attitude towards gender norms has been associateddwetseSRH

outcomes (pregnancy, STIs) among adolescent @ds 85] Imbalances in gender norms
encourage riskaking [89] and violence and may resultaaglversehealth outcomes, including

sexually transmitted infectiorj85, 90] including HIV. Inequitable gender norms may lead to
womenods subordination and grant d{imakmgamp or ti o
negotiating sexual relationshifkl]. To date, no study has, like this does, investigated gender

and sexualityrelated knowledge, beliefs and behaviours of the early adolescents and linked
them to their experiences in general and in Rwanda in particular. Additionally, it is unknown
howearlyad ol escent so6 soci al context responds to

evolving health.
1.2.6Adolescent health as grt of the global developmental agenda

In 2015, theUnited Nations General Assembidopted a global set of 17 goals called
Sustainable Development Goals (SDGs) to be attained by [2@3@3] The SDGS agenda
was built on the Millenium Development Goals and aimed to complete what the MDGs did not
achieve93]The SDGs are integrated and indivisible throughout the three pillars of sustainable

development: economic, sociahd environmental.

Table 1.1 Sustainable Development Goals

Goal 1. End poverty in all its forms everywhere

Goal 2. End hunger, achieve food security and improved nutrition and promote sust
agriculture

Goal 3. Ensure healthy lives and promote vboeling for all at alages

Goal 4. Ensure inclusive and equitable quality education and promote lifelong le
opportunities for all

Goal 5. Achieve gender equality and empower all women and girls

Goal 6. Ensure availability and sustainable management of water and sanitation for &
Goal 7 Ensure access to affordable, reliable, sustainable and modern energy for all




Goal 8. Promote sustained, inclusive and sustainable economic growth, full and pro
employment and decent work for all
Goal 9. Build resilient infrastructure, promote inclusive and sustainable industrializatic
foster innovation
Goal 10. Reduce inequality within and among countries
Goal 11. Make cities and human settlements inclusive, safe, resilient and sustainablé
Goal 12. Ensure sustainable consumption and production patterns
Goal 13. Take urgent action to combat climate change and its impacts*
Goal 14. Conserve and sustainably use the oceans, seas and marine resources for s
development
Goal 15. Protect, restore and promstistainable use of terrestrial ecosystems, sustait
manage forests, combat desertification, and halt and reverse land degradation
biodiversity loss
Goal 16. Promote peaceful and inclusive societies for sustainable development,
access to justice for all and build effective, accountable and inclusive institutions at al
Goal 17. Strengthen the means of implementationrevitalisethe Global Partnership fa
Sustainable Development

Source: United Nations General Assembly [93]

All SDGs directly relate to health or indirectly contrib{@d]. Child and adolescent health are
essential for achieving SGII85, 96] Through the SDG 3, health has a central place in SDGs
[94]. Target 3.7f the SDGds dedicated to sexual and reproductive health and ainmstoes
universal access to sexual and reprodudhigalthcare services, includif@mily planning,
information and education, and the integration of reproductive health into national strategies
and programmeg94]. Furthermore, SDG 5 focuses on achieving gender equality and
empowering women and girls. Target 5.6 seeks to ensure universal access to sexual and
reproductive health and reproductive Righihis shows how SRHR is reflected in
theinternational developmental agenda.

Rumble et al. point oubhat the progress in achieving SDGs is still far behind the anticipated
targets, the lack of disaggregated data by sex or age and the absence of-tgtarssdf by
girls for 1014 yearqd97]. Furthermore, a review of SDG indicators found that only 41% were
related directly to adolescent health, with 13% of all SDG indicators with agE3 yé€ars and
only 6% present with agdisaggregated daf82, 98]

1.3 PROBLEM STATEMENT

Promotingadolescent sexual and reproductive health and rights is part of the global agenda,
mainly as reflected in the Sustainable Development Goals (S[98s)00] The achievement

of SDGs on health, education and gender equality depends partially on recognising and



improving the health of early adolescerjg6]. Countries are committed to achieving
international protocols on SRH and SDGs related to acem¢dealth (Goals 34nd 5).till,
more remains to b&nown about how policies address early adolescents' specific needs,

especially in Rwanda.

Early adolescents must make informed decisions about their evolvingfBRH Informed
decisionmaking depends on the extent to which the decisiakers are knowledgeable about
SRH issues, including contraception, pregnancy, STIs and[28) Evidence suggests that
sexuality education can improve the SRHR knowledge of older adolefg@nhtSurthermore,
knowledge is a precursor for safe sex pradti€2]. While SRHR knowledge and information
areessentiain SRH outcomes, adolescents often have limited access to SRHR information,
especially in RwandfL03]. Inappropriate knowledge and information about adolescent sexual
and reproductive health (ASRH) can lead to poor $&%173] In particular, sexual activity in
adolescents aged under 15 years is associated with high rates of unplanned pregnancy, multiple
sexual partners, and other forms of risky sexual behavip043. FurthermoreEl Gelany and
Moussa [67hote that limited access to sexual and reproductive ha#dttmationis associated

with insufficient access to services.

Early adolescence is the most neglected period of life in terms of re§8@fcSubstantial
research focuses more on older adolescents and youtd (ars) [64], anchore attention
needs to beaid to early adolescents (1@ years) [3, 40, 96, 97]. The ageups of recruited

study participants often overlap, with studies grouping adolescents with other youths. This
makes finding information specific to early adolescence difficult.

Compared to older adolescents, early female adolescents face increased morbidity and mortality
relatedto pregnand]. Unf ortunately, studi es[2729 108, do | esc
106] concern older adolescents, emphasise penetrative sexual experience and disregard non
penetrativesexual experiences among early adolescents, and fail to link these experiences to
early adolescentsd6 gender and sexwuality kno\
subSaharan Africa in particular. Conversely, it is not well known if gender naffest early

A

adol escent s6 HEBERUA,IIO/pxperiences

Finally, like in other settingghe diversification of new media has resulted in more access to
information among adolescents in sphharan Africa [101]. Adolescents in Rwanda access
multiple sources of SRHR information, bubre evidence is needed current and preferred

sources and their influences on SRHR knowledge, beliefqemal/iours of early adolescents.



Early adolescentsd access to information, k

studied from their social context perspectives.

1.4 SIGNIFICANCE OF THE STUDY

It has become imperative for countries to achieve sustainable development goals, especially
those related to promoting adolescent sexual and reproductive health, specifically among early
adolescents. The current research provides an overview of how gexdsxuality policies in

Rwanda address the specific sexual and reproductive health and rights needs of early
adolescents. Addressing these needsiigal to achieving the international agenda reflected

in the SDGs, especially those related to hegjittal 3), education (goal 4) and gender equality

(goal 5)[108, 109] In addition, the study contributes to identifying early adolescents' needs
regarding access to SRHR information, SRHR knowledge, beliefs, behaviours, sexual
experiences and health outcomes. Intervenimgously in early adolescence can help to
address the root causes of unsafe behaviours and prevent their negative consigjuEackys
adolescence provides an excellepportunity to address gender norms and link them to early
adol escent sd behavi9,al0]s adolesteace er laterhThiy studyaseeksf e s t
to understand the context of early adol esce
experiences in Rwandas such, thistudy provides an understanding of the extent to which
gender and sexuality policies and other national programmes in Rwanda converge to promote
adolescent sexual health during early adolescence and seeks to discern the nature of sexuality
education givemo early adolescents in Rwanda by uncovering the focus of sexuality education,

andte young adolescents6 different sources of

Additionall vy, the study descr i-telated kroaledgey a d ol
beliefs and behaviours and their implications on sexual experience and health outcomes. This
study contributes to an understanding of the sexual experiencesn@egenetrative and
penetrative experiences) of early adolescents in Rwanda. It links these experiences to early
adol escentsd gender and sexuality knowl edge,
provides data on ear preferradsauices ®fcSRHRt irfotmatoovand | a b |
knowledge, the justifications for these preferences, and how these sources contribute to
promoting safe adolescent sexual health during early adolesé¢énaély, the findings from

this study may inform adolescent SRHR policy and interventions aiming to improve early
adolescents' sexual and reproductive health and rights, including access to gender and sexuality

information, SRHR knowledge, attitudes, betours, experiences and health outcomes.



15RESEARCH QUESTION
The research question for this study is the following:

Howdoese ar | y adol es c e ntisRwaddaddRessaimspecific ;mfiormationt
needs in generahnd how doestheir SRHR knowledge influence sexual behaviosesgual

experiences and health outcomes among this age groug (1€ars?

1.6 OVERALL AIM AND OBJECTIVES
1.6.1 Study aim

This study aimedo assess how ar | y a dSiRHResvoanmentis BRwanda address
thar specific information needs in general atodexplore the extent to whictheir SRHR
knowledge influences sexual behaviours, sexual experiences and health outcomes among this

age group (124 years)
1.6.2 Specific objectives

This study has the following specific objectives:

1. To assess the extent to which gender and sexuality policies address the Sgatiic
informationneeds of early adolescents in Rwanda

2. Describe the social context, including personal, relationships and community factors,
influencing early adolescentsé gender and
in Rwanda.

3. To analyse Sexual and Reproductive Health and Rights (SRHR) messages conveyed to
early adolescents by different sources of information in Rwanda.

4. Todescribeear |l y adol escent s 6 kn oreldted b geaderabde | i e f
sexuality in the selected districts of Rwanda.

5. To determine the relationship between th
knowledge, beliefs and behaviours and their sexual experiences.

6. To deter mi ne t he relationshinp bet ween e
knowledge, beliefs and behaviours and specific health outcomes (STls, pregnancy) in
the selected districts of Rwanda.

7. To determine the relationship between exposure to different sources of information and
early adolescentsd gender and sexuality Kk

districts of Rwanda.



1.7 ORGANIZATION OF THE THESIS

This thesis isorganisedinto three sections and 1éhapters.The first section (section A)
comprises the introduction (Chapter 1), literature review (Chapter 2) and research methodology
(Chapter 3)The second sectioséction B comprises chaptersD related to the study results.

The third section (Section C) comprises the integrated discussion (Chapter 11) and conclusion

and recommendations (Chapter 12).

The first chapter provides an overview of the study, including the background, the problem
statement, the significance of the study, the research questiatbe aim and objectivesf

the study The second chapteomprises the literature review. In addition to defining the key
terms related to this research, the chapter describes the contadlescentssexual and
reproductive health and righfSRHR) SRHR knowledge and attitudes, sexual behaviours and
sexual experienceshe sources of SRHR infomation for older and younger adolescents,
comprehensive sexuality educatiand theoretical and conceptual framework of this research.
The third chapter is dedicatéaresearch methods used in the current research.

The fourth chaptediscusseghe extent to which gender and sexuaptylicies address the
specific needs of early adolescents in Rwanda, specifically in terasce$s to gender and
sexualityinformation SRHR knowledgeattitudesand sexuabehaviours This policy review

used the policy triangle framework, which suggests focusing on four constituents of the health
policy: context, content, process and actors of the policy. We describe the findings of the review
based on these componeriike fifth chapte focuses on theexuality educatiostakeholders'
perceived determinants of early adol escents?o
information in Rwanda. Theixth chapterfocuseson the significant topics of gender and
sexuality messages conveyed to early adolescents in Rwanda, ta@mgrahensive sexuality
educatiorprogrammeas a caserThis chapter brings together the internationally recommended
topics and those reflected in the competdvased curriculum for early adolescents introed

in Rwandan schools in 2016 well agheir alignment with international standards. The chapter
also provides qualitative findings that support these topics and suggest égghatiatopics

that are overlooked in the CSE of early adolescents.

Theseventhchapter focuseon sexual and reproductive heditowledge and attitudesf in-

school early adolescents in Rwanda, obtained using a-secfisnal survey. The chapter

describes early adolescentsdé knowledge abou

HIV/AIDS and STDs. The chapter also provides the findings on earlysadolent s 6 at t it

towards sexual norms and gendene eighth chapter includes findingsemmar | 'y adol es c:
10



nonpenetrative and penetrative sexual experiences and the factors associated with such sexual
experiencesThe ninth chapter focuses on the sexual behaviours of early adolescents and their
health outcomes. It provides both quantitative and qualitative results on the influence of SRHR
knowl edge and beliefs on Tkeedenthchapter discuseses he nt s 6
relationship between the sources of SRHR information for early adolescents and their
knowledge, beliefs and behaviours in Rwanda. Tapter describes thggimaryand preferred

sources of SRHR information and their linkage with SRHR knowledge and beliefs. In addition,
gualitative findings help to explore how some sources might affect the reproductive health

outcomes of early adolescents.

Theeleventhchapternntegrated the findings and discussed the strengths and limitations of this
research. The twelfth chapter focuseal the conclusionfecommendations for policy and

practice,andrecommendations for future research.
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CHAPTER TWO

LITERATURE REVIEW

2.1 INTRODUCTION

This chapter provides an overview of the literature related to the current research. First, it takes
thereader to the meaning of various key concepts used in the research. Next, it describes the
global, regional and local context of adolescent sexual and reproductive health andsights
well as what has been achieved so far on sustainable development goals indicators related to
adolescent healthin addition, the chapter discusses various means of accessing SRHR
information, including various sources of informatittrgivesa particular place to CSE as one

of the interventions to promote adolescents' SRiH&wledge, beliefs and behaviours and to
improve their health outcomes. The chapter focuses mainly on the content of CSE programmes
the approach usethe effects of CSE on adolescent SRHR, challenges encountered and CSE
in Rwanda. Furthermore, the chapter explores studies on adolescents (including early
adolescents) SRHR knowledge, attitudes, behaviours, sexual experience and health outcomes,
the factos associated with sexual experiences, and the influences of gender on adolescent
sexual health. The chigr also focuses on this PhD research's theoretical and conceptual

frameworks and describes research gaps from the reviewed literature.

2.2 CONTEXT OF ADOLESCENT SEXUAL AND REPRODUCTIVE HEALTH AND
RIGHTS

Policy and laws play a significant role in adolescent health and development arize may
protective factor or barrier to adolescents' protection, health and edy&atlgrrhe literature
recognises relationship between health policy and health and that health podisgdatiain
addressing major health problef® andensuring and improving adolescent hedlth?2].
Therefore, policy has a role in promoting adolescent SRHR, especially among early
adolescents.

The International Conference on Population and Development (ICPD) held in Cairo in 1994
wasa kick-off for promoting adolescent sexual and reproductive health and [igi8 The
programme of action (PoA) resulting from the IC®Dphasised mpr ovi ng adol esce
and weltbeing[113]. Since theninternational commitment has grown to improve adolescents'
health(10-19 years), including their SRHR13]. The ICPD PoA urges governments and-non

governmentalorganisationsfi t o me et the speci al needs of

12



appropriate programmes to respond to thosenieeds nc | udi ng

Afgender relations and equality,

educati on

Vi

ol

ence

responsible family planning practice, family life, reproductive health, sexually transmitted

diseases, HIV infection @ Al DS p [28&].vFerthdrmore,ngénder wascogniseds a

structural determinant of healtblated inequalitiegl14].

Consensuw/as reachetb place adolescent sexual and reproductive health and rights (ASRHR)

on global, regional and local developmental agendad there have been maclyanges in

adolescent lives since the ICRIL5]. For example, sexual and reproductive health and rights

are reflected in the Sustainable Development Goal Target 3.7 and 3 & [fet6]. Target 3.7

aims to ensure universal access to sexual and reprodoetitbcare services, includifgmily

planning, information and education, and the integration of reproductive health into national

an

ag

strategies and programmes. Furthermore, SDG target 5.6 aims to ensure universal access to

sexual and reproductive health and reproductive rights as dgydld Programme of Action

of the International Conference on Population and Development and the Beijing Platform for

Action and the outcome documentgloéir review conferences. Furthermore, several countries

have enabling laws, policies and programmes for ASRHR].

The government of Rwandeonsidersvarious international and regional declarati@rsl

commitmentsand implements them through various national policgeeralpolicies were

established to promote ASRHRBNd these policies were informed by other international and

regional commitmenisas outlined in Table 2.1. Howevenore information is needembout

how policies in Rwanda address th8RHR needs of early adolescents regaraidgcation

and services

Table 2.1: International and regional declarations and policies informing gender and sexuality

education policies in Rwanda

Rights Policy 201122015 Abuja Declaration.

Women (CEDAW)

Policy International and regional declarations and commitments
Adolescent Sexual - Millennium development goals, MDGs
Reproductive Health and | Africa Health Strategy (2002015).

- International Covenant on Civil and Political Rights (ICCPR),

- International Covenant on Economic, Social and Cultural Rights (ICE
- Universal Declaration of Human Rights (UDHR),

- Convention on the Elimination of all Forms of Discrimination against

- 1994 International Conference on Population and Development (ICPD
(importance of reproductive rights, especially for adolescents)

children to education ialised

Girl sd Educal Convention on the Rights of the Child (CRC): ensuring that the right of

13



Education for All
Millennium Development Goals (MDG): universal completion of primar
school (UPC) and gender equality (in opportunities and outcomes) by

Health sector policy

MDGs

Abuja Declaration,

African Health Strategy (2002015),
Paris Declaration (2005),

Accra Agenda for Action (2008)

The Rio Political Declaration on Social Determinants of Health (Octobg
2011).

National Family Planning

and Adolescent Sexual and.

Reproductive Health
(FPASRH) Strategi®lan
(20182024)

1994 International Conference for Population and Development (ICPD
Millennium Development Goals (MDGSs)
Sustainable Development Goals (SDGS)

National Gender Policy

Fourth World Conference on Women held in Beijing (China) in 1995
International Conference on Population and Development (ICPD) in 14
East African Community
Beijing Platform of Action

Convention on the Elimination of All Forms of Discrimination against
Women (CEDAW), ratified in 1981

Millennium Development Goals (MDGsghe third goal of MDGs is to
achieve gender equality and to empower women

United Nations Security Council Belution 1325

Universal Declaration of timan Rights of 10 December 1948

New Partnershipfo Afri cads Devel opment
Common Market foEasernand Southern AfricaQOMESA)

National Reproductive
Maternal, Newborn, Chilg
and Adolescent
(RMNCAH) Policy

Healtl_

1979 Convention on the Elimination of All Forms of Discrimination
against Women (CEDAW);

1990 Convention of the Rights of the Child;

1994 Cairo International Conference on Population and Development
(ICPD);

1995 Beijing Fourth World Conference on Women (FWCW) Declaratig
and Platform for Action;

2000 UN Millennium Development Goals (MDGS);
2011 UN Commi ssion on
and Childrenés Healt h;
2012 Family Planning 2020 (FP2020);

2015 UN Sustiaable Development Goals (SDGSs)
1990 African Charter on the Rights and Welfare of the Child;

I nf or mat i

1998 African Charter on Human a
2003 Protocol to the African Ch
Rights of Women,;

2004 Declaration on Employment and Poverty Alleviation in Africa;
2005 Continental Policy Framework on Sexual and Reproductive Heal
and Rights (SRHR);

2006 Maputo Plan of Action for the Operationalization of Continental
Policy Framework for Sexual and Reproductive Health and Rights-200
2010;
2007 Declaration on Health Systems Strengthening in Africa for Equity
and Development;

2009 Campaign for Accelerated Reduction of Maternal Mortality in Afr
(CARMMA);

2012 Resolution adopted by the 126th IrRarliamentary Union Assembl
on Access to Health as a Basic Right and the Role of Parliaments in
Addressing Key Challenges to Securing the Health of Women and
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Children;

- East African Regional RMNCAH Policy 204230; and

- Africa 2063: The Africa we want (2015).

National School Health |- International Millennium Development Goals (MDGSs)

Policy - Education for All (EFA)

- World Education Forum held in Dakar in 2000

- The Convention on the Rights of the Child, CRC, (1989)

- African Charter on the Rights and Welfare of the Child, 1999,

- Convention on Elimination of All Forms of Discrimination Against
Women (CEDAW), 1981,

- Convention on the Rights of Persons with Disabilities, 2886jts
Optional Protocol, 2008.

Fourth Health Sector - Africa Agenda 2063
Strategic Plan 2018024 |. EAC Vision 2050

Family planning policy

1994 International Conference on Population and Development in Cai

Rwanda hagstablished various policies and laws to promote child and adolescent sexual and
reproductive healthas depicted in Figure 2.1. The latest policy is the National Reproductive
Maternal, Newborn, Child and Adolescent Health Polpyblished in 2018.

2018: National
\ . Family Planning
2008: Law on 2012: Adolescent and Adolescent

‘;’fr‘]’iz:‘:r‘]’:nf';‘f’ 2010: National Re;‘fmﬂive 2015: Health Sexual and
gender-based Gender Policy | Health and Rights Sector Policy 2016 Reproductive

; Policy 2011-2015 Health (FP/ASRH)
e Strategic Plan
(2018-2024)

Competence-based
curriculum with
CSE component

Timeline ‘
2018: National
2016: Law ;
< it ’ 2014: National : Reproductive
2008: Girls' ;
Education goncy P?;)r}nziﬁ Fin;::z School Health Ri{laung 19 Maternal, Newborn,
g Folicy Policy " “Z‘a”, Child and
eproductive Adolescent Health
Health

(RMNCAH) Policy

2018: Fourth
Health Sector
Strategic Plan July
2018 — June 2024

Figure 2. 1-Timeline for gender and sexuality policies for children and adolescents in
Rwanda (20082024)

These policies enabkarly adolescent® access SRHR information through various sources.

2.3 PROGRESS MADE WITH SUSTAINABLE DEVELOPMENT GOALS ON
ADOLESCENT HEALTH

Literature indicates that some progress has been made to promote adolescent health in line with
sustainable development goaBDGY. Guglielmi et al. indicate that there has been some
progress for adolescents and youths with SDG indicators despite the lack of data for some

countries and disaggregation by age and ggidé&i. Furthermore, a systematic review found
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that 35 of 248 SDGs indicators concern the period of adolesceneEd (§08ars) and 33
indicators (13%) call for data disaggregation for fggd. Bhutta et al. note limited actions for
countries to develop integrated strategies for reproductive, maternal, newborn and child health

or inclusion of adolescent health within national plgris8].

T h e WHMOrk BlealthStatisticsReport2024indicates that there has been mixed progress

in SDGsrelated indicators. The report shows that none of the 53 indicators re\haadeen
achieved, and none will be met if tberrent trend prevails. However, the report mentions that

a good number of these indicators (42 out of 53) were heading towards the right direction
globally and that the remaining indicators were moving inatteng direction or could not be
assessed due fimited data[119]. The report indicates that in 2023, there have been 12.7
million of births among adolescent girls aged1%byears and half a million births among those
aged 16014 years. Furthermore, the report highlights a slow or uneven declineaddlescent

birth rate per 1000 girls aged 19 years (SDG indicator 3.7.2) and those aged4l§ears

since 2000. In addition, the report indicates low progress in reducing lifetime intimate partner
violence (IPV) among evgrartnered women aged 15 years and ol8&Q irdicator 5.2.},

and lifetime norpartner sexual violence (SDG indicator 5.2.2) among women aged 15 years
and abovég119].

A report focusing on 15 lowand middleincome countries in Asia, Middle East, North Africa
and SubSaharan Africd117] presents data on various selected SDGS indicators to illustrate
the progress made. These indicators include the proportieweepartnered girls and women
aged 15 years and older, intimate partner violence (IPV), child marriage ratdemeahel
genital mutilation/cutting rates. The report indicates that intimate partner violence (IPV) trends
are difficult to establish due to the lack of data. It shows that adolescent gill8 {Ears) were

at higher risk of IPV than those aged20in brdan, Ethiopa and Nepal. The report also points

out that more than a third of women agee220years (35%) experienced IPV in the last year.

Concerning child marriage (marriage before 18 years), Bangladesh presents the highest rate of
child marriage globally (59%) among women aged€20of whom over on¢hird marry before

theage of 15. This rate of child marriage is 40% in Nepal, wheretless one in five get
married by 15. This report also showsaarelation between child marriage prevalence and IPV,
particularly in Ethiopia and Uganda. The report highlights that Rwanda presents a lower child
marriage rate (7%) than neighbouring countsash as Uganda (34%) and Ethiopia (40%).
Jordan (9.7%) and Palestine (15.3%) report high rates of child marriage. Data also indicate that
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female genital mutilation/cutting is higher among Ethiopian girls agetPlfears (47%) than
in Kenya (11%) and Tanzania (5%).

Regarding adolescent birth rates, Bangladesh reported a rate of 76/1000 among women aged
1519 years in 20148, which is significantly higher than its neighbours, such as Sri Lanka,
with 21/1000 in 2019117]. This rate has trended upward in stdharan Africa, including
Ethiopia (71/1000 in 2013 versus 80/1000 in 2014) and Tanzania (132/100 in 2014 and
139/1000 in 2016). Adolescent birth rates remain high in Uganda and Kenya, with 136/1000 in
2014 and 96/100(h 2014, respectively117]. The report indicates that these upward trends

threatengirlsand young womends outcomes.

24 ACCESS TO SRHR INFORMATION FOR ADOLESCENTS

Literature highlights that adolescents have access to multiple sources of SRHR infgrmation
and the quality of this information may influence their knowledge, attitudes and behaviours
[76]. In addition, Onyeonoro et gl120] note thatmanyyoung girls do not access reliable
sources of information about sexuality and, therefore, cannot resist sex and have the skills to

negotiate for safe sex.
24.1 Sources of SRHR information among early adolescents

The sources of SRHR information vary in different conteitsjualitative review of parent
adolescent communication on adolescent sexual and reproductive healtfSahsuan Africa
indicates that adolescents access SRH information through various sowloeling parents,
schoolteachers and school sensitisation, peers, healthcare settings, relatives (grandmothers,
uncles, and aunts), sisters, traditional ceremonies, radio and tel¢t&l¢r agus et al. found

that schootgoing adolescents (@4 years) in Mpumalanga, South Africa, access SRHR
information through sexuality education in schools and informal sources (household and sexual
play)[122]. A qualitative study conducted by Kyilleh et al. in Ghana amorsgimol and out
of-school adolescents (1® years) found that peers, parents, teachers, nurses, radio and
television were th@rimary sources of information on reproductive hedltB3]. The sources

of SRH information among owdf-school adolescents aged-19 in Southwest Uganda
included family, community and medj&24]. This study found thatrained community and
media health educators should provide accurate information. In contrast, tradibonzs

such as paternal aunt should provide information on good relationships, negotiation of sex, and
condom use. Furthermore, information about becomgmpd adult should come from parents,

grandparents, church and community leafl24]. Furthermore, Nwagwu et al. found that, for

17



adolescents younger than 19 years in Nigeria, parents and teachetisenymeferred sources

of information for irschool adolescents. At the same time, friends andhtbeet were the

most used sources for eot-school adolescen{84]. This study also highlightealdolescents
accessin@gRH information ahome[34]. On the other hand, Onyeonoro et al. found that among
students aged 108 years in South East Nigeria, media and peers constituted the main sources
of sexualinformation and that families and schools were not involved in delivering early sex
education[120]. In contrast, mothers and saisex friends were th&eadingand preferred
sources of SRH information for Iranian adolescents agetBlhile other sources included
books and the InterneThis study also showed that younger adolescents preferred receiving
SRH information from their mothersvhereas older adolescents preferred their frigAég

Lagus et al. found that parents, teachers, healthcare professionals, religious leaders, friends, and
media were the perceived sources of SRH information of adolescents for parents eageldool
children (518 years) in Minnesotd 25].

2.4.2 Sources of SRHR information among older adolescents

Among adolescents aged -16, Rajapaks&lewageegana et al. found that participants
preferred health professionals as sources of SRHR information. Other sources in this study
included doctors, parents, books/journdaeachers, friends, TV/radio, arsiblings [126].
Research with participants aged 18 and above indicated the internet as the most accessed source
of SRHR information in the United States of Amelita7]. Furthermore, Kennedst al.found

that the sources of SRHR information among adolescents agidlyEars in Vanuatu included

those in the community (family, friends, peer educators, community awareness activities),
health facilities (nurses), school setting (teachers), and mediate(p materials, radio,
television, movies, and internef)l28]. In this study, Kennedy et al. indicated that peer
educators and health workers warepreferred sources of information for this age gri8].
Furthermore, a study of the sources of information on sexual and reproductive health in Kenyan
adolescents aged 19 in Kibra found that healthcare settings, parents;gumernmental
organisationsand theinternet were the main sources of SRH information for this age group
[129]. However, for adolescents with disabilities {1% years) in Ghana, school teachers and

parents were the main sources of SRH informdti80].

There is limited literature on the effects of various sources of SRHR information and SRHR
knowledge, attitudes and behaviours. Blealdewl.indicate that parental communication is

associated with increased adolescent sexual behaviours because such communication often
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takes place after adolescents have begun engaging in sexual fi3i¥]tyn addition, Bleakley
indicatesthat exposure to media might influence sexual activity, early sexual initiation and
unplanned pregnan¢$31]. AlQuaizet al.found that parents, school, maids and media sources
were significantly associated with poor sexu
years in schoeirls of RiyadhSaudi Arabigd132]. In addition, White et al. found that learning

SRHR from television was associated wipbsitive sexrelated beliefs, perceptions and
meaningswhich, in return, were associated with more positive sexual communi¢h88i

Television viewing was also indicated as a risk factor for early sexual initiation among
adolescentfl34].

2.5 COMPREHENSIVE SEXUALITY EDUCATION TO IMPROVE ADOLESCENT
SRHR

25.1 Introduction

Comprehensive sexuality educatiancomprehensive sex educatifdB5], is an intervention

to address SRHR issues among young pe(ddé]. The 1994 International Conference on
Population and Development (ICPD) Programme of Action highlighted the role of
Governments in promoting adolescent sexual and reproductive health and rights through
delivering sexuality educatidtn37, 138] Comprehensive sexuality education (CSE) should be
ageappropriate, culturally relevandnd scientifically accurata nd enhance young
decisionmaking and life skills in making informed choices about their sexulid®].
Comprehensive Sexuality Education (CSE) is an important way to promote adolescent sexual
and reproductive health and right99, 140, 141]it becomesrucial during early adolescence
(10-14 years), a stage of transition from childhood to older adolescence and adulthood, laying
the ground for their future sexual and reproductive health (SRH), gendered attitudes, and
behaviourg3, 142]

25.2 Content of CSE

There are variations in the content of CSE for young people. The content of CSE remains
contested in many parts of the world due to variations in framing and notions of sexuality, fears
related to disrupting identitiesndv al ues of the communities and
innocencd140]. In addition, a literature review of CSE guidelines indicateagreedupon
definition of the term fic ¢1a3h Bezcdusenfsthese@aviedi n t t

understandings and fears about CSE, several sexuality education guidelines have been
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developed144-148]. These guidelines emanate from the Sexuality Information and Education
Council of the United States (SIECURWM7], the World Health Organization Europe and

Federal Centre for Health Education BZgA [L4&éhd UNESC{145]. Of these guidelines,
UNESCOOG6s I nternational Techni cal Gui dance o1
advantages because it has cont aavidendebmsed al | I
framework for those interested in developing CSE progifddhs, 149] The ITGSE outlines

eight key concepts asignificant components of a CSE curriculufh4l, 145] These key

concepts include (1) relationships; (2) values, rights, culture, and sexuality; (3 Junderstanding
gender; (4) violence and staying safe; (5) skills for health and wellbeing; (6) the human body

and development; (7) sexuality and sexual behayend (8) sexual and reproductive health

[145]. Each of these key concepts highlights important topics of interest for sexuality education
depending on the age of the learners (T@bB. The ITGSE organises CSE into four age

groups 5-8 years, 92 years, 1245 years, and 128+ yearg145].

Table2.22 UNESCOO0s overview of key concepts and

Key concepts Topics Key concepts Topics
Key concept 1: 1.1 Families Key concept 5: Skills 5.1 Norms and peer influence ol
. . 1.2 Friendship, love and sexualbehaviours
Relationships romantic relationships for health and well 5.2 Decisionmaking
1.3 Tolerance, inclusion and being 5.3 Communication, refusal and
respect negotiation skills
1.4 Long-termcommitments 5.4 Media literacy and sexuality
and parenting 5.5 Finding health and support
Key concept 2: 2.1 Values andSexuality Key concept 6: The 6.1 Sexual and reproductive

2.2 Human rights and anatomy and physiology

Values, rights, human body and

sexuality 6.2 Reproduction

culture and 2.3 Culture, society and development 6.3 Puberty
. sexuality 6.4 Body image

sexuality
Key concept 3: 3.1 The social construction | Key concept 7: 7.1 Sex, sexuality, and sexual lif
Understanding of gender and gender sexuality and sexual cycle

norms 7.2 Sexual behaviar and sexual
gender 3.2 Gender equality, behaviour response

stereotypes and bias

3.3 Genderbased violence

Key concept 4. 4.1 Violence Key concept 8: Sexual 8.1 Pregnancy an&regnancy
Violence and 4.2 CO”.S?’“' viqlence and and reproductive Prevention .

bodily integrity 8.2 HIV and AIDS stigma, care,
staying safe 4.3 Safe use of information | health Treatment and support

and communication 8.3 Understandingrecognising

technologies (ICTs) and reducing the risk of STIs

including HIV

Typical content for the extant CSE guidelines are,dvenot limited to, the human body and
development; sexual and reproductive health and rights; values, culture, and sexuality;

relationships; gender; and diverdityp0, 151] In subSaharan Africa, some topicenflict with
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localgender norms and cultural and religious beliefsthndare rarely discussed. These topics

include gender inequality, power dynamics, abortion, homosexuality, and mastufbatipn

There are relatively few studies evaluating sexuality education profft&2jsespecially those
aboutthe content of CSE for early adolescents. A review of the curriculum in East and Southern
Africa highlighted the gaps in the curriculum contesuch as information about condoms,
contraception, SRH topics, and gendEs7, 138] Haberland and Rogow [13TFoted that
effective CSE should consider a gender and rights perspective. While measuring the quality of
sex education implementation in le@nd middleincome countries, a study found that CSE
focused more on contraception and unintended pregnancy than other topics and more on factual

knowledge than skilbased topic§l53].
2.5.3 Approaches to sexuality education

Sexuality education in SeBaharan Africa is delivered commonly in schogtsth-friendly

health facilities and youth centres by teachers, healthcare providers, or traindd§@#eihe
teaching of sexualitusesvarious approachdblat are not mutually exclusive, includifeth-

and culturebased, public health and righHiased approach¢$50]. Faith and culturebased
approaches focus on cultural and religious moral views about sexuality and aim to prevent
adolescents and young people from engaging in premarital or extramarital sexual intercourse
[150]. Driven by public health concerns, public health approaches aim to equip adolescents and
young people with the knowledge and skills they need to make informed choices. These
approaches focus on protecting them from unintended pregnancy and sexually tednsmit
diseases through contraceptive methods while also fostering the development of interpersonal
and communication skills that will empower them to pursue their life da®. The rights

based approacemphasiseSRHR issues such as gender norms, diversity, sexual expression
and pleasure, sexual relations and violence, relationships and power, identity foravadion,
broader social and cultural messa§Es0, 154] This rightsbased approach holds that all
adolescents have the right to sexual and reproductive health informatiateteethination and

civil engagemenfl54]. Other approaches to sexuality education include abstirearigeor
abstinencenly-until-marriage education and comprehensive sexuality eduda88h These
approaches support complete refraining of sexual activity outside of wedlock. This approach
emphasisethe notions of virginity and chastity and faithful monogamous relationships in the
context of marriagg¢138]. This approachs againstcontraception in sexuality educatioih
advocates that SRHR information commises abstineneenly messagesdvocates of this
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approach believe that sexuality educatmeourages immoral and safe sexual behaviours and
increases the rate of sexually transmitted diseases and unwanted prég@@hbayplementers
of this approach instil fear, shame ajudllt about sexual activitygnd this approach is welcomed

by religious and conservative groyas8y.

In contrast tdhe abstinencenly approach, comprehensive sexuality education (CSE) includes
a range of strategies foontraception and highlights the importance of safe sexual behaviours
[138]. Research supports that CSE does not result in earlier sexual detskyosexual
behaviours in contrast to traditional belieded most CSE programmes yield positive effects
such as increased condom use and reduced early pregriaB8iesurthermore, CSE leads to
greater sexual and reproductive health knowleatgincreases SRH risk perception and the
intention to reduce sexual intercoufd®5]. CSE program$iave contributed to decreasing

adolescent pregnancy and delaying initiation into[$88)].
25. 4 Effects of CSE on adolescentsd heal th

Comprehensive sexuality educatioBSE) positively impactssexual knowledge, attitudes,
communicationandsexual behaviours among adolesc¢h89, 157] CSE is a powerful tool

to ensure adolescents access $fH information they need to make healthy and informed
SRHR choiceg158]. In this rational perspective, sexuality education enables adolescents to
discuss openly about sex, know about scientific facts, and have social skills to use this
knowledge to resist peer press{88]. A study among early adolescentslicates that CSE
programs improve SRH knowledged increase their perceived SRH risks and intention to
delay sexual intercourg&55]. OtherCSE programs have demonstrated the ability to decrease
teen pregnancy and delay initiation into §E%6].

Furthermore a systematic review and megaalysis of CSE programs in levand middle

income countries found that CSE increases sexual health knowtsdgml health practices

such as condom use, refusing sex, reduced number of sexual partners, as well as a lower number
of first sexual initiation[159]. For example, 90% of students in Guatemala report that they
benefited from CSEL60]. In addition, Kemigishat al.indicatethat systematic reviews and
randomisectlinical trials show that CSE is associated with improved health outcomes such as
delayed sexual debut, decreased frequency of sex, reduced number of sexual partners, reduced

sexualrisk-takingand increased use cbndomsand contraceptived 61].
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There is evidence that adolescents benefit from sexuality education programmes in many ways,
primarily when such programmes are well implemenie6l]. For example, a sample of

students from three departments in Guatemala indicated90%%t of studentsreported

benefiing personallyfrom CSE in 201%160]. Evidence also suggests that sexuality education
programmes i mproved young peoplebds SRHR kno\
[163, 164] Ethiopia[165] and Koreg166]. Similarly, a systematic review and medaalysis
conductedin low- and middleincome countriegound that CSEwas associated withafe

sexual health practice§hese practices increasedndom use, refa$ of unwantedsex, a

decrease in the numbergs#xual partners ardklayed sexuahitiation [159]. While examining

the effects of school sexuality education pr
et al. [167] concluded that sexuality education positively affects overall sexual knowledge.
Specifically, CSE positively impacts sexual knowledge, attitudes, communication, and sexual
behaviours among adolescefit89, 157] CSE is an effective tool to ensure adolescents access

the SRH information they need to make healthy and informed Sexual and Reproductive Health
and Rights (SRHR) choices. It enables adolescents to discuss sex, know scientific facts, and
have social skifi to use this knowledge to resist peer preddm&]. In addition, CSE improves

the perception of SRH risks and knowledge of early adolesidéstil delays sex initiation and

decreases adolescent pregndiisg].

Conversely, certain research indicatieat sexuality educationan catalysethe initiation of
sexual activity[168]. However,this is not a commonly held belief among CSE practitioners

and researchers.

Other studies indicate that CSE programmes had limited or no effeetdotescentsexual
behavioursWoo et alrecogniseghat someCSEprogrammes did not havenefits[169], and

in some other studies, CSE programmes did not significantly afféctescentssexual
knowledge, attitudes, and behaviours. For example, Kemigisha et al. found that CSE was not
associated with significant changes in ssfeem, body image and gender equitable norms
among young adolescents in rural Uganiia5]. In addition,sex education programmes
focusing orabstinence did not have specific effects on sexual health behaviours and outcomes

among young people aged-28 yeard170].

Similarly, the majority of abstinence programmes did not significantly contribute to delaying

sexual initiation in a study conducted by Kirby efar.1]. CSE programmes did not positively

affect delaying intercourse or using contraceptive methods ¢erglom$ in Kenya and

Thailand[157]. Furthermore, CSHid not affecthe high prevalence of HIV in 10 Eastern and
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Southern Africarcountries[172]. Finally, deliveringsexualhealthinformation to learners in

Kwazulu-Nataldid notalterthar behaviouf173].
25.5 Challenges inthe implementation of CSE programmes

Implementingcomprehensiveex education in lowand middleincome countries faces many
challenges,including the programplanning and curriculuamplementation oneq174].
Challenges related to tiprogram's planningiclude insufficient and piecemeal funding, lack

of coordination, and inadequate monitoring and evaluation sys{éi¥]. Regarding
implementation, CSEaceschallenges such as inadequate weight when integrated into existing
subjects, limited adaptation of the curricula to kbeal context, and limited involvement of
stakeholder§l74]. Other studies have indicated thia¢ success of CSE programs depeods
multiple factors related to implementation, culture, tradition, and funfli@@, 174] In
addition, Wooet al. indicate that the factors associated with delivering a comprehensive
curriculum include teaching in a public school, receiving formal training iredegation, and
having contact with a student who became pregid@.implementation of CSE in school is
influenced by curricular characteristicscluding priorities and constraints on time and
resources; teacheelated variables such as qualifications, experience and comfort; and local

community factors such as religious and podit beliefs[175]

Studies suggest that implementing Comprehensive Sexuality Education (CSE) programs may
not be universally optimal, with content varying significantly across different regions
worldwide For instance, in SuBaharan Africa, religious communities often exclude certain
CSE topics, such as masturbation, abortion, and sexual orientation, due to conflicts with their
core belief§150]. In addition, some communities resist teaching about gender eqtesditiyg

the disruption otthe patriarchal systenmil50]. A review of the CSE curriculum in East and
Southern Africa revealed gaps in information about condoms, contraception and other SRH
topics. Attention to gender content was weak or contradifi8; 138] Haberland and Rogow

[137] noted that effective CSE should engage a gender and rights perspective. A study of the
quality of sexuality education implementation in lcand middleincome countries found that

CSE focused more on contraception and unintended pregnancy than other aogic

emphasised more factual knowledge than-$ldded topic§l53].
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25.6 CSE in Rwanda

The Government of Rwandaasignatory of international and regional declarations on sexual
and reproductive health and rigfit36]. Rwanda is dedicated to tackling all matters concerning
adolescents' sexual and reproductive health and rights, such as providing sexuality education
for young adolescentsn addition, the National School Health Poli®cognisesexuality,

sexual and reproductive health, HIV and STls, violermee substance abuse as important
issues among schoolchildren and adolescents. According to this policy, suchmsstibe
addressed in the school curricul{ib?6, 177]

In 2016, the Rwanda Education Board (REB) introduced the compdtesed curriculum
integrating CSE at the basic education I1¢¥&b, 178]to equip young people, including early

adol escents, with knowl edge, skill s, and val
their sexual and social relationships, explain and clarify feelings, values, and attitudes, and
promote and sustainriskd u c i ng b §R8h We OSE was introduced becawsdy a

tiny proportion of Rwandan learners received information about their transition from childhood

to adolescence and adulthood and healthy sexual [V&3]. The Rwandan curriculum
framework specifies that a competefitea sed curri cul um aims to i
experience by focusing more on their competence than their knowlkEtgje Competences

the ability to combine Aknowl edge, skill s,
par ti c ul[ll789]r Oné thcudard five hundred and eigbachers and other education
stakeholders were trained on key features of this curriculum integratingeaCSEed a t eac h e

guide on CSE for secondary schools was published in AG0&

The competenebased curriculum indicates that CSE is a cmgting issue taught across
designated subjecfd78]. Crosscutting issues haveonnections with different subject areas
and areessentiato learn aboutThey are not confined to one subjantl arantegrated across
years and cyclgd 78]. Rwanda also delivers CSE in extracurricular programs such as clubs to

reinforcesexeducation delivered in classroofi$1].

Sincethe introduction ofhis curriculum into schoolsesearch has yet to benductedo assess
the major areas addressed by the curriculemainly for early adolescentsy understand the
focus of CSE and address potential gaps for this age group. In additiomdbdssto be more
evidence on how the Rwandan competenased curriculum integrates the ITGSE

recommendations.
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2.5.7 Disseminaton of SRHR in older adolescents (189 years)in Rwanda

According to the Rwanda curriculum framework, older adolescent$q{)ears) are expected

to be inthe education system's lower and upper secondary education [&82]s The
competencédased curriculum was introduced in 2016 with a component focusing on
comprehensive sexuality educatifB2]. Therefore, older adolescents learn about SRHR
mainly in theirsecondaryschool settingRwanda Education Board (REB) provided teachers
with a reference book for teaching comprehensive sexuality edu¢a86h The content of

this book is highly informed by the content suggested in the International Technical Guidance
on Sexuality Education (ITGSHK)45, 180] SRHR is also disseminated in health centres. The
Government of Rwanda is committed to promoting adolescent sexual and reproductive health
through youth corners and yotfttendly service$183, 184] The core youtliriendly services
include theprovision of information and counselling on ASRHR, contraception and family
planning; facilitating access to family planning methods, antenatal care, skilled attendance at
delivery, and poshatal care (PNC)onfidential HIV counselling and testing; information and
counselling, and vaccination of human papillomavirus; prevention and management of gender
based violence; postbortion care; prenuptial consultation; and life skills education. Rwanda
has also eshdished the Isange Of&top Centres since 2010 to prevent sexual and géaded
violence[184].

A study of youth corners and yodtfitiendly services in seven districts of Rwanda indicated that
between 64% and 95% of health centres surveyed had youth corners. This study also
highlighted that 99% of health centres had an adolescent sexual and repeodealth focal
person. However, 89% of youth corners have a specific consultation room, with only 25%
having a separate waiting room. The study further indicated that only 23% of healthcare
providers use guidelines for information and counselling, abll@these healthcare providers
were not aware of the guidelines. Only 17% of healthcare providers reported training in data
collection and analysis. The study also found that only 4% had visited the youth corner over the
past 12 months, while 42% reporteteiving information and counselling in schools, clubs or
community meetings. According to this study, the main barriers to accessing youth corners and
youthfriendly services included fear of being stigmatised, long waiting time, lack of convenient
time to seek ASRHR services, lack of staff devoted to ASRHR services, lack of space for
confidentiality, and poor parent involvemdaB3]. Additional individual barriers to SRHR
services include lack of knowledge; culture, beliefs and religion, lack of money to buy

contraceptives, and limited SRHR services accessifllgy].

26



The UN agencies such as the UNFPA provide an information booklet for young peoepf (10

years), peer educators and youth counse[lb8s]. UNESCO is also actively involved in

training peer educators on essential SRHR knowledge, adolescent pregnancy, HIV prevention,
consent and gendéiased violencl86]. I n addition, thOwnoghthy t he |
Qur 1lives, Qur futureo, UNESCO supports cou

education for adolescents and young people inSaltaran Africgl87].

Non-governmenbrganisation§NGOs9, such as Haguruka and Health Development Initiative

(HDI), also are involved in training adolescents about SRS, 189] For example, HDI
providestrainingto empower adolescents and young people on topics such as adolescent sexual

and reproductive health and rights (ASRHR), access to safe abortion, family planning and
fertility awareness, HIV prevention and treatment, gender eq&88}. HDI also supportthe

training of inservice healthcare providers SRHR,sensitisatioron SRHR laws and policies,
values <cl ari ycat i onhegravisian ofistigmegree healthcare seavices i n g ¢
[189].

Other sources providing ASRHR information include media, parents, relatives, peerdyanti
clubs, community health workers, radio, and religious leddé&r.

2.6 SEXUAL AND REPRODUCTIVE HEALTH AND RIGHTS KNOWLEDGE AND
ATTITUDES

This section reviews howexual and reproductive health and rigl8®KR knowledge and
attitudeshave beemeasuredn researchA review of the literature oadolescents' sexual and
reproductive health and rights knowledgdicates that SRHR knowledge has been measured
differently indifferent contextslit also highlights that SRHR varies across various age groups
of adolescents.

The lack of sexual and reproductive health information, knowledge and misinformation is
common among young people, including this age grgi@y 190] Early adolescents are
unaware of their developmental changes and lack adegopteg knowledge, skillsand
cognitive readinespt2, 190, 191] Maternal mortality is théeadingcause of death among
female adolescentand HIV/AIDS is the fourth leading cause of death among adolescent boys
in subSaharan Africa. Suclpoor health outcomes are preventable through improving
adolescent sexual and reproductive health and rights (SRHR) knoji&&je

SRHR knowledge plays a crucial role during early adolescence. Many early adolescents have

not had sexual intercoursand this knowledge will beneecd to make informed and
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responsible decisionshen theyinitiate sexual activity[64]. Still, the majority of them lack
adequate knowledge tmster suchdecisions[172]. SRHR knowledge has a vital role in
peopl ebdbs s e[193 d%4]aru alloves wonemto make informed decisifit3s]. In
addition knowledge is a precursor to behaviour chgdi@é]. Theknowledge of contraception

is a determinant of contraceptive usgdd®7], and adverse sexual health outcomes and
pregnancy may be associated with inaccurate health knowiE@idjeFurthermoreinadequate
knowledge and information about protective behaviours are associated with risky sexual
behaviourg198]. Basic SRHR knowledge reflects the level to which early adolescents can
make informed decisions about contraception, pregnancy, and the prevention of HIV and other
sexually transmitted infectiorj26]. Despite the role of SRHR knowledge in improving sexual
health, there is little evidence of SRHR knowledge of early adolescents and their sexual

experience.

Studies on SRHR knowledge and attitudes of early adolescents indicate low overall SRHR
knowledge with discrepancies between boys and girls. On this note, in a study conducted by
Kagesteret al. among early adolescents-49years) in Kenya, the overall SRHR knowledge
was low but higher among boys than gifl99]. Likewise, Magadi et al. found lower
HIV/AIDS knowledge among adolescents aged1®0years in Western Kenya02]. Woog
andKagesterindicate in their review of literature that, in four sBaharan countries (Burkina
Faso, Ghana, Malawi and Uganda), early adolescentd4M@ars) have high awareness of
HIV/AIDS but little in-depth knowledge about these togi2§]. This review also highlighted

low levels of SRH knowledge among early adolescent giHs4lgears) in Iraii26]. The study
conducted by Finlay et al. among-18-yearold adolescents from eight sites in sbéharan

Africa found that they lack knowledge about menstruation and sexually transmitted infections
(STIs), specifically among early adolescents-{#0years)[192]. This study indicated
however,that knowledge about HIV was higii92]. Bergstrom et al. conducted a study
involving early adolescents (419 years]193]. This study highlighted that general knowledge
about SRH was moderate, but participants exhibited inadequate knowledge about HIV
transmission and contraceptive methfi#3]. A study conducted by Titiloye et al. in Nigeria
concluded that adolescents {19 years) had good knowledge of SRHRit practice and
quality of communication were po@200]. Kassaet al. found that among 426 young people
(10-24 years) with disabilities, 64% were aware of SRH services, 77.9% had never had
discussions about SRH topics, 96.7% had heard about HIV, and 88% had poor knowledge about
HIV prevention[201]. In addition, this study founalow perceptiorof getting infectedand a
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small proportion of participants (21.6%) indicated being at risk of acquiring HIV. A systematic
review conducted by Farih et al. for the Middle East and Northern Africa fageaheral lack

of SRH knowledge and the highest knowledgmorted on HI\[202]. Another study with early
adolescents (324 years) in four countries (Burkina Faso, Ghana, Malawi, and Uganda)
indicated little indepth knowledge about pregnancy and HIV preverjédh In addition, Rose

et al. found little SRH knowledge among 50 pregnant adolescent girl9(§&ars) attending
Georgetown Public Hospital in Guyaj203].

Various SRHR knowledge and attitudes studies were also conducted among older adolescents
(15 years and aboveRajapaskdiewageegana et al. found that less tharpeneenof school

going adolescents (1B years) in Sri Lanka had satisfactory knowledge of JRE6].
Similarly, a study conducted by Lim et al. among 310 adolescent female sex workgts (15
years) in China found a low level of SRH knowledged only 39% had heard of any leng
acting reversible contraception metho@isplant, injection, intreuterine devices)204].
Mohammadi et al. found that there wadack of knowledge about STIs and contraceptive
methods, with misconceptions about condoms, STIs and reproductive physiology among 1.385
males from Tehraniran [205]. Sar a- o] | vamond 1,344l university students in
Turkey, that knowledge and attitudes abidet vital consequences of STIs were not sufficient
and that HIV was the most weéthown STI [206]. Similarly, another study involving 1,196
university students (15 years and above) found low contraceptive knowledge, insufficient
knowledge sources, angnfavourable sexual attitudd207]. Furthermore, Mbizvo et al.
conducted a study that indicated low knowledge of family planning at baseline among pupils
[208]. Similar findings were obtained by Lyu et,althereby the mean sexual knowledge score
was 6.2 out of 12 among undergraduates agetiyears from nine universities in Chi289].

A study of SRHR knowledge among males -gBB years) seeking services in a U.S. city
indicateda lack of SRH knowledg¢53]. Inadequate sexual knowledge and misconceptions
about sexuality were also reported in a study conducted by Mukleége@among 952 students

aged 18 years and above in Tamil Nabhdia [210]. In addition, a low proportion of 279
learners aged 18+ years in northern KwaZulu Natal province (28.3%) indicated a good or
excellent level of basic SRIR11]. Similarly, Masood and Alsonini found low level of
knowledge about SRH services and family planning methods among young adults ages 15 years
and above in Yemej212]. In contrast, Zhao et al. found high sexual knowledge and positive
attitudes toward premarital sex and homosexuality among 472 studes88 yEars) from a

Chinesamedical collegg213].
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In a review of 35 studies on sexual knowledge, attitudes and behaviours of early adolescents
(10-15 years) in South Korea, Hong et al. indicated that the factors associated with SRHR
knowledge, attitudes and behaviours coulddtegoriseith macrosystem (religious beliefs and
medi a influences), exosystem (parentséo emp |
environment), individual (alcohol, tobacco, drug use; age, grade, and biological sex) levels
Finlay et al. founda correlation between knowledge ofms&ruation and older age, female sex
adolescents, and being in school, while being in school and older age were positive correlates
of STI knowledge[192]. Bergstromet al. foundthat being single and female amegative
determinants of SRH knowled§@E93]. Lou et al. found that mass media was influential on sex
related knowledge, attitudes, and behaviours of unmarried Asian (Shanghai, Hanoi and Taipei)
adolescents and youths (28 years)214]. Mesele et al. found that good knowledge about
risky sex was associated with beingaimurban ared215]. Mukherjeeet al.found that high

sexual knowledge among 952 college students in India was associated with age, male gender,
rural background, neacience options, and being in postgraduate co{246% This study also

found that nonconservative attitudes were associated with older age, male gender, being in non
science disciplines, discomfort withe family environment and religious backgroufi0].
Furthermore, Li et al. found, among Chinese college studeni8x3ears), that those who
declared receivingex education reported higher SRH knowledge than those who had not
receivedsexeducatior{216].

2.7. GENDER INFLUENCES ON ADOLESCENT SEXUAL HEALTH

Gender is a structural determinantiméqualiyy in health It becomesrucial during the early
adolescent period as the gender divide emerges with its consequences, exacerbating during late
adolescence and adulthddd 4]. The patriarchal system works asessentiaforce that results

in different socialisationprocesses and that promotes boys' and girls' health exposures,
behaviours, and outcomes, creating different social contexts for boys an@girli$14]
Gendersocialisationintensifies during early adolescen{l7] and plays avital role in
adolescent sexuabcialisatiof21]. Gender plays significantrole inthe health behaviours of

young people in developing countriggrticularly as it relates to sexual interco&E8]. For

example, Asian men and women have different gender,raled men are dominant,
authoritarian and superior in all matt¢t98]. Thiscreates a clear division of labour between

men and womenwhereby women care for tHamily's needs and men get involved in paid

work outside of the homg.98]. This cul tur al expectation abo

men and their submissivenesstils men with more powers and contraver the type and
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frequency of sexual behaviours, limits opportunities for negotiating safe sexual behaviours with
their partners and puts women at riesk STIs[198]. Adolescents grow up ianenvironment

of unequal gender roles where adolescent girls are reluctant to discuss reproductive health with
their parent4198]. Furthermore, results from the Global Early Adolescent Study show that,
during early adolescence, boys and girls follow different pathwagsaélisationand begin
learning how to dress and behave, as well as different gender roles [85jlayender norms

are commonly reflected in personal gender attitjitiéf

28 ADOLESCENT SEXUAL BEHAVIOURS, EXPERIENCES AND HEALTH
OUTCOMES

2.8.1 Sexual experience

2.8.1.1 Conceptualization of sexual experience

This section provides an overview of how literattmaceptualisesexual experience, including
non-penetrative and penetrative. Most studies focus on vaginakbsedxhardly few studies
discuss notvaginal sexual behaviouf42].

Literaturecategorisesexual experience in different ways, mainly in +ooital (penetrative)

and coital (penetrative) sexual experien@és 205] According to literature, neooital sexual

experience consists of an array of sexual activiiesluding holding hands, hugging or

cuddling, kissing, foreplay or heavy petting, spending time together without adults around, and
fondling or touching private parf®4, 26] In this regard, fondlings defined as touching
someonebs private part s,sexoalyg?d, 64] ewhilemeasoringp er p a
sexual behaviours among early adolescents, Bankole et al. focused on participants' awareness

of kissing,caressingand sexual intercour§@4]. Mohammadi et al. assessed sexual experience

as nonpenetrative (hugging, kissing and touching) and penetrative sex a2y

On the other hand, coital or penetrative sexual experience or sexual intercourse has been
measured differently in literature. Sexual experience w@sceptualisecas a composite

variable consisting of lifetime involvement in omidvaginal seX24, 28] with oral sex as
Omouth on genitals or private [PRInthar®Gtudg,nd Vv a
Bersamin et al. define oral sex as putting or receiving the mouth or tongue on the ftifals

Potter et al. defined sexual experience as ever having had vagifi228kgRagsdale et al. also
categorisedsexual experience into oral and vaginal sex when measuring sexual intercourse

(when a boy inserts his penis into the girl's vagjBa)]. Sexual experience was also measured
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as a lifetime engagement in sexual intercourse by Gambadaurqléisdland Santelli et al.

[222]. Lefkowitz ate al. focused on penetrative sex by asking participants about their ever
having penetrative sex (penis penetrating the vagina or {##8j) Likewise, other research
defined sexual intercourse as the insertion of the penis in the J&4ir24] which Bersamin

et al. called vaginal intercourd@19]. Lifetime involvement is preferred over pgstar
involvement to account for lofrequency behaviours, especially among early adolesj@#tjts
Donatello et al. measured sexual experiences by focusing on sexual behaviours consisting of
lifetime engagement in consensual oral or vaginal or anal intercourse (insertion of penis in the
partner s anus, [27]hThisinserson ofie pemis into thanus ts reteroed e )
to as anal intercourse by Bersamin e{2l9]. Sexual experience consisted, therefore, of oral
sex, vaginal sex, anal sex, or any combination th¢23gf A similar categorisatiorof sexual
experience was used by other studies, including one conducted byaKdltalpern[29].
Bersamin et al. measured sexual activity as a lifetime experience of genital touching, oral sex,
vaginal and anal intercour§219]. On the other hand, researchers such as Jaruseviciene et al.
and de Meyer et al. indicated that sexual activity consisted of participants reporting ever having

sexual intercoursi84, 225]

2.8.1.2 Prevalence of sexual experience among adolescents

Concerning noftoital experience, Woog and Kagesten indicate in their revievottethird

of early adolescents in Uganda and Malamil nearly one in ten early adolescents in Burkina
Faso and Ghana have experienced some form efoitad activity[26]. In this review, kissing

was estimated at-2%, while fondling was 2L8% among those who reported they hager

had sexual intercourse. In Kengaery engagement in namoital activities (including kissing,
fondling, foreplay or heavy petting) among those without sexual intercourse was 10% for
femalesand 12% for males (129 years). The same review indicates that, in Taiwan, 14%
experience kissingwhile 3% of girlswho had not had intercourg@é2-14 years) reported
fondling. In Cape Town, South Afric&jssing and light petting was the roaital activities

most commonly experienced by-18 years who reported vaginal intercourse in 2[25].
Bankole et al. found that, among early adolescentdldlgears) from Burkina Faso, Ghana,
Malawi, and Uganda, ever kissing for females ranged from 2% in Burkina Faso to 9% in
Ugandd64]. In the same study, fondling among girls ranged from 2% in Burkina Faso to 18%
in Ugandg64].

Engagement in coital sexual intercourse was reported in various studies. The review of studies

conducted by Woog and Kagesten indicated highest estimates of ever having sexual
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intercourse among adolescents-{Byears) from nine Caribbean countries, with 22% among
thoseage®®12 and 35 % f-45yearshiomirast theereviewl shows that ever
having had sexual intercourse was estimated at 3% among early adolescddisydas in
Nairobi slums. Similarly, 2% of girls (214 years) reported ever having sexualricdarse in
Kibera slum in Nairobi, Kenya. According to the review, the proportion of sexual intercourse
was 4% among early adolescents aged4§ears in 8negal, 7% among those aged1®
years in urban Ghana, 9% among those agetdlykars in Tanzania, and 10% amongl20
yearold adolescents in Zambia, while 0.5% of girls-(years) in Taiwan reported ever
having sexual intercourg26]. In a study involving American Indian and Alaska Native youth
(12-14 years), Markarat al.found that 6.5% were sexually actij\&8]. Furthermore, Maina et

al. found that 13% of girls reported sexual experid@@6]. Bankole et al. found that the
proportion of ever having had sexual intercourse among female adolescehtsy@ars) in

four countries (Burkina Faso, Ghana, Malawi, and Uganda) varied between 2% in Ghana and
8% in Uganda (highesfp4]. In contrastBankole et al. indicated thétis proportionamong

early male adolescentsvas estimated between 1% in Ghana, 5.8% in Burkina Faso, 15% in
Uganda, and 19% in Mala64]. Furthermore, the prevalence of early sexual initiation among
early adolescents in Brazil was 7% for girls and 18% for f2®/8]. Lindberg et al. found that,

in the United States of America, the prevalence of sexual initianoong male adolescents
before the age of 13 was nationally 7.5228].

A study with students aged -1IF years from th&lobal Schocbased Students Health Survey
(GSHYS in Indonesia found that 5.3% reported ever having had sexual interd@@&e
FurthermoreShayo et al. indicated usiftg§SHS data for five countries in Si8aharan Africa

that 43.5% of adolescents had ever had sexual interc@2&8 Furthermore, Donatello et al.

found that the prevalence of vaginal sex was 19%, and that of anal sex was 16%, while anal sex
was estimated at 6% amonmth-gradestudentg§27]. Likewise, Ragsdale et al. found a similar
proportion of sexual activity (15.9%) among California adolesc@2s]. A slightly higher
proportion of sexual experience (19.2%) was reported by Gambadauro et al. among European
adolescentfl05]. Olaleye et al. foundhoweverthat he proportion of sexual intercourse was
higher among the stregtvolved young people aged-P@ years in Nigeriayhere it was found

to be 64.3%231].

Woog and Kagesten also indicate that data from the Global Sbheetl Students Health
Survey (GSHS) for 135 studentshowthehighest levels of ever having sexual intercourse in
Latin America (ranging from 13% in Guatemala and 47% in Dominica), followed by Africa
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(from 10% in Harare, Zimbabwe and 38% in Zambia), and western Pacific region (4% in
Vietnam-32% in Nauru). The higheptoportionof havinghadsexual intercourse was reported

in Samoa (56%) in 2011, with 69% of males and 45% of fenia@sSimilarly, Kushal et al.
indicated that the prevalence of having sexual initiation before the age of 15 was highest in the
Americas (18.4%) and the lowest in the SouthAas& region (5.3%)232].

There were gender differences in the proportions of early adolescents having ever had sexual
intercourse, with boys reporting highkvels of sexual intercourse than girls. Woog and
Kagestes review of studies indicated that, in Burkina Faso, ever having sexual intercourse
was higher fomales than for females (6% versus 28&spectively). The review highlights that
similar trends in ever having sexual intercourse were also observed in Malawi (19% versus
3%), Uganda (15% versus 8%), and Ghana (2% ver&svihere this difference was not
significant. Furthermore, high levels of ever having sexual intercourse among male students
(12-15 years) were reported to be 30% against 9% for female students in Cape Town, South
Africa. Equally, more male than female stottereported experience of oral (14% versus 4%)
and anal (11% versus 1%) sex in Cape Town, as indicated in this review of gafieksing

data from the GSHS, Woog ak@dgestershow that these gender differences in ever having
sexual intercourse persist in African countries. They indicate that the proportion of ever having
sexual intercourse varies between 18% (in Harare, Zimbabwe) and 45% (in Kenya and Zambia
for male studentaged 1315 yearswhile it ranges from 4% in Harare, Zimbahwe 29% in
Zambia for female from this age gro[#6]. Furthermore, Magadi et al. found that among 523
adolescents (2Q9 years) in western Kenya, higher sexual activity (ever had sex, unprotected
last sex) was prevalent among mal@ata from the GSHS from 50 countries showed that, of

the 14.2%whoreporedhaving sexual intercourse before the age of 15, the proportion of boys
(19.7%) was higher than that of girls (8.9p32] (Table 2.3)
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Table 2.3: Prevalence of penetrative sexual experience among early adolescents from various studies

Authors Study sample Overall prevalence Prevalence among males Prevalence among
females
Woog and| Very young adolescents frol 1 22% for t hose ag e (BurkinaFaso: 6% 2%
Kagesten[26] developing countries -
1 g:; Sa?n?c?r? : ::”5 y:jlcnr]séscents {12 Malawi: 19% 3%
o an Ng . by e Uganda: 15% 8%
gﬁ/arsfm. | a|r1c11|4s ums; . Ghana: 2% 1%
T 0 ot girs ( : years) reported ever Cape Town, South Africa (12
having sexual intercourse in Kibera slu 15 years):
in Nairobi, Kenya; 1 Sexual intercourse: T 9%
1 4% among early adolescents ageell20 30%
years in Senegal; T Oral sex: 14% 1 4%
o ] .
1 7% among those aged-12 years in T Anal sex: 11%
urban Ghana; 1 1%
1T 9% among those aged-14@ years in Harare (Zimbabwe): 18% 2%
Tanzania; Zambia 45% 29%
1 10% among 1{4-yearold adolescents
in Zambia;
1 0.5% of girls (1614 years) in Taiwan.
1 13% in Guatemala and 47% in Dominig
M 10% in Harare, Zimbabwe and 38% in
Zambia;
T 4% in Vietnam-32% in Nauru
Samoa: 56% 69% 45%

Markam et al.
(28]

American Indian and Alask
Native youth (1214 years),

6.5%
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Maina et al.
[226]

Girls aged 1014 years living
in Korogocho and Viwandar
slums in Nairobi, Kenya.

13% of girls reported
sexual experience.

Bankole et al.
[64].

Female adolescents ({12
years) in four countrig]
(Burkina Faso, Ghang
Malawi, and Uganda)

1% in Ghana;

5.8% in Burkina Faso;
15% in Uganda;

19% in Malawi

2% in Ghana and 8% i
Uganda (highest).

Lay et al.[227]

Brazilian adolescents agedil
14 participated

18% for boys

7% for girls

Lindberg et al.
[228]

Male adolescents and youl
adults in the United States |
America

7.6% (before age of ly@ars)

Rizkianti et al.| Schootaged Adolescents i 5.3% 6.9% 3.8
[229] Indonesia
Shayo et aJ230] | In-school adolescents frol 43.5% 26% 17.5%
five Sub-Saharan African
countries Benin,
Mozambique, Namibia
Seychelles, and Tanzania.
Kushal et al| Adolescents aged iP5 years 14.2% 19.7% 8.9%

[232]

in 50 countries

Highest inthe Americas (18.4%) and the lowest in t

Southeast Asia region (5.3%)

Donatello et al.
[27]

Urban Latino and Africar
American Ninth Grade
Students

the prevalence of vaginal sex was 19%, and tha
anal sex was 16%, while anal sex was estimated g

among nintkgrade students

Ragsdale et al California younger adolescen 15.9% - -
[221] (aged 1B14) and older

adolescents (aged 1)
Gambadauro € European adolescents aged | 19.2% - -
al] [105] 15 years
Olaleye et al) Streetinvolved young people 64.3% - -

[231]

(SIYP) aged 124 vyears in

Southwest Nigeria
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2.8.2 Sexual behaviours

Studies with early adolescents focus on various sexual behaviours. In their review of studies on
sexual attitudes, knowledge and behaviours, Hong ¢t4]lindicate that sexual behaviours
amongSouth Korean early adolescents-II®years) refer to various sexual practiceduding

condom use, number of sexual partners, and partner selection. This review of studies classified
the factors associated with sexual behaviours among early adolescents in Korea at the
macrosystem (religious affiliation and beliefs, media), exesyst ( par ent sd6 e mpl
microsystem (family and school environment), and individual level (personal characteristics
including age and ®ool grade, sex, prior sexual experience, school misbehaviours, drug and

alcohol use).

Adol escent s 6 wesetha fadus obtleelstady conducted by Magadi et al. among

523 Kenyan adolescents aged 1 years[102]. This study found higher sexual activity,

including ever having sex and unprotected sex. The study also indicated thatejitiseir

sexual and reproductive healkinowledge to shape thesexual behaviour. The study also
highlighted the factors assoc,lindudirgdedusatian,h a d o

being out of school, and unprotected last sex.

In another study conducted by Bleakley et hI990 U.S. adolescents (14 years) reported
havingengageshk i ssi ng, touching or being touched o0\
or having onebdés breasts touched, touching a

naked with a partner, receiving oral sex, having vaginal sex and performirsgxjE31].

Olaleye et alstudied and found the following on sexual behaviourgooihg peopleged 10

24 yeargincludingadolescenjsn southwest Nigeria: being sexually active (64.3%), aeserg

any form of modern contraception (31%3$jngcondomginconsistently 93.3% of the sexually
active participants), having multiple sex partners (56%), and engagement in transactional sex
(22.8%)[231].

Sexual behavioursvere also studiecamong older adolescents. While studying sexual
behaviours among undergraduate students2flfyears) in China, Lyu et al. focused on
behaviours such as sexual experienidesime number of sex partners, relationships (eger
having a boy/girlfriend), use of contraception, pregnancy, and masturlf2@®®@ This study
found that 18.7% of participants had ever had sexual intercangdoys were more likely to

report one sex partner than girls. Fper cent of female studertsported they were forced to
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have sexual intercourse, and 26.1% of students indicated no use of contraceptive methods at
first sex.In addition, fifty-six per cenbf participants noted ever having a boy/girlfriend. In this
study, the factors associated with sexual intercourse included having an urban background and
homosexual and bisexual orientation. Mohammadi et al. found that 28% of males ddged 15

years had egaged in sexual activity205].

While measuring the association between SRH knowledge and Chinese college undergraduate
students (185 years), Li et al. focused on the following behaviours: sexual debut (defined as
evero versus finever o havi ng haanalsex)xageatfirsti nt er
sexual debut, number of past sex partners, whether the first partner was intimate
(boyfriend/girlfriend/wife/Husband) or nemtimate, use of contraception in last sexual
intercourse, use of contraception in most sexual intesesuever experienced pregnancy for
females and involvement in pregnancy for males, and ever experienced abortion for females or
being responsible for abortion among males. The stistyfoundhat both males and females

with sexual experience and with higher SRH knowledge were less likely to report experience

of (or involvement in) pregnancy or abortion.

Sexual behaviours were alstudiedby Mukherjee et al. among 952 students aged 18 years and
above in Indig210]. These behaviours included masturbation, sexual intercourse (oral, anal,
sexual experience through media, mean age at initiation, prevalence), homosexual behaviour,
coercive sexual behaviour (victim, perpetrator), and paraphilic behaviour or fi2itagyrhe

study found that 35% of participants reported ever having had sexual intercourse, and less than
onetenthindicated an oral or anal sexual experience. Furthermore, oral sexual experience was

9.1% and anal sex was 4.5%.

In addition, Pastuszack et al. assessed sexual behaviours in their study that inv%ed 18
yearold males inthe United Statesf America. They assessed sexual behavjanduding
engaging in oral, anal, avdginal sex, age at first sexual intercourse, condom use at last sexual
encounter, type of contraceptive method used, history of STls, and familiarity with and intent
to consider vasectomy as a birth control method. They found that 83.7% of partieipzaged

in sexual intercoursepénis vagina penetration), 70.7% engaged in oral send 20.6%

engaged in anal intercourse.

Sara-oJjlu et al. assessed s e-28wyeats)abadUnizersityo ur s
in Turkey and targeted sexual behaviours including having a boy/girlfriend (83.2%), having

had sexual intercourse (32%), mean age at first intercourse (16.831s2Ridal activity in
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previous six monthg12.9% had sexual intercourse not regularly, and 9.6% had sexual
intercourse regularly), and condom use at last sexual intercf208g The most preferred
method in this study was condoms (37.6%). Having a boyfriend or girlfriend was also assessed
as sexual behaviour in a study conducted by Ndongmo et al. in Zambia among 148 older
adolescents (129) living with HIV [233].

2.8.3 Health outcomes

Vasilenko et al. highlight that outcomes of sexual behaviours include physical, mental and
social health outcomd834]. This study focused on physical health outcomes, which include,
according to Vasilenko et al., pregnhancy or sexually transmitted infe¢#8#k Furthermore,

in a study where Lyu et al. report that twepes cent of students reported ever involvement in
pregnancyjncluding 16.3% of boys and 8.2% of girls, 39% reported abortiortontrast,
20.4% reported pregnand09]. Further research examined the frequency of sexually
transmitted infections in teenagéiel-19 years}o understand sexual health effects. Gabster et
al. examined the prevalence of sexually transmitted infections (STIs) among-gohapl
teenagers Panama and found that it was 0.4% for females and 1% for [B&8ksIn another
study analysing the prevalence of HIV/STIs among adolescentsd({@ars) in Madrid, the
prevalence of HIV was 2.49236]. In their systematic review and metaalysis, Evans et al.

assessed pregnancy &idl contraction as sexual behavio[@87].
2.8.4 Factors associated with sexual experience among adolescents

Research indicates thatultiple factors influence ASRH outcomes the sociafecological
environment of adolescents. Letal.indicate that five factors influence sexual behaviours.
These include family and cultural values, parental relationships, acculturation, gender roles,
and knowledge and information about sex and JI88]. While assessing the factors
associated with adolescent sexual and reproductive health in Esgdéiaking countries in the
Caibbeans, Pilgrim et al. fourtthat these factors fell under individual (gender, psychological
wellbeing, and mental health), microsystem (quality of paa€lotescent interaction, presence

of violence, substance use, mental health problems in the family, and peer relationships),
macroystem (cultural attitudes), and chronosystem (history of sexual and physical violence)
levels[54].

Moreover, an analysis of research on factors influencing adolescent sexual and reproductive

health in developingcountries revealed a predominant focus on Stdtharan Africa,
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particularly on sexual debut and condom usg&g8]. The review showedthat the factors

related to Adolescent Sexual and Reproductive Health (ASRH) could be classified into
individual, family, and community levelSimilarly, a systematic review of seven cohort studies
indicates that the risk factors for early sexual intercourse among adolescentsaimybesed

into individual, family, sociglenvironmental, and sociodemographic ley&8#4]. This review

found that substance use by adolescents and parents, aggression and conduct disorders,
attachment to family, school achievement, f a

risk factors for early sexual intercourse among adoles{Esd$

Cueto and Leon found that early sexual initiation was positively associated with being male,
having a mother with less than complete secondary education, an increase in family wealth,
overage in school, reporting alcohol frequently or sexual behaviour in participants' group of
friends[239]. Magadi et al. discovered a correlation between education and adolescent sexual
behaviour in Kenya. Adolescents aged1®with secondary education were less likely to
engage in unprotected sex and more likely to undergo HIV testing. Conversely, beirig out o
school was linked to increased rates of HIV tesfitgR]. Lindberg et al. found that in the
United States of America higher educational level of the mother was associated with lower
odds of reporting sexual intercourse before 13 yg28]. In a study involving American
Indian and Alaska Native youth (Z12 years), Markam et al. found that the factors associated
with lower odds of lifetime sexual experience included lower intention to have oral or vaginal
sex in the next year, namse of atohol, avoidance of risky situatiof23]. Gambadauro et al.
found that smoking, alcohol use, illegal drug use, and poor sleep predicted sexual initiation
among European adolescefit95]. Cueto et al. found that the factarsrrelatedwith early

sexual initiation included the following: being a mateompletesecondary education of the
mother, increase in family wealth, overage in school, and reporting drinking alcohol frequently
[239].

Kushal et al. found that female sex, parental monitoring and peer support were protective factors
for early sexual initiation (before the age of 1&hile the risk factors included older age,
anxiety, loneliness, suicidal ideation, being bullied, phydighting, school truancy, smoking,
drinking alcohol, drug use, physical activity and being overwd@@@]. Similarly, Rizkianti

et al. found, in their analysis of data from GSHS in Indonesia, that sexual intercourse was
associated with gender, school grade, smoking, alcohol consumption, drug use, truancy, peer
support and parental supervisif#29]. Diiorio et al.'s study among adolescents aged 3.3

found that participants who did not believe their friends supported sexual intercourse and had
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positive attitudes towards abstaining from sex were less likely to start havifpdéxShayo
et al. found that, among-school adolescenfsom five countries in susaharan Africa, the
predictors of sexual intercourse with multiple sex partners included smoking cigaietés|

use, and illicit drug usg30].

It is essentiato learn from older adolesceraad youthawhile assessing the factors associated
with sexual experience among young adolescéntstudy by de Meyer et al. among-18-
yearold secondary schools in Bolivia and Ecuador concluded that gender eaititges
positively impacted adolescent SRH and vieling[84]. Furthermore, two studies indicated

that depression among adolescents was associated with sexual experience 226yl
theFinnish School Health Promotion Stu@40]. The factors associated with sexual initiation
among adolescents aged-1% years in Rakai, Uganda, included older age,-subrool
enrolment, alcohol use, and being double orphan among male adolg¢&2&htén addition,

Ghule et al. indicated that peer interaction and place of study were associated with coital and
non-coital experiencesamong girls aged 184 [241]. Research by Mmari et al. revealed that
among older adolescents aged1b years, females raised by rAbiological relatives in
Baltimore were less likely to have had sex. In Johannesburg, females who were paternal orphans
had less sexual experience. Aduially, in both Baltimore and Johannesburg, females exposed
to violence were more likely to have higher sexual experiggideFurthermore, among males
aged 1518 years, Mohammadi et al. found that sexual experience was associated with older
age, access to satellite television, alcohol use and permissive attitudes towaf2i855ex
Among youthsLi et al. found that among the sexually experienced participants from Chinese
college students aged -B5 years, higher SRH knowledge is associated with reporting less
pregnancy or abortig216]. Lyu et al. found that having an urban background and homosexual
and bisexual orientation were associated with hasegial intercourse among students aged
15-24 years in Chinf209].

29 THEORETICAL AND CONCEPTUAL FRAMEWORK
2.9.1 Theoretical framework: pragmatism

This research used a mixatkthod sequential exploratory design (qualitative followed by
guantitative) [242]. Unlike positivism which uses quantitative research methods, and
constructivism, whichunderpins qualitative research methods, minexthods research
integrates quantitative and qualitative research stratdg@#3]. Mixed method research

commonly usethe pragmatism approach, which is an alternative worldview to positivism and
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constructivism and emphasises the problem tadsearchednd the consequences of the
research243].

This research uséxagmatism as a research paradigh.&l ds t hat fithe value
opinions and oO0factsd6 captured in research ¢
practical 264h p.3 Gragmatisnefecases on the possibility of action and is

driven by anticipated impa{245]. Pragmatic inquiry shoulexamine effective habits or ways

of acting, producesaluableand actionable knowledge, and solve existing problgtad).

Pragmatism is the overarching paradigm that can congjpiaktative and quantitative methods

if this combination can justify desired resu[&45]. Pragmatism advocates that there are
Asingular and multiple r eal iandorertitsdlf howdrds ar e o
solving practical p[248.bl ems in the O6real worl

Given the above, pragmatism serves as the most fitting philasdfpdiindation for this study.
Employing this pragmatic approach, the studgs qualitative and quantitative data to assess
early adolescents' knowledge, beliefs, and belevicegarding gender and sexualisgxual
experiences and health outcomes of early adolesiceRiganda It analysedheir associations

with sexual experiences and health in selected districts of Rwanda. The study achieves this aim
by bringing together findings from tisexual and reproductive health and rights policy reviews
comprehensive sexuality education curriculum review, key informant interviews with SRHR
stakeholders in Rwanda, survey on SRHR knowledge, attitudes, behaviours and sexual
experiences and health outcomes; and focus group discussions with early adolescents. The
combination of these strategies allows to ga
sexual and meroductive health and rights in Rwanda; provides insights on their SRHR
knowledgeattitudes, behaviours, sexual experiences and health outcomes; and suggests actions
at various levels of their sexual health which is embedded in their -sockigical

environment.
2.9.2Socialecological framework of adolescent sexual and reproductive health and rights

Research suggests that an array of factors from multiple interrelated levels influences
adol escent health. The theory of theecolegg ol ogy
of human developmemtvolves the scientific study of the progressive, mutual accommodation
between an active, growing human being and the changing properties of the immediate settings

in which the developing person lives, as this process is affected by relations between thes
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settings, and by the | arger c¢8f,p2lxThisthdory whi c

has been used to understand the factors that shape adolescent sexual and reproductive health.

Small and Luster suggest that the ecological model of risk factors for adolescent sexual activity
consists of individual, familial and extrafamilial level38]. The individuallevel factors
include intellectual ability, drug use, and history of sexual abuse. The familial level factors are
singleparent households, poor parental monitoring, and low smmoomic status.
Extrafamilial level factors include thoselated to schoolsuch as few positive school
experiences), peers (including sexually active friends or being involved in a committed
relationship), and neighbourhood (such as-tpvality neighbourhood and low neighbourhood

monitoring).

An Ecological model defines systems that act together to influence human development. These
systems include thmicrosystemthe mesosystenthe exosystemand themacrosystenj37,

39]. The microsystem consists of contexts and individuals with which individuals have regular
contact including parents, peers, school and the media. The mesosystem includes interactions
between the microsystems, such as the interaction between parengchedstel he exosystem
includes neighbourhoods and parentsd workpl a

societal contexts such as laws, economic systems and culture.

Blum et al. suggest an ecolodideamework for early adolescendd0]. This framework
includes the individual, family, peer and school, community, and megeb factors. Svanemy

et al. indicate that an enabling environment for Adolescent Sexual and Reproductive Health
consists of factors at the individual (agency and emgpment), relationships (with partners,
parents and peers), community (social norms), and societdiciés, laws, and media
campaignglevel[41].

2.9.3 Conceptual framework

Early adolescentsd sexual health is influenc
individual, relationships, community andsocietal levels [246]. This study uses
Bronfenbr enner §[3 28 5102460 24 7]lmdwitiual factatsericlude sex, age,
education level, gender and sexuality knowledge, attitude toward gender, behaviours, substance
use, and attendance to risky situations. Relationship factors include those related to early
adol escent s 6 pées,méextayparmersndne sometworks such as their clubs.

Community factorsinclude schools, such as sexuality education, churches, physical/sexual
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violence, gender inequity, and exposure to various sources of SRHR information, including
medi a. Ear | y ad o lskapegpersonak rélatisnehi iaral communitytfaetors.
Embedded in the social context are gender no®RHR, and gender policies (education,
health, socieeconomic, information and communication) that enable access to early
adol escentsd sexuality educat ireated kmowledgs h ap e

beliefs and behaviouras well as their sexual experiences, andthealtcomes.

Figure 2.2 Fr amewor k of adol escent gender and sex

sociaecologicalframework of adolescent health

Although extensive literature is available for older adolescént®eds to locate adolescent
health in their environment; linkages with their so@eblogical environment mudbe
included This research contributes to the understanding of adolescent health during early
adolescence using a broader perspective on how gender and seifhlgynce early
adol escentsd sexual health.

2.10RESEARCH GAP

Reviewed literature highlights that policy plays a crucial role in promoting adolescent sexual

and reproductive health and rights among adolescents, especially among the very young ones
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(10-14 years). However, despite placing adolescent health on the international development
agendaand substantive literature focusing on older adolescétits is known about how
policy addresses the early adolescentsd SRHI
attitudes,and behaviours) at the global and regional levels in general, and in Rwanda in
particular. The sources of SRHR information for older adolescents have been explored in
various studiesbut little research has been conducte@aly adolescents. The role of various

sources of SRHR information in promoting ASRHR is still debataliterisks of accessing
inadequate SRHR information exist among adolescents in general and early adolescents in
particular. The literature does not reflect much on various sources of SRHR information for

early adolescents, their preferred sources and relagétigations,andthe influences of these
sources on early adolescentsd SRHR knowl edge
health outcomeamong this age group. On this note, the literarmphasisepenetrative

sexual experience amekss ofterincludes norpenetrative sexuiactivities (kissing, touching

Furthermore, guidelines have been establishdthtmonisehe content of CSE programmes
delivered in schoolsStill, variations in the content of CSE exestd these result from multiple
factors surrounding the environment where such programmes are being implemented. In
addition, the age groups of study participants in the reviewed literature overlap and include
findings from older adolescents (19 years)and it becomes hard to focus exclusively on the

findings specific to early adolescence{llDyeas).

This research contributes to addressing this gap in various ways, maiogingya social
ecological framework that marks tirgeraction between multiple factors in the environment

of early adolescents. First focuses on the policy landscape of sexual and reproductive health
andtherights of early adolescentlt exploreshow gender and sexuality policies address the
emerging SRH needs of this very young population inSaiftaran Africa, taking Rwanda as a
case. Second, without mixing both younger aldér adolescents, this study brings more insight
specific to early adolescentsd context of i
knowledge and sexual behaviours, SRHR knowledge, beliefs and behaviours, sexual
experiences and health outcomes, al asthe determinants of this knowledge and sexual
experiences. The study also fills the gap by unveiling various current and preferred sources of
SRHR information and their influence on adolescent health, including SRHR knowledge,
attitudes, behavioursexual experience and health outcomes. In addition, thesegaiicant

focus on penetrative sexual experience, whilepemetrative sexual behaviours also matter for
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the sexual development process of early adolesdéthtat makes this study more insightful is

the use of qualitative and quantitative data, which was rarely achieved in the reviewed studies.

2.11 SUMMARY OF THE CHAPTER

This chapteprovides aeview of literatureaboutadolescentsexual and reproductive health

and rights, specifically for early adolescents, globally, regionally and locally. It indicates that
adolescent sexual and reproductive health and rlggate been a global preoccupation since
many yearsagand t hat R w a n dsaodpsomateoantheichieneesafé adolescent
health. The chapter also reflects on various ways of accessing SRHR information for
adolescents in general and early adolescents in partitulmphasise€SE as one of the
interventions undertaken to promote adolescent health and improve sexual behaviours and
health outcomes. The chapter aflescribes the SRHR knowledge levelsitudes, behaviours,
sexual experiences, and health outcomes among older and early adolescents where possible.
The chapter alsemphasisepragmatism as a theoretical and guiding philosophical approach
for this research and describes the conceptual framework followed. Finally, the chapter
describes the gap identified in the reveslliterature.
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CHAPTER THREE

METHODOLOGY
3.1 INTRODUCTION

This chapter provides an overview of the research methods for this Rig@3citbeshe study
site, population and sample, design, procedures, data management and analysaa and
guality. The chapter also provides informationintegrating and disseminatiriigpdings from

the current research.

3.2 STUDY SITE

The study was conducted in RwanttaEastern Africa, RwandaordersUganda in the north,
Tanzania in the east, Burundi in the south, and the Democratic Republic of Congo in the west
[248]. Rwanda has four provinces (Eastern, Western, Southern, and Northern) and the City of
Kigali. Twelve per cent(12%) of the Rwandan populatiasbetween 10 and 14 years (early
adolescenceR49, 250] The Fifth Population and Housing Censu2022indicated that the
Rwandan population was estimated at 13.2 mil[@B0]. Rwanda has 30 districts, of which

four (4) were selected by this research for their higher childbearing rates in 2014/2015.

Rwand#® &asic education systenomprisespre-primary, primary, and secondary education
[178]. Preprimary education comprises nursery schools and enrols learners between three and
six years. Primary education lasts six years, consists of lower primatfy3)Pand upper
primary (P4P6) and hosts learners aged six to 12 years. Secondary eduastsosix years

and is organised into the lower or ordinary levell&el) and upper or advanced level- (A
Level). Secondary education officially enrols learners between 13 and 18 years; however, some
children start secondary schooling at 12 years. Theulsges of teaching and learning are
Kinyarwanda for preorimary and lower primary (PR3) levels and English for upper primary
(P4P6) and secondary leve[478]. Teaching programs, including the competebased
curriculum for these levels, are developed and monitored by the Rwanda Education Board
(REB)[251].

The Rwanda competentased curriculum specifies that learnoggursin different subjects

at the preprimary, primary and lowesecondary levelg52]. At the preprimary level, learning
activitiesoccur inthe Discovery of the World, Numeracy, Physical and Health Development,
Creative Arts and Culturd.anguage and Litera@Kinyarwanda and English), and Social and
Emotional Development. At the lowerimary levels, learningccursin the following core

subjects: Kinyarwanda, English, Mathematics, Social and Religious Studies, Science and
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Elementary Technology, Creative Arts: Music, Fine Art and Craft, and Physical Education.
Core subjects for the uppprimary level are the same as those listed for the lpnerary

level, in addition to the subject of French. The core subjects of Kinya@ayaEnglish,
Mathematics, French, Physical education (and Sports) are also opened at treecppeary

level in addition to the following ones: Physics, Chemistry, Biology and Health Sciences,
Information and Communication Technology, History and Qusrep, Geography and
Environment, Entrepreneurship, Kiswabhili, Literature in Englgtthe lowersecondary level,

the learners have Religion and Ethics, Music, Dance and DramaAfsand Crafts, Home
Sciences, Farming (Agriculture and Animal husbandry) as elective subjects and Library and

Clubs as a compulsory @urricular activity.

Religious institutionare importanat many | evel s of Rwandabds ed
population and housing census conducted in 2012 indicated that religious affiliation was
universa) with the predominance of Christiani353]. In 2018, education statistics in Rwanda
indicatal that religious institutions own most ppeimary, primary and secondary schools

[254]. In Rwanda, cultural and religious influences are perceived as barriers to delivering sexual

and reproductive health services related to family planning and circumf@8ion

The desk review, key informant interviews, and school curricula were conchatiedally.

The survey and focus group discussion wareductedn the 16 selected schools from two

urban districts (Gasabo and Nyarugenge) and two rural districts (Ruhango and Rwamagana) in
Rwanda. These districts were selected for their high prevalence of adolescent pregnancy based
on data from the Demographic and Healtim&y (DHS) conductedbetween2014and2015

[255] (Figure 3.1).
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Figure 3.1- Study districts where the survey was conducted.

3.3 STUDY POPULATION AND SAMPLE
3.3.1 Study population

The study population for the current research consists of gender and sexuality policies, school
gender and sexuality curricula, gender and sexuality education stakeholders in Rwanda, and
early adolescents aged-12 fromgrades one and two sécondary schools in selected study
districts.We expected early adolescents {12 years) to be in these grades according to the

Rwanda curriculum framewoifk 82].
3.3.2 Sampling and sample size

The samplingstrategy depended on the objective of the study. Sampling strategies for each
objective are described in section 3.5. The sample size was determined according to the
outcomes of the study. Overall, the research involved a review of 12 documents puyposivel
selected, including policies, strategiansand laws, 11 gender and sexuality school curricula

for early adolescents, 16 gender and sexuality education stakeholders from various layers, 811
early adolescents in the survey, and 108 earljjeadents who participated in the FGDs.
According to the Rwanda curriculum framework, participants of the age grelip y€ars are

in upper primary and lower secondary levEl82]. Given this overlap irparticipants' age
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between the primary and secondary levels, a decision to include participants dgegeb?s
from the secondary level (where most participants could be expected to be) was made to
facilitate the selection of participants and avoid keeping moving from primary to secondary

levels and vice versa. Details of the sample size for each objective are depicabteiB.T.
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Table 3.1- Research participants per study objectives

exposure to different sources of information (including
I nternet) and early adol esc

beliefs,and behaviours in selected districtdRyfanda.

Objectives Study population Sampling Number of | Research tools
technique | participants/documents
To assess the extent to which gender and sexuality policies a¢ Gender and SRHR policig Purposive | Sevenpolicies Policy triangle framework
the specific needs of early adolescentRwanda. in Rwanda. selection Two strategic plans
Threelaws

Describe the social context, including personal, relationshipg Gender and  sexualit] Purposive | 16 stakeholders Interview guide
community factors, i nf |l uen g education stakeholdel selection
sexuality knowledge, beliefs and behaviours in Rwanda. from various public ang

private institutions, faith

based organisations and

nongovernmental

organisations
To analyse Sexual and Reproductive Health and Rights (SR 23 curricula of which 11| Purposive | 16 stakeholders Interview guide and
messages conveyed to early adolescents by diffemntes of underwent indepth review| selection 11 curricula for earlyl Review checklist
information in Rwanda. adolescents
Todescribeear |l y adol escent sod kno| Earlyadolescents aged-1) Randomly | 811 early adolescents | Adapted Illustrative
related to gender and sexuality in the selected districts of Rw{ 14 from 16 schools Questionnaire for Interview
To determine the rel ations Random 811 early adolescents f¢ Surveys with Young People
sexuality and gender knowledge, beliefs and behaviours and selection of| the survey, and 13 FGO and FGD guide.
sexual experiences. 811 with 108 early
To determine the relationsh participants;| adolescents
and sexuality knowledge, beliefs and behaviours and spe Purposive
health outcomes (STls, pregnancy) in the selected distric selection of
Rwanda. participants
The purpose of this study is to determine the relationship bet in FGDs
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3.3.3 Inclusion criteria and exclusion criteria

The desktop review included purposively key policies, strategic plans, andptawwsting
adolescent sexual and reproductive health and rights. idéetifying theseessentialocuments,

any documents reflecting on gender and sexuality wensidered for the review. However, this
research excluded two documeitscause they did not hawentent related to gender and
sexuality. These documents included Metional Community Health Policy and the Education
Sector Policy.Gender and sexuality education k&tholders were purposively selected. All
stakeholders who consented were included in the study. Those who indicated they were not
involved in CSE education and those who exhibited limitgelview availabilitywere excluded.

To reviewthe curricula, we included all curricula from the jprémary to lower secondary levels

(up to seniothreg that accommodated CSE competences. Curricula that did not reflect on CSE
competences were excluded from the review, even if they were listed in the comybeteede
curriculum framework as accommodating J$E9]. In the surveythe studyincluded participants

from the selected schoolsh o si gned i nformed assent after re
informed consent. In addition, participants were expected to el A2ars old and attending
senioroneand seniotwo of the sampled school$he study excludedarly adolescentsho did

not have parental authagitbon and assent available and whose age did not fall within the range of
12-14 years. Participants for the FGD wemnvenientlyselected dependingidheirage (1214

years) andsex and thoseof the same gender were selected to participate in a Focus Group
Discussion (FGD). Consent from parents or legal guardians and assent from particgants w

necessary for participation in the FGD

3.4 STUDY DESIGN

This study useda mixedmethod, exploratory, sequential desif#b6, 257] starting with

gualitative data collection leading to quantitative data colled@d]. Phase one consisted of
three qualitative studies: policy reviews, ke
the CSE curriculum review for early adolescents. Phase two consiséeslinfey (quantitative
study) to explore early adolescentsd SRHR kno\
health outcomed?hase three involved conducting Focus Group Discussions (FGDs), which is a
qualitative study with early adolescents. This was done to enhance the results obtained in the

previous phases (Phases one and two) and to investigate the recommendations medge by ea
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adolescents regarding their Sexual and Reproductive Health and Rights (SRHRy. 3yu
depicts the study phases

1 SRHRrelatedpolicies,andguidelinesfor sex
education curriculum in Primaand lower
secondary education

1 Interviews with key informants

Phase 1Desktop review:
Qualitative study ]

- Demographics & context (personal,

relationships & community factors)
Phase 2: Survey - SRHR knowledge
ot - Beliefs about gender and sexuality

Quantitative study - Behaviours (e.g. heterosexual/homosexual)

- SRHR information (sources, access and
preferences)

- Sexual experiences (e.g. Apenetrative versus
penetrative sexual experiences)

- Health outcomes (STIs, pregnancy)

v

, , Link findings fromPhases 1 & 2:

Phase 3: Triangulation - Link survey results to the desktop findings
Qualitative study — - Focus group discussions (FGDs) with early

adolescents focomplementing findings from

previous phases al8RHR recommendations

Figure 3.2- Research phases

3.5 STUDY PROCEDURES
3.5.1 Desk review

The desk review consisted @viewingextant gender and sexuality policies, strategies, and laws

that enableccess to SRHR information among early adolescents.

3.5.1.1 Framework forPolicy Review
This policy review used the policy triangle approach suggestgally by Walt and Gilson in
1994, stipulatingthat any policy review activity should involve four policy constituents: policy

context, content, process and actf@s8]. This framework has been previously used in other
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studies on policy revieyji259-263]. In line with this framework, the policy context refers to

political, economic, social, national and international factors described in the,@olitythese
factors affect early adolescents6 access to (g«
content encompasses the key components or substantive details of the policy (e.g. objectives of
the policy) on gender and sexuality educationasfyeadolescents in Rwanda. The process refers

to the mechanism by which the policy was formulated and mmgheed (e.g. participatory
decisionmaking) andrelated challenges. Policy actors refer to poehtgkers, pressure groups,
communities,significant providers, individualsprganisationsgovernments, and agencies who

influence policy or are actively involved in the policy prode&9-263].

3.5.1.2 Data collection tool and procedures

We identified key policies, strategic plans, and lalesigned to promote child and adolescent
health from relevant government institutibneebsitesfor review. Websites concerned by this
search include those of the Rwanda Ministry of Health (MoH), the Rwanda Ministry of Education
(MINEDUC), and the Ministry of Gender and Family Promotion (MIGEPROF). Laws were
searched and retrieved from the officiaélvgite of the Ministry of Justice of the Republic of

Rwanda [ittps://www.minijust.gov.rw/officialgazett¢. This website is a repository of

publications of the Official Gazette of the Republic of Rwanda. After scruseyen policy
documents, two strategic plans, and three laws were considered for review. Reviewed policies,
strategic plans and laws are displayed able 3.2.The National Community Health Policy and

the Education Sector Policy were not considered for the final review because the National
Community HealthPolicy does not reflect on gender and sexuality education. In addition, the
researcher referred to the School Health Policy rather than the Education Sector Policy because
the SchoolHealth Policy is cosidered by the Rwanda Ministry of Education (MINEDUC) as the
reference document for promoting the health of schoolchildren. We then identified all materials
about adolescent sexual and reproductive health and rights and put a special emphasis on those
relaed to early adolescents any. The following key terms were searched from the policy
document duringhe review. gender, health, sexual health, reproductive health, rights, early
adolescence, young adolescents;140years, sexuality education, sexyalmformation, and
reproductive knowledgeAll text about them was selected and extracted in aatdrsheet for

further analysis.
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Table 3.2: Reviewed policy documentsstrategic plans and laws

Policy documents

Adolescent Sexual Reproductive Health and Rights Policy-2015[58]

National Reproductive Maternal, Newborn, Child and Adolescent Health (RMNCAH) F
[176]

National School Health Poligit 77]

Girls' Education Policy264]

Health Sector Polici56]

Family Planning Policy265]

National Gender Policfs7]

Strategic Plans

National Family Planning and Adolescent Sexual and Reproductive Health (FP/A
Strategic Plan (2012024)[184]

Fourth Health Sector Strategic Plan July 2018ine 2024266]

Laws

Law N°59/2008 of 10/09/2008 on prevention and punishment of géaded violencf67].
The lawrelating to human reproductivealth N° 21/2016 of 20/05/20160]

The lawgoverning persons and famai[268]

3.5.1.3 Data analysis

Selected policies, strategic plans and laws were imported into NVivo 11 for coding and content
analysis. Policy documents and strategic plans were thematically analysed using the policy triangle
framework[259, 260, 262, 263, 269, 270)Ne also reviewed and analysed the content of three
laws: the law relating to human reproductive health in Rw§®dj the law on prevention and

punishment of genddrased violencf67], and the law governing persons and fami&s].
3.5.2 Review of the curriculum on comprehensive sexuality education of early adolescents

We reviewedhe syllabi of subjects that accommodate the CSE curriculum in Rwanda forthe pre
primary, primary, and lower secondary school levels to map the sexuality education competences.

The review followed the revised sexuality education framework provided by UNEBGD

Selection of documentslhe document review process entailed searching for CSE competences
from the Rwanda competenbased curriculum and classifying these competences per the key
concepts and topics recommended in UNESCOOs
identifying thesubjects designated by the competelnased curriculum to integrate CSE at the
pre-primary, primary (P4P6), and lower secondary (&B) leveld252]. There were 13 identified
subjects: (1) Social Studies, (2) History and Citizenship, (3) General Studies, (4) English, (5)
French, (6) Kinyarwanda, (7) Kiswahili, (8) Information a@dmmunicationTechnology, (9)
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Music, (10) Physical Education, (11) Biology, (12) Science and Elementary Technology, and (13)
Religious Educatiofil79, 182] For the 13 subjects, there were 23 syllabi following the school
levels[179], which includedone syllabus for the pygrimary level, five syllabi for the lower
primary (P1P3) levelsix syllabi for the uppeprimary (P4P6) level; and 11 syllabi for the lower
secondary (SB3) level. However, of the 23 syllabi of the subjects indicated by the Rwandan
competencédased curriculum to accommodate CHBES8], only 11 were found to have CSE

content, and these were selected for the final review.

Data collection.We collected data using the record review and the key informant interviews. The
record review involved searching for CSE competencies from the selected syllabi. We used search
terms including gender, sex, sexuality, sexual activity, sexually transmifgetioms, HIV/AIDS,

values, rights, culture, violence and staying safe, skills for health and wellbeing, human body and
development, sexual behaviour, and reproductive health. We mapped key terms from the
competencdd a s e d c ur rabicassessedbingeterxas ladthked them to specific CSE
competences defined in this curriculuamd extracted data in a Microsoft Excel form for further
analysis. The data extraction form consisted of the following columns: document title, school

grade, subject, topic, competence, and suggested contents.
3.5.3 KeyInformant Interviews
3.5.3.1 Sampling and recruitment of participants

The study used a purposive sampling strategy to recruit participants who work for institutions
involved in SRHR policymaking decisionsand disseminge SRHR information to young
adolescents and youths in Rwanda. The researchers contacted 19 relevant institutions through
official correspondence. In total, 16 participants from these institutions were available for
interviews and three participants exhibited little interest in interviaftex several attempts by the
researchers to reach their institutions. These participants included nine (six females and three
males) from public institutions, six participants (five males and one female) frorrbéemtd
organisations (FBOs), and one female participant from agosernmental organisation (NGO)
(Table 3.3) The public institutions involved in this research were the Ministry of Education
Ministry of Gender and Family Promotion, Ministry of Sports and Culture, Ministry of Health,

Rwanda Bi omedi cal Centr e, Rwanda Nati onal Chi
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and the urban districts of Gasabo and Nyarugenge. The FBOs that provided participants included
the Roman Catholic Church, the Sevebilly Adventist Church, the Pentecostal Church, and the

Rwanda Muslim Community.

Table 3.3: Distribution of key informants by affiliation and sex

Affiliation Sex

Total | Male Female
Public institutions 9 3 6
FBO 6 5 1
NGOs 1 0 1
Total 16 8 8

We recruited participants who consented to the study based on their availability for interviews
(provided by their institutions)We did not include participants from institutions that did not

respond to the researchers' request for ctataction after repeated followps.

3.5.3.2 Data collection

Datawere collected fromJuly to October 2019After receiving consent from the participants'
institutions, the researchers arranged to contact the participants and establish the interview
proceduresBefore the interviews, wgave participantshe study information and time to ask
relevant questions. Next, researchers invited each participant to sign an informed written consent
form. Finally, the researchers digitally audiecorded the interviews with the participant's consent

The interview language wa@nyarwanda for 15 interviews and English for one interview. Each
interview lasted between 30 and 60 minutes. The interview guide used during the interviews
covered several topics, including participants' views on enablers and barriers to accessing SRHR

information among the targage grougopulation.
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3.5.4 The survey

3.5.4.1 Study population and sampling

Multistage, stratified samplingzasadoptedto recruit the study participants from 16 secondary
schoolsFour districtsjncludingtwo rural and two urbadistricts wereselectedn total Districts
with higher than the national average childbearing rate (7.886prding to the Rwanda
Demographic and Health Survey of 2018[255] for adolescents (159 years) were eligible for
selection Eight of 27 rural districts were eligihland two wergandomly selectedlwo districts
were eligible in the urban settirgnd were selected for the studyhese districts comprise

Nyarugenge and Gasabo in the urban setting and Rwamagana and Ruhango in the rural setting.

Four schoolstwo public and two private, were randomly sampled in each chosen difiticin
each school, one grade | and one grade Il el@ssrandomly sampledandthe existing one was
chosenfor schools with only oneln each sampled class, fifteen boys and fifteen gvdse

selected. Those whage assent and obtadparental consentereinterviewed.

This researclassumed that approximatelyp boys andl5 girls per class wuld obtain parental
consent and provide assent. Due to the clustering with using classes, the effective sample size
would be less thad48 for boys and girls. Assuminthe design effect (deff) of 1.5 (moderate
clustering effect), the effective sample siz€99 boys and 29 girls (448/1.5). Suppasg that

among those with access to information on sexuality, G%ldvhave hada sexual debut, and
among those without access to inforraati18% would have hadsexual debutBy analy$ng

boys and girls separately, the study would achieve over 80% power to detect a statistically
significant difference at the 5% levebimilarly, otherfactors with an equivalent effect size

(relative risk of 3) would also be detectable

The total sample size@as448 boys and448girls (4x4x2xH4, i.e. four districts, four schools per
sampled district, two classes per school, addbays/qgirls respectively,per class).In each
classroom, we randomly selected an equal number of boys and girls (n=14) to obtain 28 early
adolescents for each grade (semineor senior 2)and, consequently, 56 early adolescents were
sampled from each school. We, therefore, collected data from 896 learners but excluded data from
85 learners because they wereesl than 14 yearg¢Figure 3.3) The final sample size was

subsequently811 early adolescents.
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We included participants who signed informed assent after receiving parental informed consent.
In addition, participants were expected to beldyears old and attending senimreand senior

2 of the sampled schools. Participants whose parental consent and assent were not available and
who wereolder than 14 years were not considered in the study.

o ) For each school:
District 1: 2 public schools Senior 1: 14 boys & 14 girls
2 private schools Senior 2: 14 boys & 14 girls

- 2 urban districts

- . For each school:
| District 2 2 public school - Senior 1: 14 boys & 14 girls
2 private schools Senior 2: 14 boys & 14 girls

Four districts

" . For each school:
- District 1: 2 public schools _ Senior 1: 14 boys & 14 girls
2 private schools Senior 2: 14 boys & 14 girls

- 2 rural districts

For each school:
District 2: 2 public schools - Senior 1: 14 boys & 14 girls
2 private schools Senior 2: 14 boys & 14 girls

Figure 3.3: Flowchart indicating the various levels of selecting the 811 survey participants

3.5.4.2 Procedures

We contacted Heads of schools to whom we presented necessary approsathamsgation
documentation. This documentation included ethical approvals and other administrative
authorisation$rom the relevant institutions such as the Rwanda Nati©oahcilfor Science and
Technology (NCST), the Rwanda Biomedical Centre (RBC) and sampled Districts. We then
discussed and set together the data collection plans. A research team comprising the principal
investigator and eight trained research assistants calléata. On agreed dates, Heads of schools

and other staff members assisted the researchiteaomnectingwith the study participants and
facilitated the data collection process. Participants received information abstutdifs objective

and topics addressed in the questionnaire. They were advised that their participation was voluntary
and that they had the right to stop answering survey questions whenevevitheg Data
collectionoccurredin classrooms where participants gatheseddequate distaecto keep their
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answers confidential. Each participant received a hard copy of the survey questionnaire and
individual assistance from the research team members to answer the questeasch assistants

read the survey questions aloud one by, and participants were given adequate time to record

their answers on the questionnaire. Research team members monitored this whole process of data
collection until completion. School counsellors were availablecdtbect dataand support

participants whenever needed.

3.5.4.3 Data collection tool

We adapted and used the illustrative questionnaire for inteingawey with young peopl71]

and from the literature where the tool has been [is6d09, 210, 216, 231 collectparticipant

data This questionnaire was designed to investigate the sexual and reproductive health of young
people including early adolescents [23%nd is approved by the World Health Organization
[203]. This questionnaire is commonly used in {cand middleincome countries where high
validity has been reporteld93]. It hasbeen previously used in studies on the sexual and
reproductive health of adolescefi#94, 209, 272, 2734nd early adolescenf$55, 193, 231]
Professionals translatetthe questionnaire into the local language (Kinyarwanda) and- back
translated it into Englisto ensure consistencywo experts on gender and sexuality reviewed the
guestionnaire and suggested amendments beford lieeadapted version was pretested on 20
early adolescents from two schools that were not part of the sampled ones to ascertain the clarity
and conciseness of questions. The questionnaire comprised a set of questions on knowledge about
sexuality, contracdfye methods, andom knowledge and attitudes, HIV/AIDS and sexually
transmitted infections, gender norms and sexuality attitudes, asasgllar t i ci pant s o

experienceln addition, the questionnaire contained information on participeimsacteristics.

3.5.4.4 Variables

Outcome variablesknowledge about sexualityas measured using six questions with answer
options of 6truebod, 0f al sed assignéddlopoimywhéreask n o wo .
incorrect answers and Ado not knowoO were assi

for early adolescentsd6 sepomts.i ty knowl edge th

We assessed thmowledge of contraceptveae t hods using a set of 12 ¢
options on each of the contraceptive methods stated. These methods include the pill, injection,

condom, emergency contraceptive pills, withdrawal, periodic abstinence, intrauterine device
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(IUD), implants, jelly, femalesterilisation malesterilisation and lactational amenorrhea method.
Each method known was assigned 1 point and zero otherwise. The total score rangetiZrom 0

points.

Knowledge about and attitudes towards condowis. used five questions with the following
answer options: fagreeo, Adonot know or not
guestionnaire develop€eld71], correct answers were assigned 1 poutiereas incorrect answers

were assigned 0 points. There was also one question asking participantshiidheyer seen a
condom with the opt iRerrspidYs edeifgatitigntdraspoaddd

Ayesdo and coded O for f@Anod0 responses. We mea
guestions with three answer options: agreenatdknow/not sure, and disagree. We conducted a

reverse scoring on two itemSondoms can be used more than garelCondons can slip off the

man and disappear inside the woman'shedg er eby t he option of Adi sa
correct answer as recommended by the developers of the questionnaire. We derived a summary
index for knowledge about and attitudes towards condomis40) fr om t he p.arti ci
We converted scores into percentagexl then converted themto high, moderate and low

knowledge.

Knowledge of HIV and sexually transmitted disea®és asked participants if thénxadever heard

of HIV or AIDS with Ayeso and fAnod answer opt
HI'V or AI DS, we asked a set of ,#2ndhiidguiEtstk oam\
assess their knowledge about HIV and sexually transmitted diseases. Correct responses were
assigned 1 pointwher eas 1 ncorrect and donot know ans
additional questions were added to assess ficgants had heard of other sexually transmitted
diseasesincluding gonorrhoea, syphilis, chlamydia, and genital herpes. Their responses were

assigned 1 point in case of Ayeso anl 0 for

Attitudes towards sexual norméd/e measured participants' attitudes towards sexual norms by
asking them to provide their level of agreement or disagree(desttongly agree, -agree, 2
disagree, and-&trongly disagree) with each of the nine statemamMs finally generateda
composite score ranging frorf3® to account for participants’ overall attitude score towards sexual

norms. Higher scores indicated positive, favourable, less traditional, or permissive attitudes, while
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lower scores indicated negative, unfavourable, more traditionatpnservative attitudel®9,
201].

Attitudes towards gendePRarticipants responded to 10 statements to reflect on their attitudes
towards gender. They had to choose between four answer optisinsngly disagree,-gdisagree,

3-agree, and-4trongly agree. Wesummedthear t i ci pant sdé scores to pro
from 10to 40 to account for their overall attitudes toward gendegher scoresndicated a more

genderequitableattitude, while lower scores indieat a less gendeaquitableattitude[199].

Sexual experiencdn this study, sexual experience comprises-p@mnetrative and penetrative

sexual experiences. We asked participants if they have ever had a partner using a dichotomous
guestion (yes/no): do you have or have you ever had a girl/boyfriend/partner (savheomgou

‘dated' (Dating: going out together unaccompanied by other adults)? Participants who responded
(yes) responded to a series of dichotomous questions (yes/no) indicated in Table 5.1 to reflect on
their involvement in the nepenetat i ve acti vity. Any participant
these questions was considered as having gapatrative experience. We assessed penetrative
sexual experience by asking participants about their ever engagement in oral, anal, or vaginal
intercourse using three dichotomous (yes/no) questions as indicated in Table 5.1. Penetrative
sexual experience was derived from participeé
intercourse. Because we expected few cases of penetrative sexual expermencge early
adolescents, we preferred lifetime experietoca past year's experience for ldsgguency sexual
behaviourg24, 28]

Concerningsexual behavioyr participants were asked if they have ever used any of the
contraceptive methods (pill, injection, condom, emergency contraceptive pills, withdrawal, and
periodic abstinence). We also asked them about ever having a boy/girlfriend or, plaetage of

the boy/girlfriend/partnerbeing sexually attracted to people of the same tex number of
lifetime sexual partnergver being forced to have sexual intercopeser being touched against

their will on private parts; ever pang money or gifts in exchange for sexual intercourse; ever
receiving money or gifts in exchange to sexual intercourse; the method used the last time of sexual
intercourse; regret for having intercourse; circumstances surrounding the sexual intercaugse (bei

forced, persuaded); perceived relationships to the first partner; the age of the first partner;
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participantds age at first intercourse; pl ans

have sexual intercourse.

Regarding kalth outcomeswe asked male participants about ever impregnating a girl/woman
with the following options: yes, never, and not sure. We also asked female participants whether
they hal ever been pregnant with the same answer opti@ss:neverandnot sure In addition,

using dichotomous questions, we asked participants about ever doing an HIV test and ever having

a sexually transmitted disease.

Explanatory variablesl n addi ti on, we coll ected participan
sociatecological framework: individual, family and community. Variables related to an individual

level were sex (male/female), age in years, type of school attended (prilshtg/mehool grade

(senior 1/ senior 2), religion (catholic, protestant, other), ever use of the mobile phone (yes/no),
ever attended parties where young people dance (yes/no), avealtohol (yes/no), ever smoked

cigarette (yef0), use of cannabis (yes/no), ever used internet (yes/no), and the frequency of
watching pornographic films (never2ltimes, 34 t i mes, O5 ti mes). Vari a
included the parents' life status (none is alive, one parent is alive,phathts are alive),
living/staying with parents (none, one, both parents), perceived difficuttgmmunicatingvith

the father, mother, and brothers/sisters (measured as easy, average, difficulty, do not see
hi m/ her/t hem), t he offedutatior (primarmahd loner, TWVET, fesondarg v e |
higher), ever discussed sex matters with the father, mother, brothers or sisters (often, occasionally,
never). The community level variables included the secimnomic status as measured in
Ubudehe categms (poor: category2, and well off: category -8), access to sexual and
reproductive health information (measured as ever receiving information on puberty and/or
pregnancy: yes/no), ever been forced to have sexual intercourse (yes/no), and ever bedn touc

on private parts without the participantoés wi

Il n addition, we coll ected data on the partici
and reproductiorParticipanthad to choose amorsgveralsources: Books/magazindspthers,
Doctors/Nurses, fathers, Films/Videos, Friends, the Internet, Mothers, Other family members,
Radio, School teachers, sistemad Television.
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3.5.5 Focus group discussions

For the FGDs, we used a sestiuctured opemnded guide developed by the researchers and
piloted in one school that was not selected for the final study. The guiding questions included the

following, among others:

1. What different sources of gender and sexuality informadireavailable to you?

2. What are your preferresburces of informatioon gender and sexuality? What are the
justifications for your preferences?

3. How do these sources of gender and sexuality information affect your knowledge, beliefs
and behaviours? Is there any source of information that pushes young people to perform
specific behaviours?

4. Do you think young peoplebs knowl edge, bel
experiences (e.g. kissing, touching)? How about their health outcomes (pregnancy,

STIs)? How?

5. What would you recommend about proper access to SRHR information?

We conducted 13 separate FGDs based on the sex of participants to encourage openness, with 6
FGDs of male participants and 7 FGDs of female particigdiasle3.4). Each FGD consisted of

8-11 participants. Before data collection, participants received the study information and had
opportunities to ask questions. We reminded them that their participation was voluntary and that
they had the right to stop at any pothiring the study. We assured them ttheg information

provided was to be treated confidatlii. Because SRHR issues are sensf#l], participants'
privacywasseriously considereloly requesting all participants to sign a confidentiality agreement

that all matters discussed within the group would remain confideRaalicipants were also
remindedto respectnembersbpinions, viewsandbeliefs and that theneereno wrong answers

to questions discusselh addition to parental consent signed by their parents, all FGD members
signed an assent forafter agreing to participte. FGDs were facilitated birainedresearchers

of the same seXWi t h partici pantsd®é consenAll FGDawdre FGDs
conducted within the school premisexiwithout school staff memberBach FGD lasted between

40-60 minutes.
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Table 3.4: Characteristics of thestudy sample for the FGDs

Focus group| Sex of participants Mean aget+ SD Number of
number participants
FGD 1 Male 12.8+0.6 8

FGD 2 Female 13+0.8 8

FGD 3 Male 13.50.5 11

FGD 4 Female 13.#0.7 8

FGD 5 Female 12.#0.6

FGD 6 Female 13.8:0.4

FGD 7 Male 13.5-0.8 8

FGD 8 Female 13.50.7 10

FGD 9 Male 12.8t0.9 8

FGD 10 Female 13.4+0.5 9

FGD 11 Male 13.1+0.4 8

FGD 12 Female 14+0.0 8

FGD 13 Male 13.6:0.5 7

Total 13.4+0.7 108

3.6 DATA MANAGEMENT AND ANALYSIS

Policy review

Selected policies, strategic plans and laws were imported into NVivo 11 for coding and content
analysis. Policy documents and strategic plans were thematioallysedising the policy triangle
framework[259, 260, 262, 263, 269, 270)Ve also reviewed and analysed the content of three
laws: the law relating to human reproductive health in Rw§®dj the law on prevention and
punishment of genddrased violencf67], and the law governing persons and fami&s].

Key informant interviews.

The audierecorded interviews were transcribed verbatim in Kinyarwanda, and professional
translators translated these transcripts into English. We used QSR NVivo 11 (QSR International
Pty) for Windows to analyse the data. Using the samsalogical framewrk of adolescent health,

weconductedd educti ve analysis of perceived enabl
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to SRHR information. Two researchers repeatedly read all the interview transcripts independently
to familiarise themselves with the contents, and they coded the same data and compared their
coded outputs to identify similarities and differences. Commoreeagent between these
researchers allowethe resolution of discrepancies in data coding. Next, the two researchers
started creating and condensing meaning unhgsh were later organised into codes. These codes
were then organised insubthemesand finally organised into the levels of the soeablogical
framework of adolescent health: individual, relationship, community and sq€igfate 1)[246].

Finally, we presented the findings in a narrative form and used quotations to illustrate the data

description at each framework level.

Curriculum review.We assessed tl@&SE competencies identified from the Rwanda competence
based curriculum and categorised these CSE competences per ITGSE concepts gddd3hpics
These key concepts include (1) Relationships; (2) Values, Rights, Culture and Sexuality; (3)
Understanding Gender; (4) Violence and Staying Safe; (5) Skills for Health andb&irfedt (6)

Human Body and Development; (7) Sexuality and sexual behaviodr;(&n Sexual and
Reproductive Healtfit45]. Data from the curriculum review weseimmarisedising frequency

tables and charts and organised data per subject, school grade, concepts and topics of ITGSE. In
addition, weimported interviewtranscriptanto NVivo for Windows 11 (QSR International Pty)

for thematic analysis using the ITGSE framework. Finally, we used quotations to support the

description of qualitative data from key informant interviews.

The surveyWe conducted data analysis in Stata 14 for Windows. We performed frequency tables

for all participantésociod e mogr aphi ¢ characteristics. The sc
attitudes was performed as indicated byghestionnaire developelfa71] and as in other studies

of SRHR knowledge and attitudd$5, 201] The number of correct responses to a set of questions

in each dimension of SRHR knowledge measured SRHR knowl€dge=ct answers were scored

as one (1) and zero (0) otherwise. Aggregated scores were calculated for each of these dimensions.
These scores were turned into per cent scadtesfollowing categories of SRHR knowledge were

derived for the dimensions of knowledge about sexuality, contraceptive methods, HIV/AIDS and
sexually transmitted infection and condoms: high-180%), moderate (509%), and poor

knowl edge (<50%) . For sexuality norms and gen
into overall scores and calculated the mean and standard devidi®muestionnaire used to
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measure SRHR knowledge and attitudes Ha&l following acceptable levels of reliability
(Cronbach alpha valje knowledge about sexuality (0.81), knowledge about contraceptive
methods (0.78), knowledge about HIV/AIDS (0.82), knowledge about condoms (0.79), attitudes
towards sexual norms (0.80), and attitudes towards gender norms W&/ dsed the Shapwo

Wilk test to asseghie normality of dataT-test and onsvay analysis of varianceANOVA) tests
allowedfor comparing two and multiple participants' mescores. Higher scores indicated a less
traditional attitude while lower scores indicated more traditional attitude. We conducted a
bivariate and logistic regression analysis to assess the factors associated vpénetoative
experience and penetrative experienidee goodness of fit to the data was evaluated using the
HosmerLemeshow test, where avalue greater than 0.05 indicated that the model provided
anadequate fit to the data and that there was no statistically significant difference between the
predictedand observed valuesll variables with statistically significant results<{@.05) at the
bivariate analysis level were taken into the logistic regression analysis to assess the effect of each
explanatory variable on participants' sexual experience. We report crude and adjusted odds ratio

and their 95% confidence intervals. Thgngficance level was set at p<0.05.
Focus group discussions

Like key informant interviewd:GDs wereaudio recordedsing a digital recorder artichnscribed
verbatimin Kinyarwanda FGD transcripts from focus group discussions weesslatedinto
English importedandanalysedn NVivo 11. FGD transcripts were read and-mead tobecome
familiar with the dataand capture and highlight their key points. The highlighted text was
organised into codeswhich, in return, similar codes were categorised intetsalmes and, finally,
into themesWe presented a narrativeport for each theme arsdipportedt with quotsfor the

study objective$-7.

In the sixth objective, data from the FGDS help to understand the influences of SRHR information
and knowl edge on ear | ylinthd selertls abjectivie sfahis Sefelrchp ut c c
FGDs allowedusto explore early adolescefireferences on the sources of SRHR information

andthereasons behind these preferences.
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Table 3.5: Data analysis strategies per research objectives

Objectives

Data analysis strategies

Objective 1.To assess the extent to which gen
and sexuality policies address the specific neec
early adolescents in Rwanda

Thematic analysis

Objective 2:Describe the social context, includi
personal, relationships and community factc
i nfluencing early ado
knowledge, beliefs and behaviours in Rwanda.

Thematic analysis

Objective 3:To analyse Sexual and Reproduct
Health and Rights (SRHR) messages conveye
early adolescents by different sources
information in Rwanda.

Thematic analysis of CSE curriculum a
interviews

Objective 4: To describee ar | vy ad
knowledge, beliefs and behaviourelated to
gender and sexuality in the selected districts
Rwanda.

Survey data: descriptive statistics: freque
tables, mean + standard deviation; indepen
sample ttest for two means; ongay analysis
of variance for threer more means.

Objective 5To determine the relationship betwe
t he early adol escent
knowledge, beliefs and behaviours and their se
experiences.

Logistic regression analysis with crude &
adjusted odds ratio allowersto determine the
factors associated with sexual experience

Objective 6:To determine the relationship betwe
early adol escentsd ge
beliefs and behaviours and specific he:
outcomes (STls, pregnancy) in the selected dist
of Rwanda.

Quantitative data (survey): Descripti
statistics: frequency tables, mean + stang
deviation

Qualitative data (FGDs): thematic analysis

Objective 7:To determine the relationship betwe
exposure to different sources of information @
earflyadol escent sd gender
beliefs and behaviours in selected districts
Rwanda.

Survey data: descriptive statistics includ
frequency tables, mean * standard deviat
independent sampletést for two means;

Qualitative data (FGDs): thematic analysis.

3.7 ETHICAL CONSIDERATIONS

This study obtained approvals from the Human Research Ethics Committee of the University of
the Witwatersrand (study reference number: M190303), the Institutional Review Board of the
College of Medicine and Health Sciences of the University of Rwandaofegdprotice number:
401/CMHS IRB/2018) and the National Council for Science and Technology of Rwanda (no.
NCST/482/136/2019). All participants provided signed written informed consent forms before the
interviews. All methods in this study were perfornbgdelevant ethical guidelines and regulations

for research involving human subjects.

68



Before data collection, we sought and obtained parental informed consent from partticspa
parents orlegalguardiaasn d par ti ci pant sdéd i nformed assent.
personal identification codes on the questionnaires. We conducted this study following all national
researchiegulations and the principles governing research involving human subjects.

For the FGDs, all participants signed a confidential agreemend nevealwhat was discussed
within the group to nomroup membersFurthermore, a distress management protocol was
followed during the survey and FGDs. We anticipated that early adolescents feght
uncomfortable during the process of data collectiontendistressed afteevealing their gender
and sexuality identities and disclosing their status about sexually transmitted diJdases.
protocolwasintended to

1. Seek permission from the participant to continue the interview after asking sensitive
guestions;

2. Provide supportfithe participant$eel uncomfortable;

3. Refer the participant to thechool counsellor or any other health professional of his/her
choice for appropriate support, and eventually refer him/her to the nearest health facility
for supportf the situation worsens;

4. Avall participants a list of emergency numbar additional support;

5. Recommend thahe participantseek care from a health facility if they declare having an

untreated sexually transmitted disease.

3.8 DATA QUALITY ASSURANCE
3.8.1 Quantitative study

Professional translators translatée survey questionnaire from English to Kinyarwanda and
backtranslated it intdEnglish to ensure similarity with the original version. The Kinyarwanda
version of the questionnaire was pitested on a small number of early adolescehts werenot
part of thestudy's final sampléeThe pilot test helped to identify issues and barrietsdeffective

recruitment of participants and to modify interview questions where nec¢2saty
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3.8.2 Qualitative study

The trustworthiness criteria were consideredredibility, dependability, confirmability,
transferability[276, 277] Credibility refers to the confidence in the truth value of the findings;
dependability is about the stability of data over time and conditions; confirmability refers to the
objectivity or neutrality of data; and transferability is the extent to whictirfgs can be
transferred to other settings or groups; aut h
fairly and faithfully reflects and reports on the data, with the feeling tone of lives as they are
experienced276].

In this study,credibility was assured by taking field notesaintaining a good rapport between
interviewer and interviewee, maintaining gender compatibility, and trag@teycollectorsAt the

same time, dependability was reached through a clear definition of particgapiisit sampling

and data analysis plans, ashata saturationfwo independent data analysts and fologvof data
transcription, translation, and transferability were achieved through the variability of participants'

affiliations for confirmability.
3.8.3 Minimisation ofthe social desirability bias

Social desirability bias reflects study parti
viewed positively by others, with thefluence of social norms and expectati¢2s8], but not

fully corresponding to realitf279]. Soci al desirability bias i1 s m
deny socially wundesirabl e tr ai[279]Generaly, so¢iahi m ot
desirability is thought to be frequent for sensitive questions and those involving judgements, such

as those related to sexuality and family planfig]Social desirability bias can be minimised in

research, and some studies indicate various ways of minimising this type (#A8a880] The

following paragraph outlines how social desirability in this research was minimised.

First, the study was planned by clearly defining the focus, research objectives, and tools, which
allowedthe researcher t@due confusion andkeepfocusedon the purpose and study procedures.
Multiple sources of information were involved sequentially (document reviews, interviews, focus
group discussion and a survey), allowing triangulation of data and minimising bias in findings.
Second, research assistantere trained about the research topic and the importance of building

trust and good relationshipsth the participants. Furthermore, before data collection, participants
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were assured about their anonymity and confidentiality of data, which allowed the restarcher
build strong trust relationships with them. During data collection, the researcher encouraged
participantgo share their views or disclose socially disapproved phengméingh would not be

judged negatively by the researcher. In addition, the order of the questions allowed them to move
from general to sensitive questions, and the wording of these questions was approved by two
gender and sexuality experts. Datallection took place in eonducive environment, which
enhanced privacy, and only participants and the researcher attended the data collection venues,
avoiding external influences on interruptio®$nally, focus group discussisiwere orgaised

separately for boys and girls, which allowed opehadeon the researched subjects.

3.9 INTEGRATION OF THE FINDINGS

The findings from this research are integrated a specific chapter of the current thesis.

3.10 DISSEMINATION OF THE RESULTS

The final report of this research allowisssemination of the findings to a wide community of
SRHR researchers, policymakemnd others. In addition, abstracts and full papers were shared
with local and international fora and conferences or-pegewedjournals.Findings from this
research were disseminated during the Consortium for Advanced Research Training in Africa
(CARTA) eighth Annual Joint Advanced Seminars (JAS3pnferenceheld virtually on 23
September 2021In addition, @rt of these findings &re disseminated in the international
conference held in Kigali, Rwanday theCentrefor International Reproductive Health Training
(CIRHT) at the University of Michigan betweer/SOctober 2022 under the themeSafxual and
Reproductive Health: Informing Policy and Practice through Research and Preservice Training
The presentation was titleDoes access to sexual and reproductive health and rights information
affect very young adolescentsd knowledge in
from this research were also presented intits SPH Research Day and CARTA Conference
between 1415 September 2023 in Johannesburg, South Afvitth, a theme:'Deepening the
Public Health Footprint in Africa: Building on Successes and Challengs"presentation was
titled: Influences of sexual and reproductive health and rights knowledge on early adolescents'
sexual health outcomes in Rwanda: a mirezthod studyin addition taconferencgresentatios,

two publicatiors emanated from this researthe first publication was titledSuch conversations

are not had in the families™: a qualitative study of the determinants of young adolescents' access to
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sexual and reproductive health and rights information in Rwandavas published in theurnal

of BMC Public Health on October"7 2022. The second publication was tifteNot | u st t
consequences, but also the pleasurable sexo:
education for early adolescents in Rwanidavas also published in thewrnal of BMC Public

Health on January"7 2023. A third manuscripunder reviewhas been subitted to the durnal

of PLOS One and is entitle8exual experiences among early adolescents aggédyears in four

districts of Rwanda: a cros®ctional study

3.11 CHAPTER SUMMARY

This chapter describes the study sites, population and sample for vsttidysobjectivesthe

study phases anthe design and procedure undertaken for each phase. The chapter further
discusses strategies for data management and analysis, ethical considerations and data quality

assurancegndthe integration and dissemination of the findings.
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CHAPTER FOUR

GENDER AND SEXUALITY POLICIES FOR EARLY ADOLESCENTS IN RWANDA
4.1INTRODUCTION

This chapter provides the findings from the gender and policy review. The review aimed to assess
the extent to which gender and sexuality policies address adolescent sexual health needs,
particularly among early adolescents in Rwanda (the first objedtithesoresearch). The review
focused on the policy context, content, process and actors and followed the policy triangle

framework[258] as earlier presented in Chapter 3.

4.2 CONTEXT
Rwanda aligns with international and national commitments to promote early adolescent sexual
and reproductive health and rights. Therefore, both international and national contexts influence

gender and sexuality policies.
4.2.1 Economy

In terms of economy, Rwanda is one of the poorest countries world®@8iilewith a growing

economy 0f8.2 growth in 2@2 [281]. The Rwanda economy is dominated by agriculture by

90% of householdf58]. The service sector i s growing fas
domestic produdb8].

4.2.2 Health Sector System

The Rwandan health system has several administrative levels, from the lowest to the highest. The
health system structures are the community health workers at the village level, the health post at
the cell level, health centres at the sector level, didtoepitals and pharmacies at the district

level, provincial hospitals, and the national referral and teaching hospitals. In addition to these
public healthcare institutions, the Rwandan health system has private healthcare facilities and a
referral systenfi266]. In terms of financing, the Rwandan health system relies heavily on external
funds despite the gover nment[88sl76 26B]&ivdanthé 0 i nc
countrywide expansion of the health sector, the Rwandan health system still experiences

insufficient qualified staff and inadequate service skill&].
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Regarding healthcare accessibility, geographical accessibility remains a challenge, as 23% need to
walk more than an hour to reach the health fac{gg, 265] In 2009, the majority of the
population (92%) owned health insurance [249], and community Headtbd insurance (mutuelle

de santé) remains the most crucial population health insurance eytln86% of the population

[58]. Other insurance schemes cover the remaining part of the population.

Concerning the community health organisation, Rwanda has established a community health
program system whereby each village counts three community health workers (CHWS). Each
CHW has a mobile phone that links him/her with the health centre. Some intengetatiget the

use of these mobile phones in fiedds of adolescent sexual and reproductive health and rights

andgenderbased violence.
4.2.3 Population

Concerning the population, Rwanda is thestdensely populated country in Africa, with 436
persons per square kilomef&8, 176] Rwanda experiences a decrease in child mortality that
leads to an increase in adolescé®8. The population of Rwanda is essentially young, with 52%
being younger than 20 yedis6]. Early adolescents (1D4) comprisel7.1% of the Rwandan
population58]. The female population remains slightly higher (52%) than[Bt&rL76] Rwanda

aims to reduce the teenage pregnancy ratd 91gears) from 7.3% by 203266]. Furthermore,

HIV prevalence is 3% of adults and remains the lowest irSalfaran Africd56, 58, 265] The
average fertility rate for a Rwandan woman has downgraded from 6.1 in 2005 to 4.2 births in
2014/15[56, 58, 255, 265]

4.2.4 Education

In terms of education, access to education is equally granted to boys afiE¥§jidad the majority

of adolescents (209 years) attend scho@8]. In 2008, the Government of Rwanda established

the Girlsdé R64tcomateamsnurPeolgicryl sé access to educe
the education system. Rwanda also promotes information and communication technology literacy
among schoolchildren through the One Laptop per Child programme. Due poapram girls

and boys in schools use computers and the internet for their daily learning and research activities

[264]. In addition, Rwanda established a national school health policy that mentions using a
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holistic approach to address issues related to HIV and AIDS and sexual and reproductive health
[177]. Substance use among school children and youth is common, and the school health policy
mentions that tobacco use and alcohol consumption are the most used subktafcEmally,

in 2016, CSE was introduced in schools through the compebasszl curriculum to enhance

| ear ner sniaking skdls aboubtheir sexual relationships, explain feelings, values and

attitudes, and promote riskducing behaviourd.78].
4.2.5 Adolescent Sexual and Reproductive Health and Rights

Concerning adolescent sexual and reproductive health, there is a lack efrigndly facilities

[265]. However, a training amual onyouth-friendly health grvices has been developadd 500

staff memberdrom 240 health facilities have been traiff@@6]. Furthermore, adults, including
parents, have cultural difficulties in talking about sex education with young adoleflights
Discussion about sexuality remains taboo for parents, teachers, and even between partners, which
leads to difficulties in negotiating safer sex for adolescfs8F Adolescents have inadequate
knowledge about sexual and reproductive health and rights, as well as places to seek information
about this topi¢58]. This inadequate knowledge predisposes adolescents to the risk of HIV and
AIDS, in addition to substance and alcohol {£&]. Furthermore, the sexual and reproductive
health status of adolescents agedl40years remains unclefs8]. The sugar daddy/mummy
phenomenon has emerged mainly in secondary schools. This is attributable to economic factors of
gaining money or gift$58]. For sexually active adolescents, there are also legal hindrances to
access and consent for sexual and reproductive health services: adolescents aged 18 years and
above are eligible for reproductive health services (article 7 of the Reproductive Hea)th La
However, articles 8 and 13 highlight, respectively, that every person has the right to education and
medical services and that every person must protect himself/herself and others against sexually
transmitted diseas¢$84]. In addition, adolescents remain reluctant to seek services because of a
lack of privacy and concerns over confidentialif¥76]. Regarding sexual orientation,

homosexuality is not illegal in Rwanda but remains strictly against societal &8s

Concerning family planning, Rwanda has an upward trend in modern contraceptive use among
married women, from 4% in the year 2000 to 53% in 201%5, 265] In addition, regionally,
Rwanda has lower rates of sexual activity among the population agt@l yéard184]. In the

family planning policy, mass media addresses myths and misconceptions about family
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planning266]. In the health sector strategic plan for the period of 28!, Rwanda would like
to link its National constitution, the Vision 2050, the health sector policy, the national strategy for

transformation, the universal health coverage principles and skersable development goals
4.2.6 Gender issues

In terms of gender, the gender policy highlights that Rwandan society relies on the patriarchal
system whereby men have more power than women and where boys have more value than girls
[57]. The traditional Rwandan society has created gender norms and ideals that still affect the
sexual and reproductive health of adolescg$ In addition, gendebased violence (GBV) is
rampant despite different initiatives to address it. The policy highlights that victims of GBV are
mainly women. Rwanda has established different programmes to address GBV, such as the Isange
(Welcome) One Sto@entres to eradicate GBV. These centres provide medical, psychosocial and

legal support to the survivors of GHY7].

Furthermore, Rwanda promulgated a law on the prevention and punishment of26BV
Rwanda has anBV and child protection committeed thelocal and national levels. Other
initiatives in Rwanda to address the GBV include the establishment of a free hotline (116 for child
help, 3512 for antGBV, and 3029 for Isange O1&topCentrg and the gender desk in the Rwanda
National Police, the Rwandan Army, and the National Public Prosecution Autf®&#®y This

makes gender a craesstting issug58]. Despite the existence of GBV, awareness about gender is

improving as well.

43 CONTENT

This section provides the findings on the policy on gender and sexuality about access to gender
and SRHR information in Rwanda. It outlines t6F
service package, activities, focus, and principles. In mddia review of the content of available

laws on reproductive health, gendersed violence, and persons and families is presented.

The content of the adolescent sexual reproductive health and rights[p8liaydicates that this
policy aimed to improve the sexual and reproductive health status of adolescents in Rwanda. The
general objective is to ensure all adolescents access and use quality, comprehensive SRH
information, education and services in a condugiaith-friendly) environment. Furthermore,

the policy highlights the availability of the following programs for adolescents in Rwanda:-school
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based reproductive health education, peer education programsryentity centres, vocational
training for youth, income generation activities, including adolescents, HIV counselling, and mass
media activities. The policy also indicates that there a@oductive health services on
contraception and family planning that are provided to the general population by the health
facilities. The policy indicates that the following services are available to adolescents: information
and counselling on SRHR, acset® family planning methods, youthiendly antenatal care;
voluntary counselling and testing (VCT) for HIV and the prevention of other STIs; information
and counselling and vaccination of cervical cancer; prevention and management ofgseder
violence; prenatal consultation in addition to a friendly interrogatory to teen mothers; and life skills
education{58].

The National Reproductive Maternal, Newborn, Child and Adolescent Health (RMNCAH) Policy
[176] aimsto achieve the highest attainable standard of health across the life course for children
and adolescents. The policy's mission is to ensure that all children and adolescents have universal
access to quality integrated child and adolescent health equigfidyently and sustainably. The

policy aims to promote righisased wetbeing using a muksectoral approach and universal
access to healthcare. The policy focuses mainly on adolescent health in the following areas: social
determinants of poor atescent health, youtlliendly adolescent services delivery, training of
healthcare providers for adolescent health interventions that respond to life course approach,
gendetbasedviolence, menstrual hygiene management at school, laws related to aclofRkEe

adol escentds access to services, and use of

The National Family Planning and Adolescent Sexual and Reproductive Health (FP/ASRH)
Strategic Plan (2012024)[184] has a mission to grant equitably, efficiently, and sustainably to
adolescents universal access to quality integrated family planning and adolescent sexual and
reproductive health information and services. The strategic objectives focus on providing and
improving health information to adolescents. Related objectives include the implementation of
comprehensive sexuality education in schools and the use of mass media campaigns and
entertainment for accurate ASRH information. The development of approprisgatsato help

parents deliver ASRH information to adolesceatswell aghe use of social media and online
materials to create awareness about ASRHR and services. Other objectives include enhancing the
capacity building for teachers, parents, and community and religious leaders for FP/ASRH services
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and the capacity building of youfhiendly centres. Furthermore, addressing sexual and gender
based violence (SGBYV), improving linkage to eédGBV services (Isange OigtopCentre$, and
undertaking legal reforms on adolescent health are among the top priorities.

The National School Health Polidt77]envi si ons ac hiotal devetogmertimi | dr e
healthy and childriendly schools, free from disease, prejudice and violence. Among other
priorities, the policy aims to enhance the knowledge of children and teachers about sexual and
reproductive health, GBV, prevention of HIV, AIDS aather diseases. The policy targets the
following issues: health promotion; disease prevention and control; HIV, AIDS and other STls
(Human papillomavirus (HPV); Sexual and reproductive health and rights (Access toatibor

about contraception, safer sex, STIs); environmental health; School nutrition; physical education;

mental health; gender and GBV issues (sexual violence and adolescent pregnancy).

The Girls' Education Policf264] envisions a society free of gender disparities. This policy aims

to enable gender equality in education and training. The policy has specific objectives that consist
of protecting girls and boys from sexual harassment and unwanted sexual advancegionatiuca
settings, enhancing sex and family life education in the school curriculum, and ensuring that the
school curricula focus on life skills and leadership and promotesefidence and seklsteem

for girls. One of the guiding principles of this pglits trainingteachers and education managers

on gender issues and building the capacity of female teachers and managers.

The Health Sector Policy [26] aim® contribute to the general wdilking of the population by
providing and continually improving affordable healthcare services. The policy ensures universal
geographical and financial access to equitable and affordable health services. The policy also
outlines its directions in the area of maternal and child health as follows: adolescent reproductive
health, family planning, prevention and care of violence, prevention and care for genital infections
and HI, addressing taloco consumption and alcohol use as risk factors forcoonmunicable

di seases, and soci al change for the womends e

The Family Planning Policy265]) aims to increase family planning for men and women of
reproductive health. The general objective of the policy was to increase the use of modern
contraceptives use by women in union to 70% in 2016. For adolescents, the policy aims to ensure
sufficient focus and expansion of adolescent SRH programs and their provision indrigndly

manner; providing accurate and confidential counselling to clients, including adolescents;
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increasing adolescentsd knowledge and p-romot.i
child communication and sexuality education; and strengthening a conducive family planning

environment.

The vision of the National Gender Poli¢$7] is to seta society free from gendéased
discrimination and eliminatgender inequalities in layers of national life. The policy program
includes raising gender awareness, ensuring that boys and girls receive adequate information on
reproductive health, offering reproductive health services in a geedsitive manner, gning

equal access to HIV informati on, the rule of

using ICT (internet), especially those from rural settings.

The Fourth Health Sector Strategic Plan July 2018ne 2024266] envisions a health sector that
focuses on providing equitable, accessible, and quality healthcare services in an integrated way.
This plan outlines the following priorities for adolescent SRH and GBV: integrated education on
SRH for adolescents, scaling the management of GBV at the health facility level, and enhancing

the social reintegration of the GBV victims.

In addition to policy documents and strategic plans, the review also involved the content of three
laws in Rwanda. These are the law governing persons and faé#ll the law relating to human
reproductive health N° 21/2016 of 20/05/2066], and the law N°59/2008 of 10/09/2008 on
prevention and punishment of gendbased violencd267]. The law governing persons and
families[268] has onesignificantaspecbf access to gender and sexuality information in Rwanda.

It defines the age of the majority as 18 years. Accordingly, individuals who attain this age are fully
gualified for all civil life acts, including those involving SRH and rights. The law relatingrtaah
reproductive healtf60] outlines the following components of reproductive health: safe delivery;

care of the newborn; family planning; prevention and treatment of STIs and other infections
affecting the reproductive health system, infertility; prevention of GBV and care of @BWy;

and raising awareness to change peopleds attit
reproductive health (article 5), access to education and medical services (article 8), and HIV testing
(article 10). The law mentions the obligatioh biological parents and guardians to discuss
reproductive health with their children. Furthermore, this law obliges the schools and the literacy
centresd curricula to include courses on huma

that thegovernment also has this training obligation towards health professionals, community
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health workers, teachers, other local authorities, the private saamthe youth on human
reproductive health. Despite having equal rights to human reproductive health, this law reinforces
that onlypeople who have attained the age of majority (18 years) can decide for themselves about
reproductive health matters (article 7).

The law on the prevention and punishment of gebdsed violenc§67] defines GBV and its

scope, as well as sexual slavery. The protection of children against GBV remains the responsibility
of parents, trustees and other people (article 7), and every person must prevent GBV, rescue, or
call for rescue of the victims of GBVh addition, article 10 of this law reprimands the use of all
means, including drugs, signs, or language, to exercise GBV. In addition, the law provides
penalties for different acts, including rape (article 16), child neglect (article 18), and refusal to

assist the GBV victim or testify over the violence (article 36).

44 PROCESS

This section presents the findings on the processes related to policy or strategy development and
implementation of delivering gender and sexuality education in Rwéraliculates the policy
development, implementation, monitoring and coordination processes reflected in the reviewed

policies
4.4.1 Development process

Policy development involves consultations with multiple stakeholders at various levels (local and
international), review and validation workshops of policy drafts, and approval by relevant
ministries or the Cabingb6, 176, 177] The development process also consisted of conducting
desk reviews, further analysis of Demographic and Health Surveys, consultation of family
planning goals, research with older adolescentsl@l§ears) and other relevant stakeholders,
literature review surveys with stakeholders, and family planning roundtaligs 184]
Furthermore, the policy initiation process involves preparatory meetings with various
stakeholders, including thdinistry of Health MoH), the consulting teanand thehealth sector
working group (HSWG)266]. The process also involves a joint health sector review meeting
between stakeholders and the Ministry of Finance and Economic Planning (MINECOFIN), desk
review, key informant interviews, field visits, consultative workshops and submission of drafts for

further feedback and comments before final re\i286].
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4.4.2 Implementation of the policy

Implementinggender and sexuality policiescludes a wide range of actions/strategiBisese

include integration of services into existing ones; training of healthcare providers, strengthening
existing servicesdecentralisation of services at the village level, involvement of stakeholders
including adolescents and others;-pral inservice training (e.g. healthcare providers, students

and teachers for school health); sensitisation of stakeholders includimgmmommunity and
religious leaders and parents, peer education programmes, documentation and research, establish
and amend related laws, structural adjustment of healthcare institutions such as health centres,
improve service deliverypint planning, advocacy, regular joint health sector review, use ofsame

sex providers during clinical examination, no use of speculum examination for prepubertal
adolescent$58, 177, 184] The implementation also involved collaboration between technical
working groups, social cluster ministries, and joint health sector reyigi@$ It also consists of

task sharing among stakeholders (e.g. Rwanda Biomedical Centre, Minitiyocal
AdministrationMINALOC), requests for investments from the private sector, and research and
innovation[176]. Implementation is also achieved through the use of annual plans, collaboration
between partners (key and other ministries, local authorities, local and international organisations,
United Nations agencies, civil society, development partners, private,ssatd community), and
periodic measurements of outputs, outcomes and impact indidaifs 184, 266] Annual

external reviews and meetings between MoH and other development partners are also conducted
[266]. Implementation also involves strengthening the multisectoral approach, minimising activity
overlap and monitoring through the District Health Information System (DH182). For some
policies, such as school health policy, the implementation was assured by steering committees
comprising core decisiemakers from key ministries and other partners and technical working

groups to support the steering committge®].

In addition, specific units at key ministries oversee the implementation of activities, and specific
committees, such as school health committees (School level) and maternal and chiidmaglth
planning desk (MoH level), were creaf@d7, 265] In addition, specifically for the school health
policy, implementation included the review of HIV/AIDS and STIs curriculum, education of peers,
creation of school health clubs, production of teaching materials about HIV/AIDS, involvement of

the school maagement, and use of monitoring and evaluation sygitén]. The implementation
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of school health policy is also achieved through encouraging communication with parents, teachers
and school children on SRHR issues such as early pregnancy, STIs andralchedIgender

based violence (SRGB\177]. It also consists of creating referral systems for the SRGBV and
mental health issudgd77]. Furthermore, implementation targets expanding sexual and gender
based violence (SGBV) services at the health centre level, increasing the testing capacity of
laboratories, enhancing folleup of SGBYV victims,usingtechnology for SGBV case detection

and use of DNA laboratorig266].

Implementation strategies of the national gender policy include a gender mainstreaming approach,
affirmative actions, institutional capacity development, development of gender cépalding
programs, address GBV; involvement of men in accessing haathoogrammes such as family
planning, SRH, HIV/AIDS; equipping vulnerable groups with adequate knowledge and skills for
selfemployment and accesssentialservices; harmonisation of gendetfated interventions,

sensitising men to address gender is§biés
4.4.3 Monitoring /coordination of the policy

Monitoring of the policies is assured through partnerships between stakeholders and enhancing
e/mHealth systems, traditional reports, and national Health Management Information systems
(HMIS) [176], use of Rwanda Health Management Information System (RHMIS), and the
Community Health Workers Information System (SISC@a6). Coordination is assured by key
ministries such as the Ministry of Health, Rwanda Biomedical Centre (RBC), and development
partnerg184]. Specifically for the health sector policy, the coordination is assured by stakeholders
at national, regional, and international lev@$§]. For the governance of this policy, various
committees at the district level get involved in the decisnaking process and establishment of

the Joint Action Development Forum (JADP6]. MoH also created a health sector working
group (HSWG), a technical working group (TWG), and a single project implementation unit
(SPIU) to ensure effective coordination of activi{i286]. Coordination also involves national and
international cooperation, regional integration (East African Community), and alignment with the
World Health Organisation and other international health regulgtéig.

Monitoring strategies for gender disparities include the use of a gsedsitive curriculum which

enhances selfonfidence and selsteem among girls, protects students, especially girls, from
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physical, mental and sexual abuse, and protects against sexual harassment and sexual advances in
school setting$264]. Multiple partners (bilateral and multilateral donors, international and local
nonrgovernmental organisations, and the private sectwo)dinatethe family planning policy

[265]. Monitoring is assured at various levels, such as community health workers, health centres
and district hospitals, and the Ministry of HedRB5].

Monitoring of the national gender policy is assured through annual felfpand evaluation of
activities, annual meetings with stakeholders, gender networking, use of gender analysis tools,
capacity building of stakeholders, research on gender critmassand use of genesgnsitive
indicatorg[57].

45ACTORS
This section provides an overview of the policy and strategic plan actaised in gender and

sexuality education of early adolescents in Rwanda and their responsibiliters, applicable.

Adolescent Sexual Reproductive Health and Rights Policy 2042D15

This policy indicates that several actors are implemeritiagdifferent levels. Actors at the local
level include parents, community and opinion leaders, teachers and adolescents. The MoH
promotes the full participation of adolescents in reproductive health and development programs

and services, including conceptisation, design, implementation and evaluation.

At the health centre level, the health centre is responsible for all adolescent reproductive health
activities in each catchment area, including schools, community and health facilities. Other actors
operating at the health centre include the focal poinASRHR and two peer educators (a male

and a female). The health centatlaboratesvith youth-friendly centres.

At the central level, the MoH provides guidelines on the care of adolescents. In addition,-the Sub
Working Group on adolescent sexual and Reproductive Health and RASBRH&R under the
Maternal and Child Health Technical Working Group in the Ministry of Health developed a
training manual and guidance for healthcare providers to implementfymunttlly services. Other

actors include the social cluster ministries.

Other partners include parliamentarians, the Rwanda National Police, UN agencies and
nongovernmental organisations, the Health Communication Centre (HCC), the central agency for
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the purchasing of essential drugs in Rwanda (CAMERWA), the National Women Council, the
National Youth Council, the district ASRHR S@Wmmmittee, and th®&wandan private sector

federation.

National Reproductive Maternal, Newborn, Child and Adolescent Health (RMNCAH)
Policy

The policy indicates that the Government of Rwanda is the main actor in leading the
implementation of this policy. The Rwanda BiomediCahtre(RBC), through the Department of
Maternal, Child and Community Health, is responsible for implementing most ASRHR programs.
In addition, the Institute of HIV/AIDS, Disease Prevention and Control at RBC, the Rwanda
Health Communication Centre, the Medi€search Centre and the Planning, Monitoring and

Evaluation and Business Strategy Division are actively involved.

Additional actors operate in groups such as the social cluster ministries such as the Ministry of
Health (MoH); the Ministry of Local Government (MINALOC); Ministry of Agriculture and
Animal Resources (MINAGRI); the Ministry of Gender and Family PromofMIGEPROF);
Ministry of Education (MINEDUC); Ministry of Youth, Information and Technology (MYICT);
Ministry of Infrastructure (MININFRA); and the Ministry of Disaster Management and Refugee
Affairs (MIDIMAR). Furthermore, the Health Sector Working GroS\WG) is another actor.

The HSWG is under the overall leadership of MINECOFIN and is chaired by the MoH with a co
chair from Development Partners. Another group of actors is the Joint Health Sector Review. This
group comprises the MoH, Rwanda Biomedicahtte and Development Partners (DP), civil
society organisations (CSOs) and the private sector. Local and national development partners and
the international community support MoH in this implementation. Other kdéylstlders include
young peopleadolescats, parents, community opinion leaders, teachans, social media.

Finally, sdools provide education on ASRHand gendebased violence.

National Family Planning and Adolescent Sexual and Reproductive Health (FP/ASRH)
Strategic Plan (20182024)

As specified in this plan, various actors coopetatemplementthis strategic plan through the
Rwanda BiomedicaCentre(RBC) under the MOH. The MoH is the coordinator of interventions.
A Technical Working GrougTWG) coordinates the overall implementation of the RMNCAH
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policy. In addition to MoH, partnerships exist between other key Government Ministries, local
authorities, civil society, development partners, the private sector, and the community through
reliable funding sources. The coordination also involves the tWynf Gender and Family
Promotion (MIGEPROF), the Ministry of Finance and Economic Planning (MINECOFIN), the
Ministry of Sports and Culture, the Ministry of Youth and other relevant ministries. Additional
ministries include MINALOC as a key MoH/RBC partrie implementation at the strimtional

level, MINEDUC, the Ministry of Infrastructure (MININFRA), and the Ministry of Youth,
Information and Communication Technology (MYICT).

Furthermore, the implementation brings together the private sector, religious organisations, civil
society organisations (CSOs), and youth associations. Additional actors include the Maternal Child
Health Technical Working Group (MCH TGW), USAID, MCSP, UNHF, UNFPA, and Partners

in Health (PIH). Parents and other community members are also actors in implementing this
strategic pl an. Parents ar e act i vemugbrbbaough
wbabab.yeMdass medi a c¢ont rparéntsiare the aomrmsuaity & generad. i n g
The policy also mentions that adolescents and youths are key to implementing this ASRHR

strategic plan.

National School Health Policy

This policy indicates that the Ministry of Education is responsible for Rwanda's school health
(SH). However, other ministries and agencies support the Ministry of Education. These agencies
include local and international organisations, UN agencies (WRRCEF, UNFPA, WHO,

FAO), USAID projects, the private sector and other health and education sector implementing
partners. In addition, the school health steering committee, supported by the school health
technical working group (SH TWG), is operational. ¥8H TWG comprises technical staff from

key institutions, UN agencies, and NGOs and is chaired by the Ministry of Education
(MINEDUC). Key ministries and government agencies include, in addition to MINEDUC, the
Ministry of Health (MINISANTE), the Ministryof Agriculture (MINAGRI), the Rwanda
Education Board (REB), the Ministry of Infrastructure (MININFRA), the Ministry of Gender and
Family Promotion (MIGEPROF), and Ministry of Local Administration (MINALOC). Another
actor at the MINEDUC level is the crossiiug programs unit. This unit coordinates the

implementation of SH program activitiel is responsible for monitoring and evaluating the
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implementation of the SH activities at the district, sector, cell and schooldswetll ageporing

to the SH TWG. Furthermore, private sector and civil society organisations (CSOs) actors exist.

At decentralised levels, the District SH committee coordinates the SH activities. This committee
involves different actors such as the vinayor in charge of social affairs, district education

officer, district health officer, agriculture officer, schée¢ding officer, faitkbo ased or gani s a!
representative, and private sector federation representative. At the sector and cell level, SH
activities are coordinated by the unit in charge of social affairs. The coordination of SH activities

at the schooldvel is assured by the School Health Committee, which consists of the head teacher
(headmaster/tress), the teacher in charge of the school health club, a representative from students,

a representative from Parent s anager aifdeonecnbrger s 6 A
from the nearest health facility. The school also appoints one focal point teacher responsible for

the SH program. In addition to these actors assuring the coordination of the SH program,
schoolchildren, aprimary beneficiaries, pards, and community members are involved to some

extent in the SH activities.

Girls' Education Policy

The review of the girlsdéd education policy fou
leading and responsible actor. The MINEDUC is responsible for training, building capacity,
increasing the number of girls in schools, and sensitising the general population to educate
children. The monitoring is conducted by different actors from the governme pri@ate sectors,

and they include ministries such as MIGEPROF and MINECOFIN; other government institutions

such as the Rwanda Education Board (RERI) the Rwanda National Police; and NGOs such as

the Forum of African Women Educationalists (FAWE) and Protection and Care of Families
Against HIV/AIDS (PACFA) which changed the name to Imbuto Foundation since[28R]

Health Sector Policy

The Health Sector Policy indicates different actors in the health sector policy. The Ministry of
Health assures the management of central functions such as priority setting, financial management,
budget execution, and audits. The Rwanda Biomedealkre(RBC) is the implementing MoH
agency of the policy and other health programs. RBC implements programs such as HIV/AIDS,

Disease Prevention and Control, the Medical Production and Procurement Division, the
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Biomedical Services Division, Rwanda Health Communicatamntre the Medical Research
Centre and the Planning, M&E and Business Strategy Division. In addition to MoH and RBC,
MINECOFIN and MINALOC are the main actors in the health sector policy. At decentralised

levels, all levels of the health sector are actors in the health policy.

Concerning coordination, the Joint Action Development Forum (JADF) coordinates local health
interventions. At the central level, the Health Sector Working Group (HSWG) and the Technical
Working Group are actively involved in the policy activities. The He8lector Working Group
HSWG comprises representatives of the MoH, development partners, and civil society. At the
same timetechnical working group (TWGS) involve staff of Md staff with representatives of
development partners, NGOs, FBOs, and CSOs.tidddl actors include the Single Project
Implementation Unit (SPIU) and national and international cooperation stakeholders (Multilateral,
bilateral and nongovernmental cooperation). Finally, there are actors from the East African

Community (EAC), Professnal councils, and the private and fiot-profit sectors.

Family Planning Policy

Concerning implementing this policy, the MoH is responsible for coordinating and implementing
the countryds health activities and programs.
of stakeholders that include all ministries and agenciesglolewent partners, religious
organisations and faithased institutions, research institutions, commdipétyed organisations

(CBOs) and NGOs. In terms of finance and advocacy, the MoH collaborates with the Rwandan
Parl i amentari ans o nd®&dvelopmekt (RPRPDR the Mirisayt of Fonancea

the Ministry of Local Government (MINALOC), and the Ministry of Gender and Family
Promotion (MIGEPROF), for resource allocation for policy interventions. Furthermore,

international agencies, NGOs, and fdidised organisations (FBOs) are actively involved.

Concerning coordination, policy actors contribute through various working groups, as depicted in
Figure 4.1 These include the Development Partners Coordination Group (DPCG), the Budget
Support Harmonization Group (BSHG), sector working groups and technical working groups
(TWGS). The Ministry of Finance chairs the DPCG, the higlea&l coordinating body and
oversees the aid coordination system. DPCG c

Meeting (DPM) and Development Partners Retreat (DPR) for dialbgtween the Government
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of Rwanda (GoR) and its development partners. The BSHG is a TWG of the DPCG that
coordinates budget support. The Health Sector Working Group (HSWG) is the main coordinating

body caechaired by the MoH and a rotating lead development partner. The FPTWGnebesd

and provides leadership related to policy implementation and strategic orientation.

Devel opmen{

Meeting(DPM)

Development Partners

Coordination Group
(DPCGQ

Budget Support

Harmonization Group
(BSHG)

Health Sector Working
group (HSWG)

Development Partners

RetreatDPR)

Family planning technical
working group (FPTWG)

Figure 4.1: Family planning policy coordination framework

National Gender Policy

The review ofRwanda's national gender policy indicated a wide rangeactdrs, from the

presi dent istries dnd ther enpléementimg agencies. In addition, actors include those

from the National

Womenédés Counci |, t he

For um

different commissions such as the Human Rights Commission, Unity and Reconciliation

Commisson, National Commission for the Fight Against HIV/AIDS (currently under RBC).

Further actors include institutions of higher learning, civil society organisations (CSOs),

development partners, and the private sector.

Fourth Health Sector Strategic Plan (HSSP) July 2018 June 2024

Concerning the coordination and implementation of the plan, the Ministry of Health has the

primary responsibility of overseeing and coordinaiisgmplementation. In addition, the private
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sector is highly involved in consultations with the MoH. Other actors belong to the development
partners (DPs) who provide support, including institutional capacity development (especially in
Policy, Governance and Infrastructure); prevention and contiofextious diseases (HIV, TB,

and Malarig; health security; and health system strengthening. DPs are involved in the
overarching Health Sector Working Group (HSWG). The HSWG oversee the implementation of
sectorwide approach (SWAp) health actions in #mire health sector. The technical working
groups (TWGs) implement deliberations of the health seetoking group (HSWG). In addition,

the Single Project Implementation Unit coordinates separate projectssecteral actors from
various interministerial committees are also responsible for programs such as school health.
Implementing the HSSP also involves actors from the national and international cooperation and
regional integration, such as the East African Community (EAC). Finally, the WHO ®@mrain

important actoin providing necessary regulations.

Furthermore, the review of the fourth health sector strategic plan (HSSP4) indicates the
distribution of actors at all levels of the health system in Rwanda. Actors at the central level include
the Ministry of Health (MoH) and its implementing agency (RedaBiomedicalCentrg, as well

as the national referral and teaching hospitals. Aectioifseintermediary level of Rwandakealth

system include national referral hospitals, some district hospitals (DHs), and private healthcare
institutions. Actorsatthe peripheral level include the remaining district hospitals, health centres

and health posts. At the lowest level of the health system are community health workers.

4.6 ALIGNING THE DESK REVIEW WITH OTHER DEVELOPMENT AGENDAS

The review's findings should be interpreted in light of Rwanda's commitment to achieving the
international and regional development agendas, including the Sustainable Development Goals
(SDGs) and the African Uni on Ag epntat bl@pribt3 . Ag
adopted in May 2013 by African Heads of State and Government to achieve inclusive and
sustainable socieconomic development over 50 yed@83]. The agenda outlines seven
aspirations, 20 goal s amdoupriisohreidt yc iatriezaesn.s of Haer:
aspiratA ofhr cosnpegr oius Afri c a, based on I ncl usi Vve
AHeal th amdcomnudtriittutosmm one of the priority ar
Furthermore, the sixth aspiration of the Agenda 2063 is outlined as folkowAfrica Whose
Development is peopldriven, relying on the potential offered by African People, especially its
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Women and Youth, and caring for Children. This aspiration has two goals, inciirdith@ender
Equality in All Spheres of Life(goal 17), andiEngaged and Empowered Youth and Children
(Goal 18). Thereare three priority areas under aspiration 6. These f@®men and Girls
Empowerment, Violence & Discrimination against Women and &GialsdiY outh Empowerment

and Children [284]. Agenda 2063 goals and priority areas interlink with sustainable development
goals[285].

Due to different initiatives, data indicate progress towards achieving the Agenda 2063. For
example, concerning health, access to sexual and reproductive health services in the last 12 months
in Kenya increased from 53% in 2014 to 60.7% in 2021 for worged &549 years. Similarly,

this percentage rose fro;4% in 2013 to 8.1% in 202h Tchad. In Ethiopiaaccess to sexual

and reproductive health servicesse from18.7% in 2013 to 41% in 201283]. Concerning

gender equality, there has been a decrease in the proportion of victims of sexual and other violence
from 15% to 4.30 in Tchad between 2013 and P223]. Similarly, women aged 189 who

undergo genital mutilations decreased from 38.4% in 2013 to 34.2% in 2021 in[Z8BhAd

4.7 CONCLUSION
This section reviews the existing policies on matters related to gender and sexuality in Rwanda.
Using the policy triangle framework, findings from the review indicate that:

- Various international and regionahgendas inform policies on gender asekuality
education of early adolescents in Rwaridgplemenation ofthese agendasn d countri e
initiatives indicatesome progress towards promoting adolescent SRHR.

- All policies on gender and sexuality education in Rwanda highlight the context, content,
process and actars

- The policies focus on children and adolescents among other benefjciariesarly
adol escent s(@014 ywargjsdess ottea explitithmentioredin the policies

- Some policy documents refer to the special needs of early adolescents but do not mention
mechanismé$or addressing these needs

- Generally, policy documents overlook early adolescents as actors.

- Separate SRHR policies should be established for early adolescents and older ones

address the specific needseaich age group.

90



CHAPTER FIVE

PERCEI VED DETERMI NANTS OF EARLY ADOLESCENTS®
AND REPRODUCTIVE HEALTH AND RIGHTS INFORMATION IN RWANDA

5.1INTRODUCTION

The findings presented in this chapter respond to the second specific obgesierbingthe

social context, including personal, relationships and community factors influencing early
adol escentsd gender and sexuality knowl edge,
were published in the Journal of BMC Public He§#8&6]. Details on the research methods used

are provided in Chapter 3.

5.2RESULTS
5.2.1 Benefits of SRHR education for early adolescents

The findings showethatthe respondents believe that SRHR education has some bfrefagy
adolescents They reported that gender and sexuality education alfmwsshaping early
adol es c e n tasd@heibfurdves.iFurthermore, SRHR information allows telling early
adolescents that their bodies are changing and tieen opportunities to manage those changes
through appropriate decisionaking. The respondents noted that gender and sexuality education
allows for sorting out issues of relationships between boys and girls and those related to mutual
sexual attraction. According the respondents, SRHR education lays a foundation to control early
adol escentsd sexual i nstincts and helps them
reported further that SRHR information aims to promote early adolescents' individual, tardily
countrywell-being This education allows people at these levels to plan for their health, including
their sexual and reproductive health. This education is crucial for the gesdrakingof people

and their country and allows people to give bitd offspringwhom they canbring up The
respondents further noted that SRHR information is an opportunity for early adolescents to learn
about similarities and differences between boys and girls. The respondents agreed that SRHR
information increases sediwareness and leads early adolescwknowtheir rights in the context

of cultural inequality between boys and girls.
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AGender educati on i nc+faraegessandeha knbwedge of theire s ¢ e |
rights. Our culture imposes inequality between a boy and a girl. Changing that mindset is
a jour ney (R15 Maeg Rublit Institytion)

A Ad ol eface many challenges that they can solve only if they know. They can be
aware of the right time tdvave sex and how to protect themselves against sexually
transmitted diseases, as well as other consequences. Teaching them earlier helps them to
make 1 nf or mePd6, MakePublge Ingiitationp . (

The respondents further noted that gender and sexuality education allows society and adolescents
to know about their needsd rightsand provide the necessary support.

ADuring menstruation, some adol escent gi rl
down. A society that is aware of this provides special support to that adolescent girl. They
know specific needs and challenges associated with this developmentairstiaging

sani t anR03, pemales EBO)

A further benefit noted is that gender education might assist in strengthening relationships in
marriage.Gender is a concern for all boys and giasdit is about teamworland buildingsolid

relationships when the boys and girls get married.

AThi s ehklpseaalyt adatescents to apply these principles in their daigsas we
prepare them for marriage during this period of early adolescence. Gender introduces

teamwork and is key in bui (P83 FemaleaFBO)t r ong f

The findings also revealed the need for gender education to atlieessequal distribution of
tasks between boys and girls and ma&dy adolescents aware that no specific domestic task is
devoted to boys or girls. The study indicated further that gender education is needed to address the

i ssues of boysd sexual harassment and | ack of

ASometi mes boys harass girls because they
colleagues [girls]. When boys are not timely educated about respecting girls, they may
induce theminto sexual intercourse, which may result in early pregnancy and school

dr op ¢R1i2, bale, FBO)
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5.2.2 Determinants of access to SRHR information
The analysis of their responses yielded several faatfesting adolescent health at the individual,

relationship, community, and societal levels reflected in Figure 5.1.

ASRHR informatiopseeking behaviour
AYoung adolescent's age

Individual factors

AWith Parents: skills’/knowledge; availability;
Relationships factors language
APeer pressure

ASources of SRHR information

AScope of SRHR education programmes: Content of
Community factors sexuality education programme; meaning of
gender

ANorms: Cultural norms, religious beliefs

AResources
Societal factors ASRHR Policysetting process
AUnfriendly laws

Figure 5.1: Perceived enablers and barriers to young adolescents' access to SRHR information

5.22.1Individual factors
The participants reflected on two determinantg @f u n g a d actesss\g@ SRHR igfaymation
at the individual | evel . Thes eseekiagbehanmourradn t s

the appropriate age for starting sexuality education.
SRHR information-seeking behaviour

The participants discussed sever al factors
information at the individual level. The participants reported that young adolescents are curious
and seek sexual health information from various sources. Neverthiblesstudy participants

noted that young adolescents often cannot satisfy their curiosity by asking their parents and thus
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harbour misconceptions. The participants thought young adolescents feel shy to ask questions and
think their parents consider them disrespectful. In addition, participants felt that young adolescents
do not know where to obtain tleerrectSRHR information despite their curiosity about SRHR.

One participant said the following about what influences young adolescents' access to SRHR

information at the individual level:

AThey [young adol escent s|] do not know they
school, we find out that they are curious, but they give us some wrong information about
sexual and reproductive health. They do not know that they need the right imfasnmatd .

(P16, male, public institution).

In addition, participants said that young adolescents are scared to ask for SRHR information from
their parents and look to the celebrities they choose as their role models and around whom they
build their identity. Some participants illustrated why yoaxglescents do not seek information

from their parents as follows:

AThey [young adolescents] are not comforta
believe their parents will consider them as disrespectful -rhadnered people, and
unedu c(R10,&chae, public institution)

AThey [young adol escents] search for infor
them better and choos@Olifémale)publis indtithtien) r r ol e

Age of initiating SRHR education

The participants indicated that it essentialto start receiving SRHR education during early
adolescence, but they did not specify the exact age. When asked about the age at which sexuality
education should be initiated, some participants felt that it should begin as early as possible, and
others sugested that SRHR education should be initiated at ten years of age. Responding to the
guestion about the exact age to initiate SRHR education, some of the participants said the

following:

AEven before they grow into young adol esc:¢
according to t hei(PO01, fdneal,glblcpnsiitition)a | age. o
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AWe realised that at ten year s, chil dren
challenges of sexual and reproductive health information. So parents can prepare their

children by starting to talk to them about sexualif?16, male, public institution).

5.2.22 Relationship factors
The participants noted thto u n g a d actesssocSRHRtissnfuenced mainly by two factors
at the relationship level: communication between parents and young adolescents and peer

influences.
Parent-child interaction

The findings indicated that sexuality is not a topic that is discussed between children and their
parents for several reasons. They refletied it is culturally inappropriate for parents to deliver
sexual information to children because sexuality is a taboo topic and has been for many
generations. In additioparental reluctance to engage with children about SRHR information is
due to the belief that they may starisbehavingonce informed. According to the participants,

this attitude comes from the ltwral belief that SRHR education encourages children to initiate
sexual activityTwo participants explained why parents do not communicate adequately with their

children on SRHR as follows:

AThe Rwandan culture does not encourage peé
children. Many people donodot talk about it.
are raised. o (P10, female, public institut
APeople think that giving information to c

(P16, male, public institution)

One participant insisted that parents send young adolescents to other family members (such as
aunties) for specific sexual information, which proves that sexuality cannot be discussed at the
family level. We asked participants with whom such discussiogstplace, and one participant

answered as follows:

ASending young adolescents to their aunts |
f ami | y(P14 demaléd, public institution).
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Furthermore, the participants recognised that parents' knowledge and attitudetalane
delivering sexuality education to young adolescents. They noted that some parents do not provide
sexual information to young adolescents because of their limited knowledge, which is explained
by one participant in the quotation below. However, anofi@ticipant reflected that some

educated parents can communicate with their children on SRHR:

AParents do not have enough i nformation. S

but they dondét have that knowledge either.

AParents'’ education affects their children
open discussions have welln f or me d (Rl mdledBO)n . 0

Parent so availability iy umg o tahl eatcesstan®RHR s & n t
information. The participants perceived that changes in family living conditions have resulted in
parents being absent from their homes and using housekeepers who cannot adequately address
children's SRHR information needs. All participants noted plaaents lack time to engage with

their children because of limited parental availability. According to the participants, parents might
discuss sexuality if they spend momaé with their children. One of the participants shared the

following:

Al have noticed that various topics can arise when parents talk to their children for a long
time. However, when time is short, they do not have the means to discuss sensitive topics
such as sexuality. Parents come home tired, asking if their childremelrdhiiomework

and had proper meal$(P08,male, FBO)

Language, as a medium of discussion, was another concern for providing SRHR information to
young adolescents, specificallije lack of appropriate words to speak about genital parts in
Kinyarwanda. The participants noted that words for genitals are perceived as very rude,
uncommon, and hard to say to children. Therefore, they indicated that they use alternative words
in Kinyarwanda, which can lead to confusion. Nevertheless, the participants said they were
comfortable talking about sexuality in foreign lalages such as French or English. The
participants further mentioned a booklet to guide SRH communication with young adolescents
titledb Tuganire M@bdea d¥Wadjay &d My in@ahentdhid Hiscissioms c an
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on sexuality and, thus, help parents find the appropriate words in Kinyarwanda. The participants

said the following about the language and available ways to overcome the language challenges:

fiFor instance, saying the word 'penis’ in Kinyarwanda is considered a problem, but it

sounds finein French@&ngl i sh. o (P16, male, public ins

fiWe developed that book to encourage parents to overcome fears about discussing
[sexuality] with their children. Théook aims to give parents words they can use while
talking to their children and help them to face some of the problems ahead as they grow

u p (P61, female, public institution).
Peer pressure

The participants perceived peer pressure as another determinant of young adolescents accessing
SRHR information. According to this study, peers play a significant role in delivering SRHR
information to young adolescents, especially about sexual relatensfhe participants noted

that male and female adolescents have different expectations, and boys perceive girls as money
spenders, while girls consider boys as providers and hunters for sex. According to the participants,
these norms mean that girls neéedhave sex if they want to get any money or presents from boys.

A patrticipant explained it as follows:

ABoys should al ways pay everything for the
to the norm, she should also pay him back. Therefore, he expects that pay to (RO2ex."
female, NGO).

In addition, the participants thought that peer pressure contributed to spreading SRHR information
that contradicts the social expectations of girls about remaining virgins until marriage by expecting
them to keep their boyfriends by proving love througkusil intercourse. They also reveallkdt

boys are entitled to have multiple sex partners. A participant illustrated this contradiction between

peer and social norms as follows:

APeers spread messages that are in contrasHi
a virgin until marri age. For example, a re
for a girl, Oyoudbdbre not a .roea( P21g3i,r | f eurmatliel,
institution)
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5.22.3 Community factors
The determinants of access to SRHR information among young adolescents included the sources

of information, the scope of SRHR education and various cultural and religious norms.

Sources of SRHR information

A

This section presents participantsOo perspecti
information for young adolescents. The participants indicated that yalokgscentaccess SRHR
information through multiple sources and that these sources have diversified because of
technological advancement. Some of the sources that emerged include mobile phones and
television. When asked about which sources are delivering SRHR atfonnone participant

FBO outlined them as follows:

fiThey [young adolescents] get such information from their friends and parents. Schools
deliver suchinformation as well. They also access information through information and
communication technology, the internet, m (
FBO)

Furthermore, the participants reported t@ingadolescents seek SRHR information from social
media sources, including YouTube, Facebook, WhatsApp, and the Internet. However, they noted
that some internet sources spread incorrect SRHR information, and young adolescents cannot
differentiate between carct and incorrect information. The participants further highlighted the
disparities in SRHR sources between rural and urban settings. They stajeditiggtdolescents

from urban areas have social mediattesr primary source of information. In contrast, young
adolescents from rural areas rely on schools to obtain SRHR information. Some of the participants

said the following:

Aln towns, they get information from socia
media on the first place. | woul(Rl2,;ma@ey t hat
FBO)

AThe reality is that they access right an .

deciding which infor ma{(PD2famaie, NG kay and whi
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However, given the diverse sources of SRHR information for young adolescents, especially online
sources, a participant noted that the Government of Rwzardiestablished a policy to prevent

the misuse of these sources and access to unsuitable information by children. This participant noted
the following:

AThere is a policy called Child Online Pro
t he i n(P®, femeald, public institution).

Some participants noted that various governmental, lacdl norgovernmental leaders offer
young adolescents SRHR informatidins necessary to consolidate this information from various
sources because of the audience's developmental ag of them explained it as follows:

"Government institutions and nayovernmental organisations also prepare different
education sessions targeting young adolescents. Organisers need, however, to consider
their audience, | ifestyl €PO5 maenpdblidinsteution) ar i t

Furthermore, the participants noted that schools are sources of SRHR information through the
comprehensive sexuality education (CSE) curricultimaddition to the CSE curriculum, the
participants noted thgbungadolescents learn about SRHR through gender and health clubs. One

participant explained the role of school clubs in delivering SRHR information as follows:

fiThere are afterclass clubs that teach about gender principles and reproductive health.

There are also special clubs that focusonheath ( P17, f emal e, public

In addition to schools, the participants highlighted that trained staff from health facilities deliver
SRHR information to young adolescents through youth corners. The role of health facilities was

described by a participant as follows:

fiWe trained at least two people in every health centre. The program is in place. Young
adolescents receive information on sexual and reproductive health from the youth corner,

at the health facility level0 ( P16, mal e, public institutio

The participants said radio, television, and mobile phones were other important means of
delivering SRHR information to young adol esce
A Ni Nyampi ngao. For exampl e, Ur un aNyanpingaa r get s

provides SRHR informatiothat mainly targetgoung girls. This program calls on young girls to
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abstain from sex or to use condoms. "Mobile for Reproductive Health" (m4RH) is another program
through which youngdolescentaccess SRHR information. Using mobile phones, m4RH sends
SRHR messages to children. For example, a participant said the following about some of these

programmes:

AThey [young adol escent s|] obtain informati
(PO7, male, FBO)

In addition, the participants indicated that churches deliver SRHR information to young
adol escents, focusing on the O6Word of God6é an
of premarital sex. A participant from a FBO explained it as follows:

AChurches organise seminars for young children and young adolescents but not regularly.
The church's education focuses more on the Word of God than any other topic and calls
them to abstain fromP@3female,FBO) al sexual act

Scope of SRHR education programmes

The study found that the SRHR content is crucial to enable access to SRHR information for young
adolescents. Some participants were concerned with the content of SRHR education programmes and the

meaning of specific concepts.

Disagreement about the content of SRHR education programmes

The content of SRHR information was seen as crucial to epainhgadolescentto accesst. There was

a disagreement between the participants about what to include in SRHR education progvéenasksed

the participantsvhat they thought the scope of the education shoul®@&icipants from FBOs focused

on moral education and prohibiting premarital sexual activity, and those from public institutions suggested
that churches should go further and tegolang adolescents about having safe sex using modern

contraceptive methods. The following comments show the disagreements between some of the participants:

fiPeople think different churches should teach young adolescents about moral values,
including avoiding illegal sex and promoting abstinence. Telling them to use injections or
pills is pushin@lZzrmaemmBOnt o il licit sex. o0
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filn addition to the natural family planning methods, young adolescents need to be aware of

other existing medical contraceptive method®10, female, public institution)

fiThere are people who only teach that having sex is a sin without explaining more. They
do not go beyond that to suggest means for safe \Wexneed to avail emergency
contraceptives to young adolescents who fail to abstain from sexual intercourse to prevent

unplanned pregnancy{P16, male public institution)

The participants noted that selecting CSE content must respect the culture and get inputs from
various education stakeholders. They indicated, for example, that some content in the CSE
curriculum, such as the dating scenarios, might affect young adokseenaviours, and they
believed that dating activities might result in sexual activity if children were not monitored at
school and in family environments. In addition, the participants were concerned that involving
students in dating scenarios would |¢faeim to discover things that go against morals and culture.

One participant described this concern as follows:

ASome lessons may invite students into early sexual activity and early pregnancy when it
comes to irclass dating exercises and reaching an agreement on having safe sex using a
condom. It is difficult to protect them from sexual activity in their familreth® school
envi r o (POB male, FBO)

Meaning of the concept of gender

The participants believed some concepts, such as gender, must be taughis $tilgliengingo

make them meaningful and contextualise them, makicigallengingio teach young adolescents.

The participants noted thite communities do not clearly understand the meaning and dimensions

of gender and believe ihas several ideological components that cannot be expressed in
Kinyarwanda. Participants highlightéthtit is challengingo teach ideological concepts to young
adolescents, who usually learn better from concrete examples, making it hard for teachers to select
which content to teach. One participant explained as follows how the meaning of gender influences

access to SRHR iafmation for young adolescents:

fiThere is still a problem of lack of standard definition of gender. What is the appropriate
subject to teach about it? It is still a problem as long as there is no clear definition of
gender i n (POBrmale,6BO) e xt . O
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Norms

The participants reflected on the role of cultunarms and religious beliefsn enabling or
hindering young adolescenisaccess to SRHR information. Their views on this aspect are

summarised in this section.
Cultural norms

The participants indicated that social expectations play a significant role in delivering SRHR
information to young adolescents. For example, they pointed outhth@eneral expectation is

that girls should not talk about having sex and keep silent about their sexual needs, which they
perceived as c o mp rnainly ledcamsg it grevents shem from gdcteiving
information on safe sexual relationships from peers. The study also highlighted the existence of
other harmful sexual norms. The follow comments explain how social expectations influence
young adol escentsd access to SRHR information

AiThey [boys and girls] never talk about whether the boy wants to have sex. Sometimes, the
girl also wants it, and it is her right to say she wants it. The problem is that the general
expectation is that a gir IPOsfamle,INGO)nNever t a

"Girls grow up shy because culture expects them not to speak in public. Therefore, it is
easy for anyone to deviate or fool them because they cannot speak up as society expects

them always to be quiet.P{4, female, public institution)

The participants noted that cultural norms enhance imbalances in sexual deeking powers

between boys and girls. They reflected that the environment of young adolegereatally

promotes boys as protectors of girls and the owners of sexual power, allowing them to initiate
sexual relationship€n the other hand, girls have to simulate weakness, play a passive role, and
enjoy boysodé protection. It is taboo for girls

discuss this problem:

fiBoys are protectors of girls. A girl who does not surrender to this protection behaves like

men and wil | not f i(RO, fesnalengublioiestitution) mar ry her

fiBoys grow up in an environment that makes them feel that they are the ones to initiate
rel ati ons hi(ROS, mae, gulblic igsiitutions . 0
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Alt i s taboo [for a woman] to tell her hus

a human being, she mROY, femdlespublizvnstiutiont o have s

In addition, the participants pointed out that the culture promotes inadequate SRHR information

and creates negative beliefs in young male adolescents. One participant gave an example of a
saying that supports the imbalances in sexual deemaing powes and confirms that boys or

men cannot control their sexual drive and, therefore, need multiple sexual partners. This may
influence young boysdé and girlsdé behaviours i°~

are held. One participant explainé@s follows:

AA Rwandan proverb says that bull s are ir
ntiyimirwa). Boys grow up as such ®&0d beha

female, public institution).
Religious beliefs

The findings indicated that religious institutions play a role in delivering SRHR information to
young adolescents. The study found that FBOs provide SRHR information that influences the
sexual knowledge, beliefs, am&haviours of young adolescents. However, some churches are
reluctant to teach sexuality because they regard it as a sin. FBOs believe that providing SRHR
education promotes immorality and violates God's commandment to abstain from premarital sex.
Furthernore, the FBO participants indicated that delivering information on condom use might
encourage premarital sex and breach some commandments. Some participants elaborated as

follows:

AThe church education focuses on moral values. We teach by good examples of their
grandparents, parents, elder brothers and sisters, the Virgin Mary and other Saints who
resisted rape and refused to break their virginity. We teach young adolescents to absta

from having sex and Pe’/male,BQ)i rgi ns and cha

ATeaching children to use a condom means
commandment says to abstain from sex, it would be a contradiction because that
commandment would be violated whether sex is protected or not. It is immoral,
mi s b e h L1, maje, FBO)
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5.22 4 Societal factors

Three factors at the societal l evel emerged f
adol escentsd access to SRHR information. Thes
human), the process of creating SRHR education policies, aA& &hvs.

Inadequate resources

The study found thahadequate financial resources to generate SRH information tools such as
books and training modules areessentiathallenge to giving young adolescents access to SRHR
information. The participants also noted that some teaching materials from partners such as non
gover nment organi sations (NGOs) do not adequ
further pointed outhat insufficient skilled and qualified personnel and the inability to use available
communication channels, includisgcial media, affected SRHR information provision to young
adolescents. Some participants said the following about the challenges to enabling access for
young adolescents to SRHR information:

filt [sexuality education] also requires financial means. Books are expensive... Modules

require ti m@1l7tfenalg publie institttien) o

fiSchools have no adequate materials apart from those found in bialbigj are not also
from our culture. They are most often brought from the NGOs. The package from NGOs is
al ways RGO8aomlg FBO) (

fWe have a shortage of employeesd#iver sexualinformation. Another barrier is
technology use. We want to send that information using WhatsApp and other social media,
but it I's stild]l expensi ve, a(R16, malé, ipublkcr en d

institution).
Inadequate SRHR policysetting process

The participants criticised the processes of creating SRHR policies as inadequate, as they do not
involve people from all levels of communities, including older adults. The findings indicated that

it is necessary to create evide#mased policies througlesearch. They noted that some of these
policies originated from external sources and have no local relevance. Two participants explained

it as follows:
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AThe family members, especially elderly people from the villages, are not consulted. If they
[policy-makers] could approach them, they would learn about what happened 20 years
ago, how womehehaved towards their husbands and how the husbands behaved towards
their wives, and what ma dPE5, maeepublidinsteupon)t hei r

fiPolicy content should not be imposed. Pohegkers abruptly come up with content from
European countries. They do not research to get informed about the local context to include

community member s 6 (RO& madleyRBA)l perspectives. 0
Unfriendly SRHR laws

The participants indicated that some laws do not faciljateng adolescenisccess to SRHR
information One participant noted that it is necessary to solve specific reproductive health
problems and revise SRHR laws that do not allow young adolescents to access information on

SRHR services, such as emergency contraceptives. One participant explainelfioivas f

fWe should also revise current laws to support children who have difficulty abstaining

from sex and need emergency contraceptif&i.6, male, public institution).

5.3CONCLUSION

This study showed that many participants hddav our abl e atti tude towar
access to SRHR information. Informed by the seealogical framework of adolescent health,

this study provided an overview of enablers and barriers to SRHR information by young
adolescents at the individyaélationship, community and soci et al l evel s o
ecological environmentAddressing these barriers may facilitate improved access to SRHR
information for young adolescents. These findings are important to promote safe SRH and prevent
adverse health outcomes among younger and older adolestleapter six focuses on the content

of SRHR information delivered to early adol es

this information delivery should be conducted.
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CHAPTER SIX

MAJOR TOPICS OF GENDER AND SEXUALITY MESSAGES CONVEYED TO
EARLY ADOLESCENTS IN RWANDA

6.1 INTRODUCTION

This chapter aims to respond to the third objective of the current research, which analyses sexual
and reproductive health and rights messages conveyed to early adolescents in Rwanda. We
achieved this by conducting a review of the curriculum of gendesendlity education for early
adolescents in Rwanda ahajhlighting key informantsperceptions osignificantareas of CSE

and their recommendations regarding the content of CSE for early adolescents in Retaitia.

on research methods are presentecChapter 3. The findings presented in ttimpter were
published in theaurnalof BMC Public HealtH287].

6.2RESULTS
6.2.1CSE competences pereviewedsyllabi

The findings yielded 58 CSE competenaasoss eleven syllabi, anchost of these CSE
competences weraappedn syllabi for the lowetsecondary levglO-Level). The highest number
of CSE competencies was found in the syllBmlogy at the lowersecondary Level (10/58,
17.2%), followed by theyllabi ofKinyarwandaat O-level (8/58, 13.8%)Other syllabi withCSE
competencedncluded Social and Religious Studies for upper primaryRBY (7/58 12.1%,
Science and Elementary Technology M8) (6/58 10.3%), Religion and Ethics (devel) (6/58
10.399. The syllabi that contained the fewest CSE competences includ&nhgfish Language
for O-Level (3/58 5.299 and Kinyarwanda for lower primary (FA3) (1/58 1.7%) (Table6.1).
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Table 6.1: Distribution of CSE per reviewed syllabi

Serial Number of CSE
number Sylabus competences Per cent
1 Ordinary Level Biology Syllabus ($33)[288] 10 17.2
2 Kinyarwanda Curriculum for Ordinary Levi89] 8 13.8
3 Social and Religious Studies: Syllabus for Upper Primary
P6[290] 7 12.1
4 Science and Elementary Technology Syllabus for Uy
Primary, P46 [291] 6 10.3
5 Religion and Ethics Syllabus: Lower Secondary $S3[292] 6 10.3
History and citizenship syllabus for ordinary levelS3[293] 5 8.6
Curriculum Syllabus for prerimary Education level from .
to 6 yearg294] 4 6.9
® Social and Religious Studies for Lowerimary Leve[295] 4 6.9
9 Kinyarwanda Curriculum for Upper Primary (#™6) Level
[296] 4 6.9
10 English Language: Ordinary Level (&B)[297] 3 5.2
11 Kinyarwanda Curriculum for Lower Primary (F3) Level
[298] 1 1.7
Total 58 100

6.2.2CSE competencegper subject

The distribution of CSE competences per subject showed that izsEdeliveredacross 11
subjectsmainly inKinyarwanda (13/5822.4%), Biology (10/58 17.2% and Social Studies (9/58,
15.5%) Altogether the subjects dKinyarwanda Biology and Social Studiesccounted foB2/58

(55.2%) CSE competencedn contrast,Religious Educatior(disaggregated into Islamic and
Christian Religious Education #te lower-secondary leveland Christian and Islamic Religious
Studies athe upperprimary level)accounted foonly 8/58(13.8%) of CSE competenceBhe
remaining 18/58 competences were distributed across the subjects of Science and Elementary
Technology (6/5810.3%9, History and Citizenship (5/58.6%9, and Knowledge of Environment

(4/58 6.999, and English (3/58.299 (Table6.2).
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Table 6.2: Distribution of CSE competences per subject

Subjects Number of CSE competences Per cent
Kinyarwanda 13 22.4
Biology 10 17.2
Social studies 9 155
Science and Elementafechnology (SET) 6 10.3
History and Citizenship 5 8.6
Islamic Religious Education 4 6.9
Knowledge of environment 4 6.9
English 3 5.2
Christian Religious Education 2 3.4
Christian Religious studies 1 1.7
Islamic Religious studies 1 1.7
Total 58 100

6.23 CSE competences per school grade

The findings showed that teaching CSE starts at th@nmeary leve] and the number of CSE
competences in the competefimsed curriculum increased with higher school grades. There were
58 CSE competences from the jmrémary to the lowesecondary levels. Only four CSE
competences were at the ymemary level, 22 at thprimary level, and 32t the lowersecondary
level. Uppefrprimary and lowessecondary levels accounted for most CSE competences (49/58)
(Table6.1).

Table 6.3: Distribution of CSE competences per school grade

School grade Number of CSE Competences Per cent
Preschool 1 (3 years) 2 3.4
Preschool 2 (46 years) 1 1.7
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Preschool 3 (% years) 1 1.7
Pre-primary (Preschool 1-3) 4 6.9
Primary 1 2 3.4
Primary 2 1 1.7
Primary 3 2 3.4
Lower primary (Primary 1 -3) 5 8.6
Primary 4 2 3.4
Primary 5 5 8.6
Primary 6 10 17.2
Upper primary (Primary 4 -6) 17 29.3
Secondary 1 10 17.2
Secondary 2 11 19.0
Secondary 3 11 19.0
Lower secondary (Secondary 13) 32 55.2
Total 58 100.0

6.24 Areas of CSE for early adolescents in Rwanda

The distribution of CSE competences across various recommended areas indicated that the most
addressed area was sexual and reproductive health. This area is organised under three topics:
pregnancy and pregnancy prevention; HIV and AIDS stigma, care, geaind support; and
understanding, recognising and reducing the risk of STIs, including[H¥]. There were 13

CSE competences in the curriculum for this area, six of which fell under the topic of understanding,
recognising, and reducing the risk of sexually transmitted infections, includingFjuré6.1).
According to the qualitative findings related to this area, participants perceived that CSE focuses
more on pregnancy prevention for girls because the consequences of pregnancy are more severe
for them than folboys, and they do not conceive. Participants indicated that education of early
adolescents focuses on pregnancy prevention methods, including condoms and other contraceptive
methods. In addition, the participants noted that preventing sexually transnfetgttbns such as

HIV, hepatitis, and cervical cancer was another focus of sexuality education for early adalescents

The participants also pointed out that circumcision was becoming an area of growing interest in
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CSE of early adolescents. Finally, they noted that such education focused on available services to
support early adolescents in sexual and reproductive health matters. These services included the
availability of contraceptives, healthcility delivery, pegnancy testing, and antnd posihatal

care. However, the findings on educating early adolescents about birth control methods were
mixed, especially injections, pills, and condoms. Participants from FBOs did not recommend
education on condoms, and theslieved such education would encourage early sexual activity
and, therefore, supported sexual abstinerdg education. Nevertheless, participants from public
institutions noted the need to introduce and educate about birth control methods to prévent ear
pregnancies. However, a participant from a public institution neither supported the idea of availing

condoms to early adolescents nor perceived it as a top p(ibaiye6.4).

The second area of CSE mainly covered by the curriculum in Rwanda was the human body and
development (key concept 6). This area comprises four topics: sexual and reproductive anatomy
and physiology, reproduction, puberty and body imHgEs]. The review of the curriculum
yielded, in total, 11 CSE competences in this area. Most of these competences fall under two
topics: sexual and reproductive health, anatomy and physiology and puberty (four competences
for each). The remaining three competesnaddress the topic of reproduction, and there were no
CSE competences related to baaage (Figures.1). Qualitative findings revealed that CSE for

early adolescents focuses on anatomy and physiology, changes, and stages of sexual development.
Participants indicated that emphasising these topics allows early adolescents to be aware of
physiological changes, related sexual risks and their prevention. In addition, one participant
suggested that the competeit@sed curriculum should consider providingipes information

about sex, including enjoyment of sex, rather than focusing merely on its negative consequences
(Table6.2).

The third area mainly addressed by the competbased curriculum in Rwanda is values, rights,
culture and sexuality. This area comprises three topics: values and sexuality, human rights and
sexuality, and culture, society and sexuality5]. The curriculum review yielded nine CSE
competences for early adolescents. Most of these competences (six out of nine) fell under human
rights and sexuality, and there were no CSE competences on culture, society, and gexjuabty

6.1). Qualitative findings in this area indicate that sexuality education for early adolescents should

focus on cultural values and norms of "ideal girls" (caedNyampingd who abstain from sex,
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prevent HIV and other STIs, and/or use condoms. Participants perceived abstinence from sex as
an essentiabiblical spiritual requirement. They highlighted the role of FBOs in teaching girls
about their specific dress codes, including avoiding miniskirts and trousers and keeping their hair
natural. Participants also explored meanings and perceptions assogthatedess codes in the
context of values, culture and sexuality, saying that how someone (a girl) dresses has meaning.
They had observed that peopksociated wearing short clothes like miniskirts with being modern
and civilised, which they believed was a wrong perception. On the other hand, participants said
that people believed short clothes symbolised attracting people's attention and a sigg of be
easily approachable for dating. Finally, participants articulated how the law protects early
adolescents, highlighting that adolescents should not be abused and reportisesedlTable

6.4).

The fourth area mainly emphasised by the CSE for early adolescents in Rwanda is understanding
gender (key concept 3). This area comprises three topics: the social construction of gender and
gender norms; gender equality, stereotypes and bias; and -peaddr violence[145]. The
curriculum had eight CSE competences, six focusing on gender equality, stereatgpbbg&s
(Figure6.1). Qualitative results in this area revealed that sexuality education for early adolescents
focused on gender equality and the importance of giving equal opportunities to both boys and girls.
In addition, key informants highlighted that CSE of early adolgsceckled gender roles and
responsibilities of boys and girls. While some participants viewed the early adolescent boys' and
girls' roles asriterchangeable and complementary despite their biological differences, some
participants said they teach eaalyolescentdifferential roles and responsibilities in marriage. For
example, the husband is expected, among other things, to secure shelter, food and clothing for the
family, including the wife.

In contrast, married women's responsibilities involve respecting their husbands and food and bed
preparation, including bed making and being ready for sex. Some participants advocated for
sexuality education that strengthens -selfifidence, decisiemaking, critical thinking,
independence, and se#liance. At the same time, someone recommended introducing content on
lesbian, gay, bisexual, transgender, and intersex (LGBTI) as an integral part of sexuality at later

stages of their sexual developmenadolescenceTable6.4).
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The area of relationships (key concept 1) comprises four topics: families; friendship, love and
romantic relationships; tolerance, inclusion and respect; anddéomgcommitment and parenting

[145]. The curriculum review showed that this area yielded six CSE competences, most of which
fell on friendship, love, and romantic relationships. There were no CSE competences related to
long-term commitments and parenti(igigure6.1). Qualitative findings in this area indicated that
teaching CSE focused on establishing good and safe relationships with friends, especially between
boys and girls. In addition, they suggested that early adolescents should learn about marriage and
the qualiies of good husbands@wives who will build good families. Key informants from faith

based organisations (FBOs) offered particular emphasis on teaching about letegm
commitments, quoting the importance of Biblical virtues, including avoiding conjugal infidelity

and abortion, decisiemaking and the meaning ofarriage Table6.4).

The next area of CSE covered by the competéased curriculum in Rwanda was sexuality and
sexual behaviours (key concept 7). This area consists of two topics: sex, sexuality, and sexuality
life cycle, and sexual behaviour and sexual respfi#Es. The curriculum review indicated that

this area has only five CSE competences for early adolescents (Figure 1), mainly on sexual
behaviour and sexual respons@&hviour competences. Qualitative findings in this area indicated

that sexuality education for early adolescents emphasised behaviours that were appropriate to their
developmental stage and the consequences of inappropriate behaviours. One participant from a
public institution indicated that sexual instinct is an important topic for early adolescents and
perceived it as a natural phenomenon of developmental processes but regretted that most teachers

and parents tend to overlooKTtable6.4).

The area of skills for health and wellbeing (key concept 5) comprises the following five topics:
norms and peer influence on sexual behaviours; deemsaking; communication, refusal and
negotiation skills; media literacy and sexuality; and finding hetpsaippor{145]The curriculum
review showed that this area had four CSE competences, three of which were ghealsiupnand

one of which wasiorms and peer influence. There were no CSE competences for the remaining
three topicsKigure6.1). Qualitative findings in this area highlighted that early adolescents learn

to foster their decisieomaking and skills related to access and use of condbatde6.4).

The area of violence and staying safe (key concept 4) comprises three topics of violence: consent,

violence and bodily integrity, and safe use of information and communication technologies (ICTs)
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[145]. This area was the least represented in CSE competences, with only two competences related
to violence. There were no competences on consent, privacy, bodily integrity, and safe use of

information and communication technologigsgure 6.1). Qualitative findingsemphasisehat

early adolescents learn to refuse unwanted sexual activity, resist temptations, and report any
information related to sexual violence. In addition, girls learnresibect, standing firm, and to

60say no6 to al ldsekualqativeylabe64).o0r undesire
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Total

8.3 Understanding, recogniWWMeGducing the ris
8.2 HIV and AIDS stigma, care, Treatment and suppW 3
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7.2 Sexual behavior and sexual respoW 4
7.1 Sex, sexuality, and sexual life cycl% 1
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6.3 Puberty W 4
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6.1 Sexual and reproductive anatomy and physiolofgiw @’ ss 4
ool EARARRARN 4

5.5 Finding help and support 0

5.4 Media literacy and sexuality 0
5.3 Communication, refusal and negotiation skillsO
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5.1 Norms and peer influence on sexual behavig 1
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4.3 Safe use of information and communication technologies (ICTg)
4.2 Consent, privacy and bodily integrity 0
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Total
3.3 Gender-based violenc% 1

3.2 Gender equality, stereotypes and bideirs s i s s 6
3.1 The social construction of gender and gender no% 1

Total

2.3 Culture, society and sexuality 0

2.2 Human rights and sexualit??////////////A 6
2.1 Values and sexualitf//////A 3
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1.4 Long-term commitments and parentingd
1.3 Tolerance, inclusion and respe% 1

1.2 Friendship, love and romantic relationshiflé#w s wss 4
1.1 Families % 1

0 2 4 6 8 10 12 14
Frequency of key concepts and topics in the curriculum

Figure 6. 1: CSE competences for early adolescents in Rwanda per standard areas of
sexuality education

114



Table 6.4: Summary of findings from the qualitative study of the content on CSE in Rwanda

Area of CSE Topics arising from lllustrative quotes
interviews
Good and safe Safe relationships "We do not teach them to be lonely, but we teach them how to behave in gc

relationships

safe relationships between boys and giff07, Male, FBO)

Importance
Biblical virtues

of

e The Bible says that he who has
preparing children at their early stages to become good husbands and wive
will start @ilrMae,dBd)amil i es. 0

Values, rights, culture Sexual abstinence

and sexuality

"Teaching a child about not having sex is spiritual because the se
commandment prohibits us from having unauthorised $e4.1, Male, FBO)

Dressing norms

Al ot i's prohibited in our r lewvinig @utifioial
hai r s (P93l FermalepFBO)

Prevent sexual abus

"The law protects those who are under 18. It is against the law for adults to (
minor. They get arrested(P16, Male, Public Institution)

Understanding gender Gender equality

AGender does not mean favouring
opportunities to all. They [boys and girls] should all be supported the same we
benefit equal I(BA7, FemalenGavainmendt i on . O

Gender roles

AWe teach them that there are no
interchangeable. We want them to understand that one is capable of doing
anot her i s 9qROp pemnale Ministry do . 0

Fostering sef i We f ocus on t heconfldence tlecipemakimg, and feachsn:

confidence themto havesetf r ust and how to make i nfoil
(P08, Male, FBO)

Sexual diversity Aéwe know it [ LGBTI ] I's also part

sexuality should incorporate that because it is how they are. It may not be €
find it among early adolescents, but you might have cases at 16 to 19 years
it would begood if programming could also look at thigP02, Female, NGO)
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Violence and Stayin¢ Refusing unwante(
Safe sexual activity

ASexual and reproductive health ed
NO to unwanted sexual activity, resisting temptations and reporting inform
related to rape(P14, Female, Public Institution)

Skills for health anc Independent AfWe teach them to make informed de
well-being decisionmaking They can deci de wi t h aa MakeePullioginsteudion)i
Condom use ARé provide open i ncomomundttisiverynconfidentisd Gic

and boys go and go back an(B02dbnale NGO

Human body anc Understanding AWe focus on teaching children abc

development human body

understand how they [their bodies]
protect themselves(P16, Male, Public Institution)

Sexual pleasure

i éyou should als@approach the positive side. Boys and girls want to talk abot
they have questions, and sometimes, questions are not just about the conse
of unprotected sex and early pregnancy but also about how they can
pleasurable sex. Sometimes, it isyvdifficult to ignore the positive side of tt
information.”

Sexuality and sexue Appropriate
behaviour behaviour

AThey [educators] mostly talk abou

consequences of i n&aQ Femger Ruldit¢ lestitwdienh a
Sexual instinct "Sexual instinct is something natural which increases as someone growsuk
wi || not find teachers or parents

to be taught this earlier to know how to behave in such a situation, to kno\
sexual intercourse is a natural need". (P01, Female, Public Institution)

Sexual and Prevention of
reproductive health pregnancy and STIs

AGirls do not misbehave | i ke boys.
boys misbehave. However, it is shameful when girls misbehave. They [adult
having girls with an unexpected pregnancy, but boys do not concéR@S3;
Female, FBO)

Circumcision

"They are taught about circumcision, and | would not say that circumcision it
considered strange as it was befor@'13, Female, Public Institution)

SRH services

"We focus mainly on access to information. We provide information about se
provided regarding reproduction such as contraceptives, going to the hospit
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delivery, pregnancy tests, and antend postnatal care.” (P16, Male, Public

Institution)
Pros and cons c iiSome [people] believe thateaching contraceptives may encourage [e¢
birth contro adol escents] to have sexé sexual a
methods program of teaching [early adolescents] about birth control and different met

they can use. o (P12, Mal e, FBO)
AThey advise parents to provide co
but | think that is not the first
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6.3CONCLUSION

CSE is an effective means to facilitate access to sexual and reproductive health and rights
information and improve the knowledge of young adolescents. In 2016, the Rwandan competence
based curriculum introduced the CSE to respond to inadequate knowbedgeaxuality, gender,

and reproductive health among learners. The review of this curriculum suggests that it aligns to
some extent with international guidelines on sexuality education but needs further elaboration to
serve its purpose among early adodggs in Rwanda. In additiomjith respect to cultural norms,
education stakeholders in Rwanda need to harmaaigke alignthe content of CSEwith
international standards lextendng the focus to areas of CSE that are not adequately addressed,
including those that are still locally controversial but internationally recommeHd&ever, this

process might be confronted to cultural and gender norms about sexuality.
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CHAPTER SEVEN

SEXUAL AND REPRODUCTIVE HEALTH KNOWLEDGE AND ATTITUDES OF IN -
SCHOOL EARLY ADOLESCENTS IN RWANDA: A CROSS -SECTIONAL SURVEY

7.1 INTRODUCTION
Chapter seven presents the findings related to the fourth objective of this researchs waich
describe ear |y a @mbebetsegardinggendekamdseduadigh gueveyed

districts of Rwanda

7.2RESULTS
7.2.1 Participantsod characteristics
7.2.1.1 Individual level

Of the 811 participants included in the analysis, 413 (50.9%) were girls, and 447 (55.1%) were 14.
The lowest and highest ages were 12 and 14 years, respectively. The overall mean age was
13.4+0.7 years. Concerning the school grade, there were 423 (52af¢)pants in senior 1. Of

the 803 who indicated their religious affiliation, 290 (36.1%) participants were affiliated with the
Roman Catholic Church, and the majority were affiliated with the Protestant Church (ADEPR and
Adventist), with 370 (46.1%) pacipants. A significantly higher number of boys (36.4%) reported

they have ever used mobile phones compared to girls (31.2%), n=788. Almost 11% of the 782
participants have ever attended parties where young people dance, including 48 boys (6.1%) and
38 grls (4.8%). Nearly 13% (n=97) of 776 participants indicated ever drinking alcohol, with a
significantly higher proportion of boys (7.6%) compared to girls (4.9%). Furthermore, only 18 of
788 (2.3%) participants reported ever smoking a cigarette and 1B5opatticipants (2.4%),
including 16 boys (2.1%), indicated having ever used cannabis. In total, 390 (51.2%) of 762
participants have ever used the internet, with a significantly higher proportion of boys (28.4%)
compared to girls (22.8%). However, 225 .3b) of 620 participants have searched SRH
information online. Concerning watching pornography, 544 (69.5%) of 783 participants noted they
had never watched pornographic films showing sexual activity. However, 159 of these participants
(20.3%) have watchetiese films 12 times, and 58 of them (7.4%) have watched these films five

times or more, and the proportions of watching such films were significantly higher for boys
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compared to girls. Participantsd results on
puberty and/or pregnancy)dicated that 750 (92.5%) of 811 participants had access to SRHR

information, with a significantly higher percentage among girls (48.5%) than in boys (44.0%)
(Table7.1).

7.2.1.2Family level

Of the 802 who provided the life status of their parents, 720 (89.8%) indicated that both of their
parents were alive. Nearly 74% (n=539) of 733 participants stayed with both parents, while 32
(4.4%) stayed with their parents. Concerning the perceived difficutgmmunicating with their
fathers, 396 (56.9%) indicated that this communication was easy or very easy, while 15.5 reported
that such was difficult or very difficult. Similarly, 637 (82.4%) of the 773 participants reported
easy or very easy commigation between them and their mothers, and 48 of them (6.2%) noted
this communication was difficult or very difficult. Furthermore, 636 (80.6%) of 789 participants
also reported that their communication with brothers and sisters was easy compared3@p2 (7
who said that communication wéeery) difficult. Primary education level was the most common

for fathers (38.2%) and mothers (44%) of the 625 and 693 participants (respectively), followed by
the secondary level (28.9%) and (27.4%), respectivelyering of discussing sex matters with
family members, 519 (65.7%) of 790 participants have never discussed it with their fathers. In
comparison, 285 (36.1%) occasionally discuss sex matters with their mothers, and 261(33%) never
discuss them with their mottreeabout sexual issues. Similarly, 484 (61.1%) never discussed sex
issues with brothers or sistdigable7.1).

7.2.1.3 Community level

Of the participants, 383 (47.2%) reported that their households belonged to the third category of
sociceconomic status in Rwanda, followed by the second category (29.5%), n=239. However,
130 (16%) participants reported ignoring the seagonomic statusfaheir householdsTable

7.1).

120

a



Table 7.1: P a

rticipantso

characteristics

Male Female All
Characteristics Categories Number Percentage | Number | Percentag | Number | Percen
e tage
Individual level
Age in years (n=811) 12 57 7.03 60 7.40 117 14.43
13 105 12.95 142 17.51 247 30.46
14 236 29.10 211 26.02 447 55.12
Mean aget SD 13.50.7 13.4:0.7 13.4:0.7
Type of school (n=811) | Public 207 25.52 217 26.76 424 52.28
Private 191 23.55 196 24.17 387 47.72
Grade (n=811) Senior 1 212 26.14 211 26.02 423 52.16
Senior 2 186 22.93 202 24.91 388 47.84
Religion (n=803) Catholic 140 17.43 150 18.68 290 36.11
Protestant 185 23.04 185 23.04 370 46.08
Others 70 8.72 73 9.09 143 17.81
Ever used a mobile phor| Yes 287 36.42 246 31.22 533 67.64
(n=788)"* No 99 12.56 156 19.80 255 32.36
Ever attended parties whe| Yes 48 6.06 38 4.80 86 10.86
)(/r?lj?gz) people  danc| No 344 43.43 362 4571 706 89.14
Ever drink alcohol Yes 59 7.60 38 4,90 97 12.50
(n=776)* No 327 42.14 352 45.36 679 87.50
Ever smoked cigarett| Yes 12 1.52 6 0.76 18 2.28
(n=788) No 372 47.21 398 50.51 770 97.72
Ever use of cannabi Yes 16 2.06 3 0.39 19 2.45
(n=775)* No 364 46.97 392 50.58 756 97.55
Ever used interne| Yes 216 28.35 174 22.83 390 51.18
(n=762)" No 159 20.87 213 27.95 372 48.82
Ever searched  SRI Yes 116 18.71 109 17.58 225 36.29
information from  the[' No 202 32.58 193 31.13 | 395 63.71
internet (n=620)
Frequency of eve| Never 228 29.12 316 40.36 544 69.48
watching  pornographi¢ 1.2 times 101 12.90 58 7.41 159 20.31
films (n=783)™* 3-4times 16 2.04 6 0.77 22 2.81
O 5 times |37 4,73 21 2.68 58 7.41
Ever accesse{ Yes 357 44,02 393 48.46 750 92.48
puberty/pregnancy No 41 5.06 20 2.47 61 7.52
information (n=811)**
Family level
Parents are alive (n=802)| None is alive 7 0.87 2 0.25 9 1.12
One parent is alive | 37 4.61 36 4.49 73 9.10
Both parents are aliv§ 348 43.39 372 46.38 720 89.78
Living  with  parents| None parent 9 1.23 23 3.14 32 4.37
(n=733)" One parent 74 10.10 88 12.01 [ 162 22.10
Both parents 270 36.83 269 36.70 539 73.53
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Male Female All
Characteristics Categories Number Percentage | Number | Percentag | Number | Percen
e tage
Perceived difficulty in| (Very) easy 198 28.45 198 28.45 396 56.90
communicating - with - thd Average 59 8.48 69 9.91 128  [18.39
father (n=696) (very) difficult 48 6.90 60 8.62 108 | 15,52
Do not see him 29 417 36 5.03 64 9.20
Perceived difficulty in[ (Very) easy 313 40.49 324 41.91 637 82.41
communicating  with - thq Average 34 4.40 38 4.92 72 9.31
mother (n=773) (very) difficult 22 2.85 26 3.36 48 6.21
Do not see her 6 0.78 10 1.29 16 2.07
Perceived difficulty in| (Very) easy 317 40.18 319 40.43 636 80.61
communicating  With" Average 36 4.56 35 4.44 71 9.00
brothers or sisters (n=789 (very) difficult 26 3.30 36 456 62 7.86
Do not see them 10 1.27 10 1.27 20 2.53
Father os | e\ Primary&lower 123 19.68 116 18.56 239 38.24
(n=625) TVET 38 6.08 37 5.92 75 12.00
Secondary 79 12.64 102 16.32 181 28.96
Higher 60 9.60 70 11.20 130 20.80
Mot her 6s | ev| Primary or lower 140 20.20 165 23.81 305 44.01
(n=693) TVET 31 4.47 35 5.05 66 9.52
Secondary 94 13.56 96 13.85 190 27.42
Higher 71 10.25 61 8.80 132 19.05
Ever discussed sex mattg Often 29 3.67 24 3.04 53 6.71
with the father (n=790) | Occasionally 116 14.68 102 12.91 218 27.59
Never 240 3038 279 35.32 519 65.70
Ever discussed sex mattg Often 69 8.73 175 22.15 244 30.89
M e MOe Occasionally 130 16.46 155  [19.62 |285 |36.08
(n=790) Never 185 23.42 76 9.62 261 33.04
Ever discussed sex mattg Often 37 4.70 52 6.60 89 11.29
it 1he brothers or sistefl Occasionally 94 11.93 121 1536 |215  |27.28
(n=788) Never 254 32.23 230 29.19 484 61.42
Community level
District Gasabo 110 13.6 118 14.5 228 28.1
Nyarugenge 94 11.6 89 10.9 183 22.6
Ruhango 84 10.4 94 11.6 178 21.9
Rwamagana 110 13.6 112 13.8 222 27.4
Household Economi¢ Category 1 29 3.58 18 2.22 47 5.80
ratus Joudehe: Categoriel Category 2 100 12.33 139 |17.14 [239  [29.47
(n=811) Category 3 189 23.30 194 | 2392 |383 |47.23
Category 4 7 0.86 5 0.62 12 1.48
Do not know 73 9.00 57 7.03 130 16.03
Note:

+ Economic status category:According to EzeanyaEsiobu [299] the Government oRwanda categorises
households into four groups of socioeconomic status (Ubudehe categories): the very poor and vulnerable who are
unable to feed themselves (category 1), those who can accesmgsrmaccommodation, have no paid employment,
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and eat twice or less a day (category 2). Those earning money from their employment belong to Category 3, and those
with permanent and wediff employment belong to Category 4.

TVET: Technical and vocational education and training

* p0.05, ** p00.01, *** p(0.001

7.2.2 Participantsd6 sexual and reproductive h
7.2.2.1 Knowledge about sexuality

Results on knowledge about sexuality showed 1t}
items. One in two (427) of the 800 participants (53.4%) responded correctly (true) that a girl can

get pregnant the first time she has sexual intercourseldition, 499 of 798 (62.5%) participants

knew correctly (true) that a girl may get pregnant if she has sexual intercourse halfway between

her periods. The highest proportion of participants (82.7%) responded correctly (false) on the item,
saying that a gi can get pregnant through kissing and touching. The lowest proportion of
participants' correct responses (false) was obtained (5.4%) on the item saying that masturbation
causeseveredamage to health. In addition, 530 of 790 participants responded incorrectly (false)

and did not know that a girl can get pregnant if she has sexual intercourse in a standing position.
Overall, the participantso 9BBC:RF2.9nNEable’r.dscor e
The findings in Tabl&.4indicate thaparticipants from rural settings scored higher than those in

urban settings (p=0.016). In addition, those who did not see their father communicate had higher
scores (mean 3.27) than others (p=0.025). Furthermore, participants who often discuss sex matters
with their mothers (mean=3.2, p<0.001) and brothers or sisters (mean 3.11, p=0.034) had higher
scoresthan others. Finally, participants who declared accessing SRH information (mean 2.88,
p<0.001) and those who have ever searched SRH information fromténmeet (mean: 3.06,

p=0.017) scored higher than others. For the remaining sexiddbgical variables, there were no

significant differ dTalde€4. i n participantsd scor

7.2.2.2 Knowledge about contraceptive methods

Participantsé results on their knowledge abou
The three most commonly known methods were condoms (86.4%), injection (74.4%), and periodic
abstinence (60.4%). In addition, one in two participants (51.7% kadmout the implants. In

contrast, the majority of participants indicated not being aware of the following contraceptive

methods: jelly/foam (96.6%), lactation amenorrhea method (91.6%), male sterilisation (83.5%),
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female sterilisation (73.3%), emergency contraceptive pill (64.8%), pill (62.5%), and withdrawal
(56. 7%). The participantsdé overall mean scor e
out of 12 points [95%CI: 4:8.1] (Table7.2). Table7.4 summarises scores on the knowledge of
contraceptive methods per soesmological factors. Participants who perceived their
communication with their mother as average (mean 2.27, p=0.030), who searched SRHR
information from the internet (mean 2.34, p=0.001), whenated parties (mean: 2.22, p=0.049),

who drink alcohol (mean: 2.20, p=0.048), and who kissed the partner on the lips (mean=2.19,
p=0.050) had significantly higher scortesnothers. Concerning other socetological factors,

there were no significant differences in part

methods.

7.2.2.3 Knowledge about HIV/AIDS and sexually transmitted diseases

The results indicated that 722 (91.3%) of 791 participardfieard of HIV/AIDS. Similarly, 662

of 749 (88.4%) participants responded that shaking hands or hugging cannot transmit HIV. Nearly
four out of five participants (78.6%) of the participants reported that it is not true that people get
HIV by sharing food wth a person who has HIV. In addition, 79% of participants responded that

it was not true that mosquito bites can cause HIV to people. Concerning sexually transmitted
infections and HIV, 637 (88%) of 751 knew that it was possible to avoid these infections.
Concerning having heard of other sexually transmitted infections, only 78 (10.6%) of 734
participants have heard of chlamydia, and only 31.5% of 733 heard of genital herpes. In contrast,
664 ait of 731 (90.8%) have heard of gonorrhoea and 448 out of 732 (61.2%) heard of syphilis.

In addition, a small proportion of participants (36.7%) know that people can take a simple test to
know if they have HIV. Furthermore, 52.2% of the 747 participarsisareded that a person with

HIV always looks slim or unhealthy, which was a wrong answer. Finally, half of the 750
participants (50.4%) knew that it was possi bl
HIV/AIDS knowledge was 8.4 out of 13 [95%@:2-8.5] (Table 5.3). Girls scored higher than

boys (mean: 8.54 versus 8.15, p=0.024), and those who used the internet reported higher
knowl edge scores than others (mean: 8.57, p=0.

ecological variables @are not statistically different (Table 5.5).
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7.2.2.4 Knowledge about condoms

Participants' knowledge about condoms was assessed using three response @ptionseofe , don o6
know, and disagreen 13 items plus one item asking participants whether they have ever seen a
condom. The results in Table 5.3 showed that 635 of 777 (81.7%) have ever seen a condom, and
the majority of respondents (77.3%, n=796) agreed that condoms are an effectiv@ressoting

against sexually transmitted infections. Three in four participants agreed that condoms are
effective in protecting against Hivifection(75%, n=788) that a girl can suggest to her boyfriend

that he use a condom (74.2%, n=786), and alternatively, that a boy can suggest her girlfriend use

a condom (71.8%, n=786). Furthermore, 560 (70.5%) agreed that condoms are effective in
preventing pregancy, while 64.1% (n=794) agreed that unmarried couples wishing to have sexual
intercourse should use condoms. Slightly more than five out of ten (55.3%, n=781) disagreed that
condoms ould be used more than once, while only 7.9% disagreed thabewwbuld slip off

t he man and di sappear into the womandés body.
16.2% (n=778) focondoms reducing sexual pleastoed0.2% (n=751) fobuying or obtaining

condoms is embarrassir{@able7.2). The participants' overall mean score for knowledge about
condoms was 7.1 out of 14 [95%CIl: 9. 3] . The participantsd scor
for boys (mean: 7.39, p=0.006)an girls those in senior 1 (mean: 7.34, p=0.02i§n in senior

2, and those who wenegell off (mean: 7.52, p=0.012han otherIn addition, scores were higher

for those who occasionally discuss sex matters with brothers or sisters (mean: 7.59, p=0.017), who
attend parties (mean: 7.96, p=0.005), who watch pornographic films (mean: 7.74, p<0.001), and
who search SRH informationdim the internet (mean: 7.67, p<0.001). Furthermore, participants

with caressing experience (mean: 8.62, p<0.001), kissing (mean: 8.21, p<0.001), touching genitals
with hands (mean: 8.58, p=0.004), and access to SRH information had significantly high&r scor
compared to others. There were no significant

sociatecological factorgTable7.4).
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Table 7.2: Adolescents' SRHR knowledge

Dimensions and statements

Incorrect knowledge

Correct knowledge

Knowledge about sexuality Frequency | Per cent | Frequency | Per cent
A girl can get pregnant on the very first tir 373 46.63 427 53.38
that she has sexual intercourse (n=800)

A woman stops growing after she has t 407 51.85 378 48.15
sexuaintercourse for the first time (n=785

Masturbation causes serious damage 751 94.58 43 5.42
health (n=794)

A girl is most likely to get pregnant if st 299 37.47 499 62.53
has sexual intercourse halfway between

periods (n=798).

A girl cannot get pregnant if she has sex 530 67.09 260 3291
intercourse in a standing position (n=79(

A girl can get pregnant through kissing| 138 17.27 661 82.73
touching (n=799)

Overall sexuality knowledge: range 86 | Mean: 2.8 [95%CI: 2-2.9]

Knowledge of contraceptive methods No Yes

Pill (n=702) 439 62.54 263 37.46
Injection (n=710) 182 25.63 528 74.37
Condom (n=758) 103 13.59 655 86.41
Emergency Contraceptive Pills=698) 452 64.76 246 35.24
Withdrawal (n=702) 398 56.70 304 43.30
Periodic Abstinence/Rhythm (n=723) 286 39.56 437 60.44
Intra-uterine Device (IUD) (n=754) 465 61.67 289 38.33
Implant (n=756) 365 48.28 391 51.72
Jelly/foam (n=756) 730 96.56 26 3.44
Female sterilisation (n=756) 554 73.28 202 26.72
Male sterilisation (n=750) 626 83.47 124 16.53
Lactation amenorrhea method (n=749) | 686 91.59 63 8.41

Overall knowledge of contraceptive
methods: range 012

Mean: 4.96 [95%ClI: 4:5.1]

HIV/AIDS Knowledge

Incorrect knowledge

Correct knowledge

(n=749)

Have you heard of HIV or AIDS (n=791)| 69 8.72 722 91.28
It is possible to cure AIDS (n=750) 372 49.60 378 50.40
A person with HIV always looks slim ¢ 390 52.21 357 47.79
unhealthy in some way (n=747)

People can take a simple test to find | 466 63.32 270 36.68
whether they have HIV (n=736)

A person gets HIV from mosquito bit{ 156 20.94 589 79.06
(n=745)

Shaking hands or hugging can transmit | 87 11.62 662 88.38
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People getHIV by sharing food with g 161 21.41 591 78.59
person who has HIV (n=752)

HIV is curable (n=747) 314 42.03 433 57.97
People can avoid sexually transmit{ 114 15.18 637 84.82
diseases and HIV (n=751)

Have you heard of Gonorrhea? (n=731) | 67 9.17 664 90.83
Have you heard of Syphilis? (n=732) 284 38.80 448 61.20
Have you heard of Chlamydia (n=734) | 656 89.39 78 10.63
Have you heard of Genital herpes (n=73| 502 68.49 231 31.51

Overall HIV/AIDS knowledge: range O
13

Mean score: 8.f95%CI: 8.28.5]

Knowledge about Condom

Incorrect knowledge

Correct knowledge

Have you ever seen a condom (n=777) | 142 18.28 635 81.72
Condoms are an effective method | 234 29.47 560 70.53
preventing pregnancy (n=794)

Condoms can be used motkan once 349 44.69 432 55.31
(n=781)

Condoms are an effective way of protect| 197 25.00 591 75.00
against HIVinfection (n=788)

Condoms can slip off the man and disapp 723 92.10 62 7.90
inside the woman's body (n=785)

Condoms are agffective way of protecting 181 22.74 615 77.26
against sexually transmitted disea;

(n=796)

A girl can suggest to her boyfriend that | 196 25.79 564 74.21
use a condom (n=760)

A boy can suggest to his girlfriend that | 221 28.12 565 71.88
use a condom (n=786)

Condoms are only suitable for casi 651 82.61 137 17.39
relationships (n=788)

Condoms are suitable for steady, lovi 524 68.05 246 31.95
relationships (n=770)

It would be too embarrassing for someq 449 59.79 302 40.21
like me to buy or obtainondoms (n=751)

If a girl or boy suggested using condomg 567 73.35 206 26.65
her partner, it would mean that she dig

trust him (n=773)

Condoms reduce sexual pleasure (n=77{ 652 83.80 126 16.20
If unmarried couples want tbave sexua 285 35.89 509 64.11
intercourse before marriage, they sho

use condoms (n=794)

Overall knowledge about condoms

(range 0-14)

Mean: 7.195%ClI: 6.97.3]
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When compared together, the results on participants per cent scores on the four SRHR domains
indicated that the least known domain was contraceptive methods (mean=42.164f40734
followed by the knowledge about sexuality (mean=50.98 [4B307], andhe knowledge about
condoms (mean score=53.98 [5233182]. The domain with the highest per cent mean score was
the knowledge about HIV/AIDS and other sexually transmitted (mean=65.78 {64.38]
(Figure7.1).
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I:l Sexuality knowledge index percentage I:l Knowledge of contraceptive methods percentage

I:l HIV/AIDS knowledge_percent Condom knowledge and attitudes percent scores

Figure 7.1: Box plot for participants' scores on four domains of SRHR assessed

7.2.2.5 Attitudes towards sexual norms

The results indicate that 59.9% (n=791) of the participants disagreed (2%2%) or strongly
disagreed (32.5%n=257 that unmarried young people should socialise with people of the
opposite sex. In addition, 67.5% of the participants (n=794) disagreed (3%=2%d) or strongly
disagreed (33.4%m=265 with touching, kissing or hugging the opposite sex for unmarried people.
Similarly, 81.5% (n=786) disagreed (33.6%6264 or strongly disagreed (47.9%=377 with
unmarried people having sex. Concegnboys and girls having sex before marriage, 56.3% of

784 participants disagreed (28.6%6-229 or strongly disagreed (Z7.n=21P6) that boys and
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girls can have sex before marriage if they use contraceptive methods. On the other hand, 87.4% of
796 participants agreed (40.3%=32) or strongly agreed (47.19%=375 that unmarried girls

should have boyfriends. Similarly, 87.9% (n=794) agreed (38159809 or strongly agreed
(49.4% n=392 that unmarried boys should have girlfriends. Concerning virginity before
marriage, 79.7% of 770 participants agreed (25.8%.95 or strongly agreed (54.496=419)

that they should remain a virgin until marriag&oiit suggesting the partner use a condom, 72.4%
(n=779) agreed (33.8%0=264) or strongly agreed (38.5%=300) that their friendthought it was

ok to suggest the sexual partner use a condom. In addition, 72.6% of 789 participants agreed
(36.6% n=289 or strongly agreed (35.9%=284 that their friend thought that it waskayfor a

boy to suggest his sexual partner use a cond
towards sexual norms ranged from 9 to 36, with a mean score of 24.4 out &861[24.0

24.7] (Table 7.3) The findings further indicate thab% of 711 participants had a conservative
(unfavourable)attitude ( s c o r e tdwards Ge%)al norms, while0% had a permissive
(favourable)attitude (score >50%)Boys reported higher scores than girls (mean: 24.86 versus
24.36, p=0.005). In addition, those who reported easy communication with brothers or sisters
(mean: 24.62, p=0.006) and those in the category ofafle{mean: 24.85, p=0.038) had higher
scoreghan others. Furthermore, ever using a mobile phone (mean: 24.61, p=0.032), ever attending
parties (mean: 26.28, p<0.001), watching pornographic films (mean: 25.56, p<0.001), ever
searching SRH information from the internet (mean: 24.88, p=0.039), and#ligsiag a partner

on the lips (mean: 26.34, p<0.001) were associated with higher scores on attitudes towards sexual
norms(Table7.5).

7.2.2.6 Attitudes towards gender

Concerning socialising with the opposite sex, 81.4% of 798 participants agreed or strongly agreed
that it is acceptable for young people to socialise with the opposite sex. Most participants (90.4%,
n=788) also agreed or strongly agreed that it is alt fighboys to have boyfriends and for girls

to have boyfriends (88.1%, n=784). The majority of participants also agreed or strongly agreed
that girls should remain virgins until marriage (90.1%, n=791) and that virginity was the most
valuable possessionrfgirls (91.7%, n=786). Furthermore, 67.5% (n=779) of participants agreed
or strongly agreed that their religion and beliefs are against premarital sex. In contrast, 76.7%
(n=778) of participants disagreed (30.7%) or strongly disagreed (46%) that bogg&l§)diave

sex before marriage and that it is wrong to have sexual intimacy for boys and girls (60.6%, =789).
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Furthermore, 58% (n=791) disagreed or strongly disagreed that boys and girls can have sex before

marriage even if they use contraceptive methods. However, only 52.7% (n=780) disagreed or

strongly disagreed that it is wrong for unmarried boys and girlawe kexual intercourse even if

they | ove each other.

Par t

i cipantsb©o

A

-40yvetht a | |

a mean of 29.2 out of 40 [95%CI. 2&9.5] (Table 7.3) In addition, the results indicate t8%
of 717 participarts exhibted a less gendemquitableattitude( s ¢ o r e, wil&9F%wWf them

had a more gend&quitableattitude (score >50%) Perceived average communication with

m ¢

brothers or sisters (mean: 29.44, p=0.008), ever use of the mobile phone (mean: 29.63, p<0.001),

ever attending parties (mean: 30.66, p=0.001), ever watching pornographic films (mean: 29.96,

p=0.005), ever used integh(mean: 29.84, p<0.001) were associated with higher scores compared

to others. Furthermore, participants who searched SRHR informatitie anternet (mean: 29.82,
p=0.039) had higher scores than otl{&eble7.5).

scores on gender attitudes with the remaining secialogical variables.

Ther

e was

no

associ at

i or

ot

Table7.3:Participants6é attitudes towards sexual

Dimensions and statements Categories

Attitudes towards sexual norms Strongly disagree | Disagree Agree Strongly agree
n % n % n % n %

It is ok for unmarried young people swcialise| 257 32.49 217 | 27.43 | 147 | 18,58 | 170 | 21.49

with the opposite sex (n=791)

Unmarried girls should have boyfriends (n=796 32 4.02 68 8.54 321 | 40.33 | 375 | 47.11

Unmarried boys should have girlfriends (n=794 30 3.78 66 8.31 306 | 38.54 | 392 | 49.37

Itis ok if unmarried touch, kiss, or hug the oppog 265 33.38 271 | 34.13 | 160 | 20.15 | 98 12.34

sex (n=794)

It is ok if unmarried to have sex (n=786) 377 47.96 264 | 3359 | 78 9.92 67 8.52

My friends think that | should remain a virgin un| 79 10.26 | 77 10.00 | 195 | 25.32 | 419 | 54.42

| marry (n=770).

My friends think that it is fine for a girl to suggel 108 13.86 | 107 | 13.74 | 264 | 33.89 | 300 | 38.51

to her sexual partnethat he uses a condo

(n=779)

My friends think that boys and girls can have ¢ 217 27.68 224 | 28.57 | 203 | 25.89 | 140 | 17.86

before marriage if theyise methods to prevel

pregnancy(n=784)

My friends think that it is fine for a boy to suggg 112 14.20 | 104 | 13.18 | 289 | 36.63 | 284 | 35.99

to his sexual partnethat she uses a condo

(n=789)

Overall scores on attitudes towards sexuall Mean: 24.4 [95%CI: 24:24.7]

norms rangefrom 9-36

Gender attitudes Strongly disagree | Disagree Agree Strongly agree
n | % n | % n |% n %
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marriage but not so fajirls (n=778)

I think that it is acceptable for young people| 65 8.15 83 10.40 | 245 | 30.70 | 405 | 50.75
socialise with the opposite s@x=798)

Itis all right for unmarried boys to hagalfriends | 30 3.81 46 5.84 308 | 39.09 | 404 | 51.27
(n=788).

Itis all right for unmarried girls to have boyfrien( 26 3.32 67 8.55 303 | 38.65 | 388 | 49.49
(n=784).

| think that it is wrong for boys and girls to ha) 200 2535 | 278 | 35.23 | 162 | 20.53 | 149 | 18.88
physical intimacy, such as touchingssing, and

hugging the opposite s¢r=789)

| think it is wrong for unmarried boys and girls | 198 25.38 | 213 | 27.31 | 149 | 19.10 | 220 | 28.21
have sexual intercourse, even if they love €

other(n=780)

I think that girls should remain virgins until thg 30 3.79 48 6.07 161 | 20.35 | 552 | 69.79
marry (n=791).

| think that it is all right for boys and girls to hay 240 30.34 | 219 | 27.69 | 182 | 23.01 | 150 | 18.96
sex before marriage if they use methods to pre

pregnancyn=791)

I think that virgini|35 4.45 30 3.82 118 | 15.01 | 603 | 76.72
possession (N=786).

| think that my religion and beliefs are agair 148 19.00 105 | 13.48 | 195 | 25.03 | 331 | 42.49
premarital sex (n=779).

| think that it isokay for boys to have sex befo| 358 46.02 | 239 | 30.72 | 90 11.57 | 91 11.70

Overall score of attitudes towards gender,
range: 1040

Mean: 29.2 [95%CI: 28:29.5]

The findings inFigure?.2 indicate thatbased on thparticipants' percent scores, most participants

hold a less traditional and more gendguitable attitude towards sexual norms
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Table 7.4: SRHR Knowledgeand attitudess cor es by early adol escents6 character:i
Sexuality knowledge (66) | Knowledge of contraceptive| Condom knowledge (014) HIV/AIDS & STDs knowledge
methods (G12) (0-13)
Mean | SD p-value | Mean SD | p-value Mean SD p-value | Mean | SD p-value
Variables Categories
Sex Male 2.75 1.37 | 0.061 4.92 2.29 | 0.742 7.39 2.56 | 0.006 8.15 2.18 | 0.024
Female 2.93 1.24 4.98 1.89 6.82 2.58 8.54 2.00
Hometown Rural 2.95 1.23 | 0.016 4.82 2.26 | 0.118 7.10 2.67 | 0911 8.45 2.22 | 0.264
Urban 2.72 1.38 5.09 1.90 7.12 251 8.26 1.95
Age in years 12 2.73 1.22 | 0.567 5.09 2.26 | 0.596 7.40 2.45 | 0.222 8.40 1.69 | 0.647
13 2.81 1.34 4.83 1.99 6.85 2.64 8.24 2.23
14 2.87 1.32 4.99 2.12 7.18 2.59 8.41 2.11
Type of school Public 2.82 1.30 | 0.259 4.92 2.05| 0.219 7.07 2.60 | 0.211 8.33 2.14 | 0.547
Private 3.00 1.37 5.28 242 7.53 243 8.5 1.75
School grade Senior 1 2.79 1.33 | 0.365 5.00 1.95 | 0.546 7.34 2.53 | 0.027 8.25 2.04 | 0.219
Senior 2 2.88 1.30 4.89 2.25 6.88 2.62 8.46 2.15
Religion Catholic 2.84 1.32 | 0.158 4.94 2.02 | 0.963 7.24 2.52 | 0.583 8.37 2.12 | 0.154
Protestant 291 1.27 4.97 2.18 7.00 2.49 8.44 2.01
Others 2.64 1.38 4.90 2.06 7.06 3.03 7.97 2.24
Importance of religion | Not important 2.83 0.75 | 0.992 3.75 0.95] 0.240 6.00 2.09 | 0.286 7.00 5.29 | 0.252
(Very) important 2.83 1.31 4.98 2.09 7.13 2.58 8.38 2.07
Economic statug Poor (Category 1&2) | 2.94 1.33 | 0.551 5.20 1.94 | 0.220 6.94 2.50 | 0.012 8.48 2.16 | 0.728
(Ubudehe)Xn=791) Well off (categories| 2.88 1.28 4.97 2.10 7.52 2.57 8.42 1.99
3&4)
Parents are alive None is alive 25 1.92 | 0.751 4.00 2.44 | 0.415 7.6 3.28 | 0.916 6.87 2.58 | 0.134
One parent is alive 2.83 1.28 5.12 1.77 7.11 2.44 8.35 2.22
Both parents are alive] 2.85 1.30 4.97 2.11 7.10 2.60 8.37 2.07
Living with parents None parent 2.82 1.39 | 0.721 5.05 155 0.324 6.6 2.39 | 0.586 8.36 2.49 | 0.989
One parent 291 1.38 5.21 2.06 7.06 2.54 8.29 2.21
Both parents 2.81 1.27 4.88 2.09 7.14 2.58 8.31 2.06
Perceived difficulty in| (Very) easy 2.87 1.26 | 0.025 4.85 2.18 | 0.366 7.12 2.56 | 0.967 8.31 2.12 | 0.211
communicating  with| Average 2.69 1.17 5.11 1.63 7.20 2.45 8.56 1.75
the father (very) difficult 2.69 1.46 4.94 2.15 7.03 2.73 8.06 2.23
Do not see him 3.27* 1.38 5.37 2.20 7.22 2.67 8.75 2.18
Perceived difficulty in| (Very) easy 2.85 1.30 | 0.484 4.86 2.07 | 0.030 7.11 2.56 | 0.315 8.40 2.06 | 0.414
communicating  with| Average 2.90 1.39 5.83 2.27 7.38 2.37 8.4 2.34
the mother (very) difficult 2.58 1.44 5.03 1.79 6.67 2.74 8.00 2.26
Do not see her 3.14 1.16 4.63 1.62 6.00 2.30 7.5 1.77
Perceived difficulty in| (Very) easy 2.84 1.30 | 0.328 4.87 2.03 | 0.211 7.20 2.52 | 0.749 8.37 2.01 | 0.555
communicating  with| Average 2.69 1.36 5.35 2.05 6.87 2.60 8.52 2.35
brothers or sisters (very) difficult 2.91 1.19 5.18 2.35 7.02 2.74 8.00 2.41
Do not see them 3.33 1.32 4.31 2.75 6.82 3.22 8.08 2.64
Fatherods Primary & lower 2.86 1.21 | 0.690 5.00 0.469 7.30 2.45 | 0.803 8.40 2.09 | 0.489
education Technical and| 2.73 1.27 4.53 6.96 2.48 8.11 2.40
vocational training

133

St



Sexuality knowledge (86)

Knowledge of contraceptive

Condom knowledge (614)

HIV/AIDS & STDs knowledge

methods (G12) (0-13)
Mean | SD p-value | Mean SD | p-value Mean SD p-value | Mean | SD p-value
Secondary 2.93 1.29 5.03 7.14 2.49 8.30 1.97
Higher 2.78 1.32 4.85 7.11 2.66 8.61 1.95
Mot her 6s Primary or lower 2.80 1.31 | 0.147 4.86 1.93 | 0.709 7.33 2.42 | 0.697 8.51 2.03 | 0.488
education (n=693) Technical and| 3.16 1.26 4.86 2.17 6.88 2.06 8.06 2.14
vocational training
Secondary 2.99 1.26 5.08 2.05 7.13 2.52 8.30 2.06
Higher 2.82 1.25 5.08 2.45 7.22 2.80 8.34 2.11
Has brothers or sistery Yes 2.83 1.30 | 0.519 4.94 2.07] 0.751 7.14 2.56 | 0.198 8.34 2.10 | 0.492
No 3.00 154 5.10 2.67 6.43 3.10 8.68 2.05
Ever discussed se| Often 2.97 1.34 | 0.336 5.02 1.99 | 0.378 7.66 2.60 | 0.191 7.81 2.42 | 0.275
matters with the fathen Occasionally 2.95 1.25 4.76 2.17 7.32 2.47 8.38 2.02
Never 2.80 1.33 5.03 2.03 7.01 2.61 8.37 2.09
Ever discussed se| Often 3.20 1.19 | <0.001 5.17 1.95| 0.174 7.12 2.57 | 0.713 8.29 2.10 | 0.653
matters  with  the| Occasionally 2.81 1.26 4.77 2.19 6.99 2.37 8.44 1.92
mother Never 2.55 141 491 2.07 7.19 2.84 8.27 2.27
Ever discussed se| Often 3.11 1.23 | 0.034 5.25 2.09 | 0.487 7.22 2.53 | 0.017 8.22 2.17 | 0.833
matters with brothery Occasionally 2.92 1.29 4.88 2.20 7.59 2.35 8.35 1.95
or sisters Never 2.74 1.32 4.95 2.04 6.89 2.67 8.39 2.15
Ever used a mobild Yes 2.89 1.33 | 0.162 4.97 2.25 | 0.902 7.20 2.50 | 0.214 8.42 2.12 | 0421
phone No 2.75 1.27 4.95 1.70 6.92 2.71 8.26 2.04
Ever attend parties Yes 3.01 1.55 | 0.206 5.42 2.22 | 0.049 7.96 2.59 | 0.006 8.74 2.28 | 0.125
No 2.81 1.29 4.88 2.07 7.02 2.56 8.32 2.07
Ever drink alcohol Yes 2.95 1.39 | 0.348 5.41 2.20 | 0.049 7.70 2.77 | 0.059 8.09 2.56 | 0.237
No 2.81 131 4.89 2.08 7.06 2.55 8.39 2.02
Ever smoked cigarettg Yes 3.37 1.31 | 0.099 5.06 2.46 | 0.828 7.13 2.53 | 0.949 8.53 1.84 | 0.767
No 2.82 131 4.94 2.08 | 0.076 7.09 2.58 8.37 2.09
use of cannabis Yes 3.31 1.35 | 0.153 5.93 2.68 7.4 2.06 | 0.736 7.75 2.37 | 0.312
No 2.83 1.32 4.95 2.08 7.12 2.59 8.37 2.10
Ever used internet Yes 2.88 1.31 | 0.309 5.11 2.35| 0.118 7.30 2.44 | 0.101 8.57 2.14 | 0.010
No 2.78 1.30 4.83 1.76 6.95 2.70 8.12 2.04
Ever searched SRH Yes 3.06 1.27 | 0.017 5.41 2.34 | 0.002 7.67 2.38 | <0.001 | 8.53 2.17 | 0.295
information on the| No 2.78 1.35 4.74 1.99 6.75 2.67 8.31 2.15
internet
Internet apps ever usg Facebook 2.98 1.25 | 0.409 5.06 2.37 | 0.958 7.07 2.42 | 0.339 8.5 2.21 | 0.240
(n=329) You Tube 2.95 1.57 5.26 2.25 6.98 2.85 7.92 2.25
Website 2.96 1.19 5.19 2.66 7.80 2.42 8.72 2.09
Others 3.40 1.19 5.16 2.09 7.42 2.65 8.60 1.92
Ever caressed Yes 2.94 1.36 | 0.571 5.36 2.36 | 0.097 8.62 1.91 | <0.001 | 8.18 2.62 | 0.438
boy/girlfriend/partner | No 2.85 1.31 4.90 2.07 6.94 2.60 8.39 2.02
Ever kissed thg Yes 2.98 1.42 | 0.262 5.41 2.19 | 0.050 8.21 2.19 | <0.001 | 8.32 2.45 | 0.866
boy/girlfriend/partner | No 2.82 1.30 4,91 2.09 6.96 2.62 8.36 2.06
on the lips
Ever touched a Yes 3.29 1.46 | 0.066 5.28 2.60 | 0.439 8.58 1.79 | 0.004 7.89 2.71 | 0.230
boy/girlfriend/partner's| No 2.84 131 4.96 2.08 7.04 2.61 8.38 2.06

genitals with a hand
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Sexuality knowledge (86)

Knowledge of contraceptive

Condom knowledge (614)

HIV/AIDS & STDs knowledge

methods (G12) (0-13)

Mean | SD p-value | Mean SD | p-value Mean SD p-value | Mean | SD p-value

Frequency of evel Never 2.80 1.30 | 0.492 4.87 2.02 | 0.427 6.84 2.72 | <0.001 | 8.38 2.12 | 0.987
watching pornographiq 1-2 times 2.90 1.38 4.95 2.28 7.59 2.04 8.32 2.15
films 3-4 times 3.05 1.12 5.38 2.59 7.72 1.93 8.47 2.23
OS5 times 3.03 1.30 5.36 2.23 8.18 241 8.40 1.84

Access to SRHR No 2.22 141 | <0.001 | 4.86 1.96 | 0.787 5.82 3.12 | <0.001 | 7.92 2.22 | 0.181
information Yes 2.88 1.29 4.96 2.10 7.22 251 8.38 2.08
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Table 7.5 At ti tudes t owar ds sexual ity nor ms and
characteristics
Sexuality norms (936) | Gender attitude (10
40)
Mean | SD | p- Mean | SD |p
value
Variables Categories 24.36 | 4.78 29.19 | 4.37
Sex Male 24.86 | 5.12 | 0.005 | 29.44 |4.72 | 0.121
Female 23.86 | 4.38 28.94 | 3.98
Hometown Rural 2456 | 4.94 | 0.254 | 29.14 | 4.34 | 0.782
Urban 24.15 | 4.62 29.23 | 4.40
Age in years 12 24.19 | 4.35 | 0.239 [ 28.91 | 4.38 | 0.624
13 23.99 | 4.97 29.14 | 4.45
14 24.65 | 4.76 29.35 | 4.33
Type of school Public 2457 | 452 | 0.216 | 29.37 | 4.06 | 0.238
Private 24.12 | 5.05 28.98 | 4.69
Grade Senior 1 2457 | 4.61 | 0.216 | 29.23 | 4.51 | 0.794
Senior 2 2412 | 4.97 29.14 | 4.21
Religion Catholic 24.60 | 5.00 | 0.268 | 28.95 | 4.50 | 0.221
Protestant 24.39 | 4.49 29.48 | 4.09
Others 23.74 | 4.99 28.83 | 4.82
Importance of religion Not important 27.00 [ 3.7910.175 | 32.6 4.33 | 0.081
(Very) important 24.35 | 4.76 29.22 | 4.30
Economic  status  (Ubudeh{¢ Poor (Category 1&2) 24.05 | 4.81 | 0.038 | 29.10 | 4.32 | 0.352
(n=791) Well off (categories 3&4) 24.85 | 4.47 29.43 | 4.24
Parents are alive None is alive 27.00 | 4.74 | 0.149 | 28.77 | 4.20 | 0.411
One parent is alive 23.73 | 5.17 28.49 | 4.65
Both parents are alive | 24.34 | 4.73 290.24 | 4.34
Living with parents Noneparent 24.07 | 549 10904 | 2859 |4.22|0.681
One parent 24.27 | 4.96 29.10 | 4.33
Both parents 24.41 | 4.67 29.29 | 4.46
Perceived difficulty in| (Very) easy 24.38 | 454 | 0.775 | 29.30 | 4.32 | 0.507
communicating with the father | Average 24.69 | 454 28.98 | 4.13
(very) difficult 24.17 | 5.05 29.09 | 4.75
Do not see him 24.85 | 5.24 30.00 | 4.09
Perceived difficulty in| (Very) easy 2452 | 457 1 0.340 | 29.41 | 4.15 | 0.084
communicating with the mother | Average 23.90 | 5.40 28.32 | 4.95
(very) difficult 23.53 | 4.95 28.17 | 5.38
Do not see her 23.28 | 5.73 28.23 | 6.77
Perceived difficulty in| (Very) easy 24.62 | 4.49 | 0.006 | 29.39 | 4.17 | 0.008
communicating with brothers q Average 24.00 | 6.12 29.44 | 4.68
sisters (very) difficult 23.05 | 5.08 28.16 | 5.72
Do not seghem 21.14 | 6.57 26.18 | 4.79
Father6és | evel | Primary&lower 25.00 | 4.88 | 0.274 | 29.33 0.906
Technical and vocationg 24.04 | 5.20 29.00
training
Secondary 24.16 | 4.14 29.36
Higher 24.40 | 459 29.50
Mot her 6s bdeicaten| Primary or lower 24.69 | 4.80 | 0.535 | 29.18 | 4.54 | 0.605
(n=693) Technical and vocationd 24.53 | 4.10 29.49 | 3.46
training
Secondary 24.07 | 4.52 29.10 | 4.47
Higher 24.71 | 4.44 29.73 | 4.08
Has brothers or sisters Yes 24.39 | 4.76 | 0.627 | 29.21 | 4.40 | 0.441
No 23.92 | 5.19 28.55 | 3.53
Often 24.14 | 455 |0.486 | 28.75 | 439 |0.177

136



Sexuality norms (336)

Gender attitude (16

40)
Mean | SD | p- Mean | SD |p
value
Ever discussed sex matters w| Occasionally 24.69 | 4.65 29.69 | 4.32
the father Never 24.22 | 4.83 29.06 | 4.38
Ever discussed sex matters w| Often 24.27 | 452 1 0.960 | 29.32 | 4.08 | 0.646
the mother Occasionally 24.31 | 4.33 29.29 | 4.01
Never 24.39 | 5.29 28.98 | 4.96
Ever discussed sex matters w| Often 24.73 | 5.06 | 0.456 | 29.42 | 4.95 | 0.384
brothers or sisters Occasionally 24.58 | 4.02 29.55 | 3.83
Never 24.16 | 5.05 29.04 | 4.50
Ever used a mobile phone Yes 24.61 | 458 | 0.032 | 29.63 | 4.12 | 0.000
No 23.77 | 5.23 28.15 | 4.55
Ever attend parties Yes 26.28 | 4.16 | 0.000 | 30.66 | 3.75 | 0.001
No 24.14 | 4.80 29.04 | 4.38
Ever drink alcohol Yes 25.25 | 4.79 | 0.058 | 28.79 |4.93 ] 0.279
No 24.23 | 4.75 29.33 | 4.23
Ever smoked cigarette Yes 24.31 | 3.96 | 0.961 | 28.8 3.68 | 0.713
No 24.37 | 4.76 29.21 | 4.33
use of cannabis Yes 23.88 | 4.83 | 0.658 | 28.33 | 4.97 | 0.377
No 24.40 | 4.77 29.25 | 4.35
Ever watched pornographic filmg Never 23.85 | 4.71 | 0.000 | 28.97 | 4.32 | 0.005
At least once 25.56 | 4.62 29.96 | 4.20
Ever used internet Yes 2455 | 454 10.322 | 29.84 | 3.92 | 0.000
No 24.19 | 5.05 28.48 | 4.70
Ever searched SRH informatiq Yes 24.88 | 4.72 | 0.039 | 29.82 | 4.11 | 0.039
on the internet No 24.00 | 4.72 29.04 | 4.33
Internet apps ever used (n=329)| Facebook 24.97 | 4.80 | 0.747 | 30.09 | 3.94 | 0.269
You Tube 24.48 | 4.81 29.00 | 3.85
Website 24.73 | 4.49 29.87 | 4.05
Others 24.00 | 4.75 29.10 | 4.24
Ever had to caress with | Yes 25.25 [ 4.79 1 0.058 | 28.79 | 4.93 | 0.279
boy/girlfriend/partner No 24.23 | 4.75 29.33 | 4.23
Ever kissed thg Yes 26.34 | 4.46 | 0.000 | 29.98 | 3.95 | 0.067
boy/girlfriend/partner on the lips | No 24.13 | 4.68 29.08 | 4.41
Ever touched g Yes 26.54 | 5.34 | 0.007 |29.34 | 4.35|0.843
boy/girlfriend/partner's  genital| No 24.27 | 4.72 29.18 | 4.35
with a hand
Frequency of ever watchin Never 23.85 | 4.71 | 0.000 | 28.97 | 4.32 | 0.0070
pornographic films 1-2 times 24.97 | 4.46 29.79 | 3.93
3-4 times 26.44 | 6.45 28.66 | 5.23
O 5 times 26.87 | 4.10 30.93 | 4.46
Access to SRHR information No 1.9 0.3 |0.835 | 285 4.8 |0.245
Yes 1.8 0.3 29.2 4.3

7.3 QONCLUSION

This chapter focused on the SRiKRowledgeandbeliefs of early adolescents.highlighted

the extent to which early adolescents in Rwanda are knowledgeable about@QWiridl, their

SRHR knowledgewas foum to be low (<50%) on sexualitgnd contraceptive methods.

Participants also scored inadequately on condom knowlgddgé) and obtained the highest

score on HIV/AIDS knowledgé5%) These findings suggest that, for most early adolescents,
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SRHR knowledge ranged fropoor (score <50%fbo moderatgscore of 5879%) levels of
knowledge In contrastmostparticipanthad favourablattitudesowards sexual norms (score
>50%)and more gendezquitableattitudes (score >50%})he chapter also indicated that some
participant® s ewologichlcharacteristics were associated with their SRHR knowledge and
attitudes.Health promotion activities should be undertaken to enhance SRHR knowledge and
behaviours, with particular emphasis on domains withkoowledge:contraceptivenethods

and sexualityinterventions shouldonsidetthesociatecologicaffactors associated with SRHR
knowledge and attitudd his suggestusing a combination of strategies, including the use of
comprehensive sexuality education, youth corners and-yoettdly services, as well as social

media.
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CHAPTER EIGHT

RELATIONSHIP BETWEEN GENDER AND SEXUALITY KNOWLEDGE,
ATTITUDES AND SEXUAL EXPERIENCE

8.1INTRODUCTION
Findings in this chapter address the fifth objective of this research, which is to determine the
relationship between early adolescentsd gend

sexual experiences.

8.2RESULTS
8.21 Non-penetrative sexual experience

Participants reported various forms of nonpenetrative sexual experieantieipBnts have
commonly experienced holding hands (73.6%, n=787), hugging (58.6%, n=783), kissing on the
l'ips (13.3%, n=769), and caressing each othe
genitals, 23 of 757 (3%) participants indicated theyehave ver stroked their p
climax, and 20 of 779 (2.6%) participants indicated their partners have ever done so for the
participants. Touching the partnerdds genital
while 36 of 764 (4.7%) padipants indicated their partners have ever done so for them. Overall,

the findings show that 532 of 658 (80.9%) participants repoatgdof theseforms of
nonpenetrative sexual experienddsble 8.1). The factors associated with npanetrative

sexual experience without adjustment for other factors included ever use of a mobile phone
(OR: 1.6, 95%CI: 1.2.4); ever attendance of parties (OR: 9.9, 95%Ci42.4); ever drinking

alcohol (OR: 4.1, 95%CI1.6-10.3); ever use of internet (OR: 1.7, 95%Cl:-2.3); and the
fatherdéds primary and | ower -3.6)@Tabkead.R)iThe fogistice v e | (
regression model was fitted to assess the relationship between nonpenetrative sexual experience
and the covariates. The Hosnieameshowtest yielded a pvalue of 0.474, indicating no
statisticaly significant difference between observed and predicted values. This suggests that

the model provided an adequate fit to the dRisults from the adjusted logistic regression

model indicated that ever atidging parties where young people dance (AOR: 6.8, 95%Cl: 1.6

29.2); ever using the internet (AOR: 1.9, 95%CI:-3.3); and having a father with lower
education level (primary and lower: AOR=2.6, 95%CI:-3.8, and secondary: AOR=1.9,

95%CI: 1.03.8) werefactors associated with ngrenetrative sexual experien@éable8.2).
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8.22 Penetrative sexual experience

The results indicate that 36 of 773 (4.6%) participants have had vaginal intercourse, and 22 of
793 (2.7%) have had anal intercourse. In addition, 21 of 796 (2.6%) participants reported they
have ever had oral sex. Overall, 53 of 759 (7.0%) reported argtrpéve sexual experience

(oral, vaginal, anal penetration) (Tat8el). Without adjusting for other factors, the factors
associated with penetrative sexual experience included being a male (OR: 3.9, 95%6);2.0

ever attending parties where young plealance (OR: 3.2, 95%CI: 164), ever drink alcohol

(OR: 7.1, 95%ClI: 3.8.3.2), ever smoking a cigarette (OR:16.7, 95%CL4L3B), ever use of
cannabis (OR:57.9, 95%CI: 18186.3); and ever watching pornographic fiims (OR: 3.5,
95%CI: 1.96.4). In adition, participants whose none parent was alive (OR: 19.2, 95%¢€I: 4.9
74.4), whose perceived communication with the mother was difficult (OR: 3.4, 95%CI: 1.4
8.3), whose communication with brothers or sisters was perceived as difficult (OR: 2.6, 95%CI:
1.2-6.1) had higher odds of penetrative sexual experience. Additional factors associated with
penetrative sexual experience in the bivariate analysis include ever being forced to have sexual
intercourse (OR: 9.8, 95%CI: 51B.0) and ever being touched orivpte parts (OR: 4.8,
95%CI: 2.49.5). Nevertheless, never discussing sex matters with the father was associated with
reduced odds of penetrative sexual experience (OR: 0.3, 95%CQ0.7).{Table 8.2)
Concerninghe assumptions made during the samptirecessabout low sexual debut among

those with access (6%) and high sexual debut (18%) among those withoutwedessd that
participants accessing SRHR information were 2.1 times more likely to experience penetrative
sex than those without acc€g28% among those who access and 3.45% among those without
access)However, this difference was not statistically significant (OR=2.1, 95% Cl9.3,5
p=0.272. Thiscould be due téactors such asocial desirabilityThe logistic regression model

was fited to assess the factors associated with penetrative sexual experience. The Hosmer
Lemeshow test had ayalue of 0.473, indicatingo statistically significant difference between
observed and predicted valumsd suggesting that the model provided a good fit to the data.
The results from thenultivariate logistic regression model indicated that male participants
(AOR: 4.6, 95%Cl: 18-12.4), ever drinking alcohol (AOR: 3.5, 95%CI: -B4&), ever watching
pornography (& times, AOR: 7.5, 95%CL.63 4 . 9 ; O 5t i mels.0);beOR : 5.1
double orphan (AOR:17.8,95% CI=1197 0 . 2) ; di scussing sex matt e
(AOR=6.5, 95% CI= 1.23.2)and ever being forced to have sexual intercourse (AOR: 8.2,
95%Cl: 2.725.4)(Table8.2).
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Table 8.1: Sexual experience of early adolescents by sex

Sexual experience Gender
p_
Male Female All value
n % n % %

Non-penetrative experience
Hugging Yes 231 60.2 228 57.1 459 58.6 0.392

No 153 398 171 429 324 41.4

Total 384 100.0 399 100.0 783 100.0
Holding hands Yes 290 749 289 723 579 73.6  0.393

No 97 25.1 111 27.8 208 26.4

Total 387 100.0 400 100.0 787 100.0
Caressing each other's bodies Yes 63 164 31 78 94 12.1 <0.001

No 321 83.6 365 92.2 686 87.9

Total 384 100.0 396 100.0 780 100.0
Kissing a boy/girlfriend/partneron  yYes 61  15.9 41 10.6 102 13.3  0.030
the lips No 322 84.1 345 89.4 667 86.7

Total 383 100.0 386 100.0 769 100.0
Touching a boy/girlfriend/partner's Yes 27 71 7 1.8 34 4.4 <0.001
vagina/penis with a hand No 354 929 385 98.2 739 956

Total 381 100.0 392 100.0 773 100.0
Stroking a boy/girlfriend/partner's  Yes 18 4.9 5 1.3 23 3.0 0.004
vagina/penis so that she/he climaxe No 348 95.1 386 98.7 734 97.0

Total 366 100.0 391 100.0 757 100.0
His/her boy/girlfriend/partner ever Yes 26 6.8 10 2.6 36 4.7 0.006
touch her/his penis/vagina with her No 354 93.2 374 97.4 728 95.3
/his hand Total 380 100.0 384  100.0 764  100.0
His/her boy/girlfriend/partner ever Yes 16 4.2 4 1.0 20 2.6 0.006
stroke his/her penis/vaginasothat N 369 95.8 390 99.0 759 97.4
you climaxed Total 385 100.0 394  100.0 779  100.0
Prevalence ofny form ofnor Yes 262 819 270 799 532 809 0.516
penetrative sexual experience No 58 18.1 68 20.1 126 19.1

Total 320 100.0 338 100.0 658 100.0
Penetrative experience
Ever had oral sex Yes 18 46 3 07 21 2.6 0.001

No 373 954 402 99.3 775 97.4

Total 391 100.0 405 100.0 796 100.0
Ever had anal intercourse Yes 21 54 1 0.2 22 2.8 <0.001

No 369 946 402 99.8 771 97.2

Total 390 100.0 403 100.0 793 100.0
Ever had vaginal intercourse with  yes 26 6.9 10 25 36 4.7 0.004
anyone No 353 93.1 384 975 737 95.3

Total 379 100.0 394 100.0 773 100.0
Prevalence of penetrative sexual Yes 41 11.1 12 3.1 53 7.0 <0.001
experience No 330 88.9 376 96.9 706 93.0

Total 371 100.0 388 100.0 759 100.0
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Table 8.2: Bivariate and multivariate logistic regression

sexual experience and sociacological covariates

analysis between participants'

Non-penetrative sexual experience

Penetrative sexual experience

Variable Categories | COR (95%Cl), p | AOR (95%Cl), p COR (95%Cl), p AOR (95%Cl), p
value value value value
Individual
level
School Rural 1 1
location Urban 1.1(0.#1.5), 0.797 0.5(0.31.0), 0.057
Sex Female 1 1 1
Male 1.1(0.#1.7),0.516 3.9 (2.67.5), <0.001 | 4.6(1.812.4), 0.002
Age inyears | 12 1 1
13 0.8(0.51.6), 0.701 0.5(0.21.3),0.164
14 1.1(0.61.9), 0.864 0.8(0.41.9),0.779
Type of | Public 1 1
school Private 0.9(0.61.3), 0.639 1.7 (.9 3.0), 0.060
Grade Senior 1 1 1
Senior 2 0.7(0.51.1) 0.6 (0.31.2),0.210
Religion Catholic 1 1
Protestant 1.0(0.#1.6), 0.939 0.5(.21.0), 0.053
Others 0.8(0.41.4), 0.369 0.7 (0.31.6), 0.499
Ever used g Yes 1 1 1
mobile No 0.6(0.40.9), 0.023| 1.0(0.6-1.8), 0.999 | 1.0 (0.51.8), 0.970
phone&
Ever attend No 1 1 1 1
parties wherg Yes 9.9(2.441.1), 6.8 (1.629.2), 0.010| 3.2 (1.66.4), 0.001 0.9(0.33.0), 0.982
young people 0.002
dance
Ever drink | No 1 1 1 1
alcohol Yes 4.1(1.610.3), 1.9(0.65.8), 0.217 | 7.1 (3.813.2), <0.001 | 3.5(1.48.8), 0.008
0.003
Ever smoked No 1 1 1
cigarette Yes omitted 16.7 (6.344.3), <0.001] 2.4(0.319.5), 0.415
use of| No 1 1 1
cannabis Yes 3.2(0.425.2), 57.9(18.0186.3), 5.1(0.738.8), 0.111
0.253 <0.001
Ever used No 1 1 1
internet Yes 1.7(1.22.5),0.010{ 1.9 (1.33.3),0.023 | 1.1 (0.61.9), 0.722
Ever searche( No 1 1
SRH Yes 1.4(0.82.2), 0.154 0.7 (0.31.4), 0.292
information
on the internet
Internet appq Facebook 1 1
ever used You Tube 0.9(0.42.2), 0.955 1.8 (0.6 5.6), 0.263
Website 1.1(0.42.5), 0.850 0.3 (.042.7), 0.301
Others 0.9(0.32.6), 0.865 1.2 (0.26.2), 0.785
Frequency ofl Never 1 1 1
ever watching| 1-2 times 1.6(0.92.8), 0.062 2.4 (1.24.9),0.012 1.9(0.75.4), 0.193
pornographic | 3-4 times 1 10.1 (3.529.0), <0.001] 7.5(1.634.9), 0.010
films O 5 tinl 4.7 (2.010.9), <0.001 | 5.1(1.715.0), 0.003
Family level
Parents ard Noneis alive | 1 19.2 (4.974.4), <0.001] 17.8(1.9170.2),0.013
alive One parent ig 0.8(0.41.6), 0.667 1.7 (0.74.11), 0.185 | 2.6(0.88.5),0.118

alive

Both parents
are alive

1

1
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Non-penetrative sexual experience

Penetrative sexual experience

Variable Categories | COR (95%Cl), p | AOR (95%Cl), p COR (95%Cl), p AOR (95%Cl), p
value value value value
Living with | None parent | 0.5(0.21.2), 0.115 2.6 (0.88.0), 0.090
parents One parent | 1.1(0.61.7), 0.835 1.2 (0.62.6), 0.497
Both parents | 1 1
Perceived (Very)easy |1 1
difficulty in | Average 0.8(0.51.5), 0.640 0.9 (0.42.5), 0.953
communicatin| (very) 1.8(0.93.4), 0.088 1.4 (0.63.5), 0.446
g with the| difficult
father Do not see 1.0(0.52.1),0.088 2.1(0.85.4), 0.141
him
Perceived (Very)easy |1 1 1
difficulty in | Average 0.8(0.51.6), 0.640 1.7 (0.74.4), 0.236 1.5(0.45.9), 0.535
communicatin| (very) 4.0 (0.916.9), 3.4 (1.48.3), 0.006 2.7(0.88.8),0.101
g with the| difficult 0.059
mother Do not see he| 0.7(0.22.6), 0.610 1 1.1(0.:14.8), 0.955
Perceived (Very)easy |1 1 1
difficulty in | Average 0.5(0.31.0), 0.051 1.4 (0.53.6), 0.529 1.5 (0.45.5), 0.535
communicatin| (very) 1.0(0.52.2), 0.942 2.6(1.2-6.1), 0.020 2.7 (0.88.7), 0.101
g with | difficult

brothers or
sisters

Do not see
them

0.5(0.21.5), 0.242

3.2 (0.811.4), 0.077

1.1(0.0714.8), 0.955

Fat her ¢ Primary & 1.9(1.23.5), 0.025| 2.6 (1.45.0), 0.003 | 2.0 (0.66.2), 0.230
of education | lower
TVET 0.9(0.41.9), 0.854| 1.4 (0.63.1), 0.389 | 0.8 (0.24.7), 0.853
Secondary 1.4(0.#2.6), 0.255| 1.9 (1.63.8), 0.039 | 2.6 (0.88.3), 0.090
Higher 1 1 1
Mot her ¢ Primary or| 0.9(0.51.6), 0.727 0.8 (0.31.9) 0.650
level of | lower
education TVET 0.9(0.42.4), 0.930 1.8 (0.65.1), 0.220
Secondary 0.8(0.41.6), 0.578 0.4 (0.31.3),0.136
Higher 1 1
Has brotherg Yes 1 1
or sisters No 2.0(0.66.8), 0.254 0.9 (0.24.2), 0.966
Ever Often 0.6(0.31.2), 0.121 3.5(1.58.2), 0.004 6.5(1.823.2), 0.004
discussed se) Occasionally | 0.8(0.51.3), 0.385 1.9(1.0-3.6), 0046 1.7(0.74.3), 0.202
matters with| Never 1 1 1
the father
Ever Often 1 1
discussed sej Occasionally | 1.2(0.#1.8), 0.528 0.6(0.31.4), 0.221
matters with| Never 1.2(0.%1.9), 0.456 1.6 (0.83.2), 0.188
the mother
Ever Often 1 1
discussed sej Occasionally | 0.7(0.31.5), 0.417 1.2 (0.43.3), 0.775
matters  with| Never 0.6(0.31.3), 0.201 0.9 (0.42.5),0.931
brothers  or|
sisters
Community
level
Economic Poor 1 1
status (Category 1
2)
Well-off 1.4(0.82.1), 0.163 0.7 (0.41.4), 0.370
(Category 3
4)
Do not know | 1.3(0.72.4), 0.370 2.3 (1.34.6), 0.019
No 1 1
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Non-penetrative sexual experience

Penetrative sexual experience

Variable Categories | COR (95%Cl), p | AOR (95%Cl), p COR (95%Cl), p AOR (95%Cl), p
value value value value

Access to| Yes 1.2(0.62.5), 0.542 2.2 (0.59.3), 0.284

SRHR

information

Ever been No 1 1

forced to haveg Yes 2.5(0.97.3), 0.079 9.8 (5.219.0), <0.001 | 8.2(2.%25.4), <0.001

sexual

intercourse

Ever touched No 1 1

on private| Yes 1.8(0.74.4),0.183 4.8 (2.49.5), <0.001 | 0.8(0.22.9), 0.736

parts (breast

etc.) without

their

willingness

*COR: crude odds ratio; AOR: adjusted odds ratio

8.23 Relationship between gender and sexuality knowledge, attitudes and sexual

experience

The findings also indicated that nonital (nonpenetrative) (p<0.001) and coital (penetrative)

experiences (p=0.007) were associated with higher scores on the participants' knowledge about

condoms as compared to others. Similarly, -nomal (p<0.001) ad coital experience

(p=0.001) were associated with higher scores on attitudes towards sexual nadditidm,

the nonc

oital

experience

wa s

signi fi

cantly

attitudes towards gender as compared to others@P£p In contrast, participants with coital

experience scored significantly lower as compared to others on their knowledge about

HIV/AIDS and other sexually transmitted diseases (p=0.019). Participants' scores were not

statistically different for the renrdng domains of SRHR knowledg&dble8.4).

Table 8.3: Gender and sexuality knowledge, attitudes and sexual experience of early

adolescents

asso

SRH knowledge and beliefs Sexual experience
Nonpenetrative sexual| Penetrative sexual
experience experience
Domain Minimum | Maximum | No Yes p-value | No Yes p-value
score score
Knowledge 0 6 267 |291 |0.078 |283 |297 |0.490
about sexuality
Knowledge of| O 12 457 |5.06 |0.060 |4.92 |5.22 |0.408
contraceptive
methods
Knowledge 0 14 5.88 |7.38 |<0.001 |7.06 |8.20 |0.007
about condom
Knowledge 0 13 825 |8.33 |0.743 |843 |7.60 |0.019
about
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HIV/AIDS and
STDs

Attitudes 10 40 27.18 | 29.67 | <0.001 | 29.14 | 29.69 | 0.409
towards gende
Attitudes 9 36 21.43 | 25.02 | <0.001 | 24.20 | 26.4 | 0.001

towards sexua
norms

8.3 CONCLUSION

A high proportion of participants were engaged inperetrative sexuaixperience, and a non

negligible proportion reportegenetrative sexuaxperienceSome sociakcological factors

were associated with sexual experiefe.r mi s si v e

nonpenetrative sexual experiences. There is a need to consider multiple levels of the social

ecol ogi cal escents

envi

ronment

knowledge, attitudeand sexual experience.
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CHAPTER NINE

EARLY ADOLESCENTSO0 SEXUAL BEHAVI OURS AND HE

9.1INTRODUCTION

This chapter provides the findings on early
outcomes. By doing this, we respond to the sixth objective of our resead#tetaine the
relationship between early adolescentsd gend
and specific health outcomes. This was achieved by analysing data from the survey on health
outcomes and conducting qualitative interviews (FGD#) thie study participants, as specified

in Chapter 3.

9.2RESULTS
9.2.1 Quantitative findings

9.2.1.1 Sexual behaviours of early adolescents

The results on sexual behaviours of early adolescents indicate that 297 (36.6%) have ever used
a contraceptive method, with 55.7% (n=142) who practised periodic abstinence while 20%
(n=51) used condoms. This proportion of lifetime users of contraceptive methods includes 17%
of girls (n=138) and 19.6% of boys (n=159). Early adolescents have also used other methods,
including withdrawal (5.5%), pills (1.9%), emergency contraceptive (iil6%), and injections

1.8%). Concerning being in relationships, 245 of 788 (31% reported ever having a boyfriend,
girlfriend or partner. The mean age of the partner was 13.8+1.9, and girls had a significantly
older partner (14.6+1.7 versus 13.3+1.3) paned to boys (p<0.001). Nearly five per cent
(n=39) of 783 patrticipants reported ever being attracted to people of the same sex, and 60 of
750 participants (8%) reported ever being forced to have sexual intercourse against their will.
The average numbef sexual partners for the 28 participants wast2.97 and 62 out of 739
participants (8.4%) reported ever being touched on private parts unwillingly, but this rarely
happened for 23 participants (57.5%, n=40), sometimes for 9 participants (22.5%, r&40) an
often for eight participants (20%, n=40).

Concerning sexual intercourse in exchange for money or any other gift, 32 ¢#.5%8)
reported 6yesb6 to this question, and 25 of
money or gifts for sexual intercourse. Three of 12 participants (25%) indicated that they never
did anything to avoid pregnancy during sexual intercourse, whilerg¢h®ining nine

participants indicated using condoms (n=5) and pills (n=4).
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Concerning regretting having intercourse, eight of them (61.5%) did not regret while five

(38.5%) regretted having intercourse. Participants reported on thetirfiessexual intercourse
(n=13) and said they forced (n=2), persuaded (n=2), the partreerapled (n=2), they forced

(n=4), and both willing (n=3). In addition, their first sex partner was-inbmate

(stranger/relative/another person, one nightstand or commercial sex), seven participants (n=10),

while three of these ten participants indicatiht the first sex partner was intimate
(boy/girlfriend). Four boys reported that the mean age for their first sex partner was212.75

years, and girls did not report anything on this question. The mean age for six participants at

the first sexual intercourse was 12000 in general, 1249.9 for boys and 11#®.7 for girls.

Concerning ever discussing contraception before or after their sexual intercourse, participants

(n=13) reported never (n=5), before first intercourse (n=5) and after first intercourse (n=3).

Concerning t

he

partici pant s @15 pdrtiaipasts (T0b%0)

sexu

reported waiting until marriage, 148 participants (20.7%) reported waiting for engagement, 55

participants (7.7%) waiting for someone they love, and 8 participants (1.1%) plan to have sexual

intercourse when an opportunity comésg.

About experiencing any pressure to have sexual intercourse, 661 of 711 participants (92.9%)

reported no pressure, while 35 of them (4.9%) reported little pressure, but 15 participants (2.1%)

indicated a great deal of pressure. The sources of pressuréedepgrparticipants (n=33)
include friends (57.5%), partners/special friends (18.2%), others (18.2%) and relatives (6.1%).

Concerning sexual intercourse as a good experience, 50 of 656 participants (7.6%) reported that

sexual intercourse could be a positive experience, including a significantly higher proportion

of boys compared to girls. (6.4%, n=42 versus 1.2%, n=8), p<QTatie9.1).

Table9.1:Early adol escent sd ofpaxticipaits behavi our s
Variables Total Sex
Categories Frequency | Percent | Male Female p-
N(%) N(%) value
Have you ever used any of tl Pil 5 1.96 0 (0.00) 5 (1.96) <0.001
. _ Injection 4 1.57 0 (0.00) 4 (1.57)
t t thods? (n=255
contraceptive methods? (n=255) Condom 51 2000 | 38 (14.90) | 13 (5.10)
Emergency 4 1.57 0 (0.00) 4 (1.57)
contraceptive Pills
Withdrawal 14 5.49 7 (2.75) 7 (2.75)
Periodic abstinence 142 55.69 65 (25.49) | 77 (30.20)
Other 35 13.73 14 (5.49) | 21 (8.24)
Do you have or have you ever had Yes 245 31.09 130 115 0.163
. . B (16.50) (14.59)
girl/boyfriend/partner (n=788) NG 513 68.91 559 584
(32.87) (36.04)
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How old wasl/is youl| M £SD 13.8#1.94 13.21+1.30| 14.60+1.78| <0.001
boy/girlfriend/partner? (n=223)
How many people have you haéxual| M £SD 2.5+1.97 2.66+1.71 | 2.2+2.44 0.558
intercourse with? (n=28)
Some young people/females are touc| Yes 62 8.39 29(3.92) | 33(4.47) | 0.888
No 677 91.61 323 354
on the breast or some other part of (43.71) (47.90)
body when they do not want to be, by
stranger, a relative or an older pers
Has this ever happened to you? (n=73
Frequency of being touched unwilling| Often 8 20.0 4(10.00) | 4(10.00) | 0.374
(n=40) Sometimes 9 225 2 (5.00) 7 (17.50)
Rarely 23 57.5 11 (27.50) | 12(30.00)
Some young people pay money or gift§ Yes 32 4.5 21(2.92) | 11(1.53) | 0.050
: No 687 95.5 329 358
exchange for sexual intercourse. Has 1 (45.76) (49.79)
ever happened to you? (n=719)
Some people receive money or gifts| Yes 25 5.54 14 (3.10) 11 (2.44) | 0.308
: No 426 94.46 194 232
exchange fosexual intercourse. Has th (43.02) (51.44)
ever happened to you? (n=451)
Did you or the sexual partner do anythi Always 4 33.33 2(16.67) | 2(16.67) | 0.091
. . | Sometimes 5 41.67 1(8.33) 4 (33.33)
t d th
0 avoid pregnancy on these occasio Never 3 25.00 3(25.00) | 0(0.00)
IF YES, Always orsometimes? (n=12)
What method was used the last time y Condom 5 55.56 1(11.11) | 4(44.44) | 0.343
had sexual intercourse? (n=9) Pil 4 44.44 2(22.22) |2(222)
Did you regret having intercourse th Yes, regretted 5 38.46 4 (30.77) 1(7.69) 0.279
first time? (n=13) No, not regretted 8 61.54 4 (30.77) | 4(30.77)
Think back to the first time you had s| (a)l forced 2 15.38 1 (7.69) 1(7.69) 0.513
with your boy/girlfriend/partner | mean (b)! persuaded 2 1538 2(15.38) | 0(0.00)
) . . ) (c)Helshepersuaded 2 15.38 1(7.69) 1(7.69)
the first time that the penis was in " (q)He/she forced 4 30.77 | 1(7.69) | 3(23.08)
vagina (n=13) (e) Both willing 3 23.08 2(15.38) | 1(7.69)
First sex partner (n=10) Norrintimate 7 70.00 3(30.00) | 4(40.00) | 0.091
Intimate(boy/girlfriend)| 3 30.00 3(30.00) | 0(0.00)
How old was the first person you hi M +SD 12.75+2.5 12.75+2.5 | - (n=0) -
sexual intercourse with? (n=4)
How old were you the first time you hg M +SD 12.0t0.89 12.2540.95| 11.5+0.70 | 0.391
sex? (n=6)
Did you ever discuss contraception w| Before first intercourse| 5 38.46 4 (30.77) 1(7.69) 0.144
e : After first intercourse | 3 23.08 2 (15.38) 1(7.69)
boy/girlfrien® IF YES Did I
your boyigirtinen 4 YU Never 5 3846 | 1(7.69) | 4(30.77)
discuss contraception before or after y
first had intercourse? (n=13)
Wait until marriage 504 70.49 239 265 <0.001
(33.43) (37.06)
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Plans about sexual intercourse. Which Wait until | am engageq 148 20.70 64 (8.95) 84 (11.75)
these statements best describes your to b.e marrig d -
Wait until | find | 55 7.69 38 (5.31) 17 (2.38)
(n=715)? someone | love
Have sexual intercours| 8 1.12 8 (1.12) 0 (0.00)
when an opportunity
comes along
Do you feel any pressure from others| A great deal 15 2.11 10(1.41) | 5(0.70) 0.284
. A little 35 4.92 19 (2.67) | 16 (2.25)
?
have sexual intercourse? IF YES, A gr None 661 9297 317 344
deal or a little? (n=711) (44.59) (48.38)
From whom do you feel pressure? (n=] Friends 19 57.58 11(33.33) | 8(24.24) | 0.134
Relatives 2 6.06 0 (0.00) 2 (6.06)
Partner/special friend | 6 18.18 5 (15.15) 1(3.03)
Other 6 18.18 2 (6.06) 4 (12.12)
Do you think that sexual intercour{ Yes 50 7.62 42 (6.40) | 8(1.22) <0.001
o . No 606 92.38 279 327
? =65/
could be a positive experience? (n=65 (42.53) (49.85)

9.2.1.2 Health outcomes of early adolescents

Concerning the participants' health outcomes, four of 311 boys (1.3%) reported having ever

made a girl/’woman pregnant, and nearly 88% responded that they never made a woman/girl

pregnant, while 35 participants (11.3% were not sure). On the other hanadftioa&21 girls

reported ever pregnancy, while 31 of them (9.7%) were not sure. Nearly 31% of the 706

participants reported ever testing for HIV, and nearly 3% of 720 participants reported ever

having a sexually transmitted disease (T&k.

Table 9.2: Health outcomesamong early adolescents

Items Categories Frequency Per cent
Have you ever made | Yes 4 1.3
girl or woman pregnan Never 272 87.5
(For boys only) (n=311)| Not sure 35 11.3
Have you ever bee| Yes 0 0.0
pregnant (for girls only] Never 290 90.3
(n=321) Not sure 31 9.7
Have you ever done g Yes 218 30.9
HIV test (n=706) No 488 69.1
Have you ever had | Yes 21 29
sexually transmitteq No 699 97.1
disease (n=720)
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9.2.1.3Association between SRHR knowledge, beliefs and health outcomes

The assessment of participantsdo SRHR knowl ed
Table9.3. The results indicated significantly higher scores on the knowledge about sexuality
ever doing an HIV/AIDS test (3.1+1.4, p=0.001) as compared to others. For the knowledge of
contraceptive methods, significantly higher scores were obtained by participeneer did

an HIV test (5.3+£2.1) as compared to others (4.7+2.1, p=0.014). In addition, participants who
ever had an HIV test significantly scored higloar knowledge about condoms (7.7+2.2) as
compared to those who had not tested for HIV (6.8+2.6), p<0.001. Concerning participants'
attitudes towards gender, those who had ever done an HIV test (29.8+3.8, p=0.036) scored
significantly higher as compareddthers. Finally, participants' attitudes towards sexual norms
indicated that there were significantly higher scores (p<0.001) for those who ever did an HIV
test (25.4+4.8) compared to the remaining ones (23.9+4.6). Other associations between
participantsSRHR knowledge, beliefs and health outcomes were not statistically significant,
and no association test was conducted between domains of SRHR knowledge and ever
impregnating a girl/woman due to low frequency. Similarly, #ssentiato note that we did

not test the association between being pregnant and participants' SRHR knowledge and beliefs

because no single participant reported this outcome.

Table 9.3: Rel ati onship between early adolescent s

outcomes
Health outcomes
Knowledge Ever done an HIV test Ever had a sexually transmitted dise
domain (mean+SD) (mean+SD)
Yes No p Yes No p
Knowledge about 3.1+1.4 2.7£1.3 0.001 2.8+1.1 2.8£1.3 0.895
sexuality (06)
Knowledge of 5.3£2.1 4.7+2.1 0.014 4.7+2.4 49+2.1 0.750
contraceptive
methods (6L3)
Knowledge about 7.7+2.2 6.8+2.6 <0.001 7.412.4 7.1+2.5 0.676
condoms (614)
Knowledge about 8.4+2.1 8.3+2.1 0.614 7.812.1 8.3t2.1 0.275
HIV/AIDS and
STDs
Attitudes towards 29.8+3.8 29.1+4.4 0.036 28.8+4.4 29.3+4.3 0.666
gender (1640)
Attitudes towards 25.4+4.8 23.9+4.6 <0.001 25.445.7 24.4+4.7 0.335
sexual normg9-
36)

150



9.2.2Influence of SRHR information and knowledge and beliefs on early adolescents'

sexual and reproductive health outcomes: qualitative findings

Through the focus group discussions, we asked participantslifferent kinds of information

from various sources contribute to their SRHR knowledge and how they affect their behaviours
and health outcomes. The findinggate to the risks associated with accessing inappropriate
information, the consequences of misbehaving, the adoption of healthy behanduiaising
early adol escent sasserdiabexuabanderepoductivedenlth issuesme

9.2.2.1 Access to inappropriate SRHR information and misinformation

Participants highlighted the risks associated with inappropriate information from some sources,
such as the internet, where some of them access pornography. Thehats@ae information

was dangerous and could lead to temptations. They said that they would avoid watching

pornography rather than being pregnant because of watching it.

AWatching pornographic films is very dangerous because you may be tempted into sexual

intercourse without thinking and deciding aboutdéa ( FGD 2)

Al have never watched pornography and will never do it because peers say it has nothing
good. It is not appropriate to watch it with a boy because | may be tempted to have sex
with him, and this may result in an unplanned pregnancy. | would avoid pornggraph

rather than @€@Dl®)g pregnant . 0

Participants indicated th#ée risks of misinformation were high and noted tihaly needed
reliable information, that the risks were also extant, and that wrong information could

negatively affect them.

fWe need reliable information to protect ourselves. However, some people may give us

information which is not true (BGDB) whi ch ma

Participants indicated that the internet provides them with information they do not request,

which is inappropriate and kills their minds.

fiSometimes, the internet gives us the information we did not request. For example, you may
search for reproductive health information, and it gives you pornographic images and
videos which you cannot get rid of immediately. This kills our minds becausayngem
tempted to do what we watch in these fdrfSsGD 6)
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Furthermore, accessing inappropriate information from the internet creates risks for practising

what they watched, like sexual activity.

fiThere are times when you go to the internet and see naked boys and girls, or you find your
elder sister/brother watching them. You also watch that sexual activity. Back to school, you
start dating a girl and requeEGDb7/ng her t

Some participants said they choose not to use the internet to protect their minds and avoid

temptations from its use.

Al do not use the internet to protect my mind and avoid the temptations of having sex. It may
cause me to try what | watch, which may result in an unplanned pregnancy and other

sexually tran@EeblB8)t ed di seases. 0

9.2.2.2 Consequences of inappropriate behaviours
Participants discussed the consequences of inappropriate behaviours, including early

pregnancy, school dropout and poverty.

AUnsafe sexual intercourse may lead to pregnancy, school dropout and poverty. The parents'
resources spent on schooling become null, and other children laugh at you because you
did not hear your parents' advice of abstaining from sex and other bad belgviour
Drinking alcohol is risky and leads to inappropriate behaviours. Parents advise us not to
drink alcohol, and we should follow their advice. We cannot drink alcohol from the
parental advice, and we stop relationships between people who want us ta dirinko h o |
(FGD 4)

Participants noted that knowing the consequences of inappropriate behaviours allows them to

avoid these behaviours and protect them against these consequences.

fiNo single boy can indulge me in sex because | have learnt about protecting myself. | cannot
accept early sexual activity because | am very aware of its consequences, including leaving
me alone and a lack of adequate capacity and parenting skills. | carergrehe
consequences when | am aware of them. | can manage peer pressure and avoid its

consequences because(FGDM)Jas taught about

fWhen we hear about the consequences of misbehaving, we try to avoid the pathways that

0]

0

t

h

l ead to those conseqy&Ebdes and |ive a bett
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9.2.2.3 Adopting healthy behaviours

Participants discussed how received information shaped their behaviours and helped them to
adopt healthy ones. Theselude avoidance of unsafe sexual intercourse and the prevention of
early pregnancy because they are still too young to get pregnant, give birth to children and care
for them. They tell them to wait until they become adult people. They include hygiacices

about the appropriate use of pads, cutting hair in private parts, washing underwear, and creating
safe relationships with peers. They indicated that information helps them to run away from bad
friends, those with bad influences related to sexuakdourse and drug use, and those who
want sex in exchange for gifts. They indicated refusing these gifts because they may be a way

to unplanned sexual intercourse.

fiThat is why they tell us to avoid early sexual activity. We are still young and are not able
to build a family. That is why they tell us to wait until we are grown, to focus on schooling

unt il its end a(R@Gl1l%¥)ecure our future.o

Al't gave me knowledge about how a girl beh:

to use sa(GD&ry pads. o

AA grown person must be hygienic by cutting hair, washing underwear, avoiding those who

mi sl ead him/ her an@GDHBvi ng good friends. o

fiBad friends lead us into bad behaviours, and we should avoid bad peer influences related
to sexual intercourse and drug use. Bad friends want sex and might give us gifts to have

sex, and they leave you alone when you tell them you are pregpant( FGD 1 1)

ASome girls misguide others and tell them t
have money. We need to avoid this, know bad friends who can lead us into sex, and avoid
suchfriends 6 ( FGD 11)

Al avoid meeting unnecessary needs such as shoes and other gifts from men who want sex in
exchange. Some peers may tell me to accept these gifts as they do. They have sex after

receiving these gifts,(FGhil)ch they al so wan

Participants noted that SRHR information gives them a sense of responsibility for their

behaviours.

Al't gives me a sense of responsibility and
as liking gifts, drinking alcohol and other drugs, temptations of all kinds, which is not
g o o (FGID 10)
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In addition, participants highlighted that they use the received information to avoid sexual

vi ol ence, touching peoplebs private parts u
girls. They indicated that they prevent sexual violence by not vidiignds in a private place

and believe that those who are not aware may suffer the dangers and may not be rescued from
violence. Furthermore, participants indicated that girdphysically weak to resist coerced sex

and should not visit boys in privatéapes.

Al use the information | receive to avoid sexual violence. | teach my colleagues about
avoiding sexual violence and unwanted touching on them, and using a condom before any

sexual i nEGBAYourse. O

fiMy father told me it is not good to date girls because | am still young. You may tell her that
you like her and suggest having sex, which she might probably immediately abeept.
may result in an unplanned pregnancy or sexually transmitted infection. | need to abstain

from early sexual activityrGpalg wait until

fiParents warn us about people who invite you to visit them tonight in private places.
However, uninformed adolescents accept such invitations, and the consequences are
enormous: rape and violence. Informed people shout for rescue, and such people are

arrese d . | f not i nfor med, you may have an un

(FGD 6)

AGirls are physically weak, and boys are stronger than girls. A visit to a boy who lives alone
may result in coerced sex, early pregnancy, and sexually transmitted diseases. The
consequences are many. Therefore, we do not accept visiting boys who livenalone
ghet t(RFG®S$). 0

Furthermore, participants indicated that they receive information about being satisfied with

what their parents offer them within their capabilities, which helps them to live safe health.

fAiThey tell us to avoid people who misguide us and want to give us gifts and money. We must
be satisfied with what parents give us within their capabilities and accept ourselves and
the way (R@P12) i ve. 0O

In addition, participants revealed that the information received helps them to foster their
decisionmaking about sexual and reproductive health and show parents that they give value to
their advice and take it seriously. It also allowed them to decidlestain from sex and to wait

for marriage to have sexual intercourse.
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fWe need to think thoroughly about everything we do and its consequences. We also think
about the parental advice we received and how they may feel when | did not respect their
advice. What will brothers and sisters and friends say? They may take me aasarhe
did not hear them and did #6012t ake their i

fil decided to abstain from sex and wait for marriagetobaxgali nt er cour se. 0 ( F

Participants further highlighted that early
may be subject to family rejection, especially when they fall pregnant after being warned by

their parents.

AThe information allows wus to think first
from them. Girls may face early pregnancy and subsequently rejection by family members
because of not valuing parental advice. We learn we can use condoms or empiiigency
to prevent(FGDrldgnancy. 0O

Furthermore, participants revealed that SRHR knowledge gives them opportunities to change
their behaviours and that uninformed ones can be easily misled and cannot resist temptations.
They noted that SRHR information helps them escape temptations ancha&imi
misinformation, analyse information from various sour@x rely on what is trustworthy

They indicated that informing them changes their lives.

Al use this information to change my future behaviour. | can reject any solicitation from
different people. | can be misled anywhere in drug use or early sexual activity when | am
notinformed 6 ( FGD 2)

fiSome boys want to misguide us with their gifts of money and mobile phones. Adolescents
who are not welinformed are easily tempted to accept these gifts and have to pay them
back through sexual intercourse. Those who are-iw@®kmed can reject those tgffrom
people other than their par gfGD8) because co

1]

The information helps me to run away from

The information we receive changes our | iv

5t

peerinfluence 6 ( FGD 3)

filt allows us not to trust everyone, to rely on what we are very sure of from parents,

schoolteachers an@G2pvernment figures.o
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In addition, female participants revealed that SRHR information allows them to protect
themselves against boys' false declarations about love, temptations and traps of going out with
people of the opposite sex and drinking alcohol. It allows them to figdeéhé preferences of

their peers and choose among those they can benefit from.

At protects us against false statements of love, various temptations and traps that may result
in rape, and early and unplanned sexual ac
love are true while they are not. Their [boys] traps include going oth wWiem and
drinking alcohol. They aim to have sexual intercourse. We can identify the preferences of

our peers and choogE€DYPhose that benefit wus

Participants indicated that the information they receive helps them to change their behaviours
about using social media by avoiding watching pornography and sending images of sexual
activity. They indicatedhat it helps them regulate their behaviours with peers, keep their
distance when necessaandlearnhow to behave appropriately. The acquired knowledge helps
them to avoid sexual intercourse and makes them aware of their bodies. They, therefore,

consider developmental changes as normal when they.occur

fiThe information helps us to change behaviours, particularly on the use of social media. We
avoid watching sexual activity and sending images of sexual activity and human trafficking.
It teaches us how to regulate behaviours with boys and keep our distaverels them

and seHlrespect. The knowledge helps us to avoid sexual intercourse, be aware of body

changes, and abstain fromses ( FGD 9)

filt helps me to abstain from early sexual activity, knowing my body changes and abstain

from (BGDR). 0

flnformation gives me knowledge about what is happening to me and how to behave

appropr(RGBBel y. o

Al take wet dreams as nor mal b(EGDeby s e | have
They said they should not be surprised by the occurrence of developmental changes, and girls
specifically need to knowreciselywhen they should expect their periods to be prepared and

prevent unplanned pregnancy. They also indicated that girls need to learn that they have grown

and can be pregnant if they have unprotected sex and learn to be careful in their relationships

with boys.
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fiBeing informed is good and very important. Teen girls should be curious to know more
about periods and their implications. She does not have to be surprised by seeing them
happening and should know when to expect them and prevent unplanned pregnancies.
Whe her ever had periods or not, (FGD&Shoul d b

AWhen | was around 112, my mum told me | was growing and my body was changing. She
saidthat | should be careful in my relationships with boys because | need to know when

my period is and prevent unplanned pregnan

They revealed that being informed gives them more confidence and positive feelings about
sexual and reproductive health because they have adequate knowledge and can prevent the

consequences related to the lack of information.

Alt gives more confidence and positive feel
and means for prevention compGr2ed to those

According to the participants, they learn to avoid unprotected sex, which may result in diseases
and unplanned pregnancy, use a condom to prevent HIV and other sexually transmitted
infections and get circumcised. They believe all of this is beneficiaheo sexual and

reproductive health.

Al received information that unprotected sex may result in diseases. My parent advised me
to use a condom to prevent HIV and sexually transmitted infections. | was also asked to go

for circumcision, which is beneficial for my sexual and reproductive hedBGD 7)

Participants also indicated that SRHR information makes them grow and allows them to advise

their peers about good conduct and the consequences of inappropriate behaviours.

&The information | receive has made me an old person. It also allows us to advise peers
about what we learn on not having sexual activity and teach them about the possible
consequences of early sexual activity, including early pregnancy, HIV/AIDS, and other

sexually transmitted infectionsdo ( FGD 7))

9.2.2.4 Raising SRHR awareness

Participants noted that SRHR information raises their awareness related to sexual and
reproductive health issues such as menstruation, pregnancy, HIV/AIDS and other sexually
transmitted infections. They believe that information is to make them awaket shethatart

thinking like adult people.

157



filt helped me to be aware of HIV/AIDS and other sexually transmitted diseases and various
ways of preventing them. | know that the only way to prevent them is avoiding sexual
i nter c(BGDr5s e . 0

AParents give us information and want us t
adul((FGD.8)Y

They think that information allows them to be aware of the consequences, think deeply about

them and act appropriately to prevent them.

fiMany girls fell pregnant during the COVAIDO lockdown, and many others got HIV/AIDS.
It is important to prevent them because they have sexual intercourse witkhaetim
thinking. They would have avoided them if they knew and thought deeply before gngagin
in sexua(FGm8& ti vity. o

SRHR information also contributed to partici
with having sexual intercourse with an HIV/AIB&fected person and the benefits of

circumcision.

A(é) For example, we are aware of condoms;
with an HIV/AIDSpositive person and the benefits of circumcision. All of this allows me

to i mprove my sexual(FGbnd reproductive heal

They also noted that the information allows them to seek further information to respond to other
guestions about sexual and reproductive health.

AThe information we obtain gives usS more ne
more knowledge and makes us able to respond to many questions related to sexual and
reproduct (F@@29 heal t h. o

9.3 CONCLUSION

This study provides an overview of sexual behaviours among early adolescents and the linkage
between these behaviouasadtheir health outcomes in Rwanda. The study found that early
adolescents report a lifetime use of contraceptive methods, mainly abstinence and condoms.
Some participants also reported relationships with a boy/girlfriend or other partners. The study
also irdicated that some patrticipants are touched unwillingly either often, sometimes or rarely
on private partsandthefirst sex happened ostly with a noAntimate partner and by force.
These findings suggetite experience of child sexual abuse among particip&ume other

participants also report paying or receiving money in exchange for sexual activity. Participants
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also never discuss contraception or discuss it after first intercourse. However, the majority of

participants indicated not regretting having their first intercourse.

Furthermore, some participants report pressure to have sex, mainly from their friends.
Participants also plan to wait for their marriage for first sexual intercourse, and some others
believe sexual intercourse might be a positive one. Testing for HIVsxciased with the
participantsdé knowledge about sexwuality, cor
towards gender and sexual norms. Impregnating a girl/woman was associated with knowledge
about HIV/AIDS, sexuality and attitudes towards gendibese findings complement those on
sexual behaviours in Chaptsix, where we demonstrated that sexuality education for early
adolescents does not adequately address topics related to violence and staying safe, skills for
health and wellbeing, sexuality and sexual behaviour and relationS$pesific SRHR
programmes for early adolescents must focus jointly on promoting healthy behaviours,
enhancing existing legal frameworks sexual and genddrased violencepreventing child

abuse practiceat all levelsand otherunhealthy behaviours and improving their health
outcomesCommunity, school settings, and healthcare instituéicaared other stakeholdeirs
Rwandashould focus on the importance of consemitual respect in relationshiggreventing

and reporting forced sexual activities and unwanted touchbiegisting bodies such as Isange
OneStop Centreand seeking related hedpd medical treatment
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CHAPTER TEN

RELATIONSHIP BETWEEN SOURCES OF SRHR INFORMATION AND EARLY
ADOL E S CE BENBDER AND SEXUALITY KNOWLEDGE, BELIEFS AND
BEHAVIOURS

10.1 INTRODUCTION

This chapter addresses the seventh study objective, which consists of determining the
relationship between different sources of [
sexuality knowledge, beliefs and behaviours. The chapter focuses on currenefamcegr

sources of gender and sexuality information for early adolescents (quantitative data),
justifications for these preferences, and the contribution of each of these sources to early
adol escentsd knowl edge, bel onefdcssgroup distusdioash av i o

with early adolescent). Further details on research methods are provided in Chapter 3.

10.2 RESULTS
10.2.1 Current and preferred sources of information about puberty

The findings showed that early adolescents had schoolteachers (60.7%, n=732) and mothers
(48.8%, n=731) as thgirimarysources of information on puberty. However, early adolescents
indicated that brothers (95.6%, n=688) and mothers (42.4%, n=687) were preferred over other
sources of information on puberty (Figuld.1). A crosstabulation of the sources of
information on puberty indicated that compared to girls, a significantly higher proportion of
boys had school teachers (32.2%), fathers (8.20%), avttidos (4.4%) as their sources of
information. Similarly, more girls than boys reported mothers (32%), sisters (7.4%), and other

family members (4.4%) as their sources of information on puberty (Tat#e

Concerning the preferred sources of puberty information, a significantly higher proportion of
boys preferred schoolteachers (12%), brothers (3.6%), films/videos (2.5%), internet (2.6%), and
television (2.2%) as compared to girls. Similarly, more girls thaps reported mothers
(26.6%), sisters (4.9%), and other family members (1.9%) as their preferred sources of

information on puberty (Tabl&0.1).
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Note: multiple answers were allowed.

Figure 10.1: Sources of information about puberty
10.2.2 Current and preferred sources of information about reproduction

Participants indicated that schoolteachers (59.7%) and their mothers (42.1%) were,
respectively, th@rimary sources of information on reproduction. Mothers (38.1%), however,
were referred to other sources of information on reproduction (Figu®. The second
preferred source was schoolteachers (23.4%), and doctors and nurses (10.2%) were the third

preferred source.
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Figure 10.2: Current and preferred sources of information about reproduction

The analysis of the sources of information on reproduction by the sex of the participants showed
that a significantly higher proportion of boys reported schoolteachers (32.8%) and fathers
(6.4%) as their sources of information. Similarly, a higher proportif girls indicated their

mothers (29.5%) and sisters (6.5%) as their sources of information on reproduction compared
to boys. Concerning the participantsd prefer
preferred schoolteachers were boys (<0.0@hyl 34 (5.52%) of 54 (8.7%) participants who
preferred receiving information from the father were boys (p=0.011). In addition, a higher
proportion of boys preferred obtaining information on reproduction from films/videos (2.1%,
p=0.012) and the interngR.7%, p=0.007) as compared to girls. On the other hand, a
significantly higher proportion of girls reported their mothers (24.5%, p<0.001), sisters (3.4%,
p=0.010), and other family members (1.6%, p=0.012) as their preferred sources of information
onreppduction. There were no significant diffe
(Table 102).
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Table 10.1: Sources of information on puberty by sex of participants

Current sources

Preferred sources

Sex of respondent

Sex of respondent

Sources Male N(%) FemaleN(%) | Total N(%) G 2 ;valye Male Female Total G 2 ;valye

Schoolteachers Yes 236 (32.24) | 208 (28.42) | 444 (60.66) | 13.56, <0.001 83 (12.01) 62 (8.97) 145 (20.98) | 5.82,0.019
No 113 (15.44) | 175(23.91) | 288 (39.34) 251 (36.32) | 295 (42.69) 546 (79.02)

Mothers Yes 123 (16.83) | 234 (32.01) | 357 (48.84) | 49.39, <0.001 108 (15.72) | 183 (26.64) 291 (42.36) | 24.76, <0.001
No 226 (30.92) | 148 (20.25) | 374 (51.16) 223(32.46) | 173 (25.18) 396 (57.64)

Fathers Yes 60 (8.20) 46 (6.28) 106 (14.28) | 3.95, 0.047 45 (6.53) 35 (5.08) 80 (11.61) 2.36,0.125
No 289 (39.48) | 337 (46.04) | 626 (85.52) 287 (41.65) | 322 (46.73) 609 (88.39)

Brothers Yes 32 (4.37) 14 (1.91) 46 (6.28) 9.42, 0.002 25 (3.63) 5(0.73) 30 (4.36) 15.45, <0.001
No 317 (43.31) | 369 (50.41) | 686 (93.72) 307 (44.62) | 351 (51.02) 658 (95.64)

Sisters Yes 11 (1.50) 54 (7.38) 65 (8.88) 27.04, <0.001 5(0.73) 34 (4.93) 39 (5.66) 20.70, <0.001
No 338(46.17) | 329 (44.95) | 667 (91.12) 327 (47.46) | 323 (46.88) 650 (94.34)

Other family | Yes 11 (1.50) 32 (4.38) 43 (5.88) 8.99, 0.003 3(0.44) 13 (1.89) 16 (3.33) 5.65, 0.017

members No 338 (46.24) | 350 (47.88) | 688 (94.12) 328 (47.67) | 344 (50.00) 672(97.67)

Friends Yes 34 (4.65) 49 (6.70) 83 (11.35) 1.72,0.189 11 (1.60) 17 (2.47) 28 (4.06) 0.92, 0.336
No 315 (43.09) | 333 (45.55) | 648 (88.65) 321 (46.59) | 340 (49.35) 661 (95.94)

Doctors/nurses Yes 35 (4.75) 41 (5.60) 76 (10.38) 0.08, 0.764 38(5.53) 44 (6.40) 82 (11.94) 0.10,0.744
No 314 (42.90) | 342 (46.72) | 656 (89.62) 292 (42.50) | 313 (45.56) 605 (88.06)

Books/magasines | Yes 31 (4.25) 31 (4.25) 62 (8.49) 0.14,0.701 13 (1.89) 7 (1.02) 20 (2.91) 2.35,0.125
No 317 (43.42) | 351(48.08) 668 (91.51) 318 (46.22) | 350 (50.87) 668 (97.09)

Films//videos Yes 39 (5.34) 28 (3.83) 67 (9.17) 3.23,(0.072) 17 (2.47) 6 (0.87) 23 (3.34) 6.34, 0.012
No 310 (42.41) | 354 (48.43) | 664 (90.83) 314 (45.64) | 351 (51.02) 665 (96.66)

Internet Yes 22 (3.01) 18 (2.46) 40 (5.47) 0.92, (0.336) 18 (2.61) 5(0.73) 23 (3.34) 8.62, 0.003
No 326 (44.60) | 365 (49.93) | 691 (94.53) 314 (45.57) | 352 (51.09) 666 (96.66)

TV Yes 24 (3.28) 28 (3.83) 52 (7.11) 0.05, 0.812 15 (2.18) 6 (0.87) 21(3.05) 4.68, 0.030
No 325 (44.46) | 354 (48.43) | 679 (92.89) 317 (46.01) | 351 (50.94) 668 (96.95)

Radio Yes 39 (5.34) 51 (6.99) 90 (12.33) 0.77,0.379 13 (1.90) 16 (2.33) 29 (4.23) 0.13,0.718
No 309 (42.33) | 331 (45.34) | 640 (87.67) 317 (46.21) | 340(49.56) 657 (95.77)
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Table 10.2: Sources of information about reproduction by sexf participants

Current sources Preferred sources
Sex of respondent Sex of respondent

Sources Male N(%) FemaleN(%) | Total N(%) | 6 2 ;valye Male N(%) FemaleN(%) | Total N(%) G 2 ;valye

Schoolteachers Yes 217 (32.78) 178 (26.89) 395 (59.67) | 24.89, <0.001 | 86 (13.96) 58 (9.42) 144 (23.38) 13.35, <0.001
No 94 (14.20) 173 (26.13) 267 (40.33) 200 (32.47) 272(44.16) 472 (76.62)

Mother Yes 83 (12.58) 195 (29.55) 278 (42.12) | 55.50, <0.001 | 84 (13.64) 151 (24.51) 235 (38.15) 17.43, <0.001
No 226 (34.24) 156 (23.64) 382 (57.88) 202 (32.79) 179 (29.06) 381 (61.85)

Father Yes 42 (6.35) 30 (4.54) 72(10.89) 4.24,0.039 34 (5.52) 20 (3.25) 54 (8.77) 6.50, 0.011
No 268 (40.54) 321 (48.56) 589 (89.11) 252 (40.91) 310 (50.32) 562 (91.23)

Brothers Yes 7 (1.06) 9 (1.36) 16 (2.42) 0.06, 0.798 12 (1.96) 4 (0.65) 16 (2.61) 5.40, 0.020
No 303(45.84) 342 (51.74) 645 (97.58) 272 (44.44) 324 (52.94) 596 (97.39)

Sisters Yes 9 (1.36) 43 (6.51) 52 (7.87) 19.84,<0.001 | 6 (0.97) 21 (3.41) 27 (4.38) 6.65, 0.010
No 301 (45.54) 308 (46.60) 609 (92.13) 280 (45.45) 309 (50.16) 589 (95.62)

Other family | Yes 9 (1.36) 19 (2.88) 28 (4.24) 2.52,0.112 1(0.16) 10 (1.62) 11 (1.79) 6.27,0.012

members No 300 (45.45) 332 (50.30) 632 (95.76) 285 (46.27) 320 (51.95) 605

Friends Yes 16 (2.42) 22 (3.33) 38 (5.75) 0.37,0.542 6 (0.98) 12(1.95) 18 (2.93) 1.29, 0.256
No 294 (44.48) 329 (49.77) 623 (94.25) 280 (45.53) 317 (51.54) 597 (97.07)

Doctors/nurses Yes 17 (2.58) 17 (2.58) 34 (5.16) 0.13, 0.709 33 (5.35) 30 (4.86) 63 (10.21) 0.97,0.325
No 292 (44.31) 333 (50.53) 625(94.84) 254 (41.17) 300 (48.62) 554 (89.79)

Books/magasines | Yes 15 (2.27) 20 (3.03) 35 (5.30) 0.24, 0.622 6 (0.97) 4 (0.65) 10 (1.62) 0.74, 0.389
No 295 (44.63) 331 (50.08) 626 (94.70) 281 (45.54) 326 (52.84) 607 (98.38)

Films//videos Yes 23(3.48) 19 (2.88) 42 (6.36) 1.09, 0.296 13 (2.112) 4 (0.65) 17 (2.76) 6.27,0.012
No 287 (43.48) 331 (50.15) 618 (93.64) 274 (44.48) 325 (52.76) 599 (97.24)

Internet Yes 16 (2.42) 12 (1.82) 28 (4.24) 1.21,0.270 14 (2.27) 4 (0.65) 18 (2.92) 7.32,0.007
No 294 (44.55) 338 (51.21) 632 (95.76) 272 (44.16) 326 (52.92) 598 (97.08)

TV Yes 17 (2.58) 14 (2.12) 31 (4.70) 0.84, 0.359 14 (2.27) 8 (1.30) 22 (3.37) 2.66, 0.103
No 292 (44.24) 337 (51.06) 629 (95.30) 273 (44.32) 321 (52.11) 594(96.43)

Radio Yes 26 (3.93) 36 (5.45) 62 (9.38) 0.67,0.411 14 (2.27) 16 (2.60) 30 (4.87) 0.0007, 0.979
No 284 (42.97) 315 (47.66) 599 (90.62) 272 (44.16) 314 (50.97) 586 (95.13)
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10.2.3 Relationships between SRH Sources bfnf or mat i on

knowledge and beliefs

and

earl vy

10.2.3.1 Sources of information about puberty and SRHR knowledge and attitudes

This section describes the resuisthe studyon the linkage between the sources of SRHR
information and the participants’ SRHR knowledge and beliefs about gender and sexuality.

Concerning the participants' knowledge about sexuality, only those who reported their mothers as

the source of information about puberty had a significantly higher mean (3.05£1.3), p<0.001.

Ther e

was

no

association

remaining sources of information on pubdiTable10.3).

Table 10.3: Sources of information about puberty and sexuality knowledge

Sexuality knowledge scores-@)

Sources of| Total Yes No p
information

n MeanzSD | n MeanzSD | n MeanzSD
Schoolteachers | 669 2.87 (1.31)| 418 | 2.80 (1.31) | 251 2.98 (1.30)| 0.087
Mother 668 2.87 (1.31)| 321 | 3.05 (1.28) | 347 2.71 (1.32)| <0.001
Father 669 2.87 (1.31)| 99 | 3.03(1.26)| 570 2.84 (1.32)| 0.206
Brothers 669 2.87 (1.31)| 44 | 2.68 (1.25)| 625 2.88 (1.32)| 0.311
Sisters 669 2.87 (1.31)| 61 | 2.85(1.31)| 608 2.87 (1.31)| 0.883
Other family| 668 2.87 (1.31)| 43 | 2.79 (1.38)| 625 2.88 (1.31)| 0.661
members
Friends 668 2.88 (1.31)| 78 | 2.82(1.31)| 590 2.88 (1.31)| 0.669
Doctors/Nurses | 669 2.87 (1.31)| 71 | 3.15(1.29)| 598 2.84 (1.31)| 0.058
Books/magazine{ 667 2.87 (1.31)| 59 | 3.05(1.20)| 608 2.85(1.32) 0.284
Films 668 2.87 (1.31)| 63 | 2.85(1.28)| 605 2.87(1.32) | 0.906
Internet 668 2.87 (1.31)| 38 | 2.89 (1.20)| 630 2.87 (1.32)| 0.927
TV 668 2.87 (1.31)| 51 |3.05(1.28)| 617 2.86 (1.31)| 0.301
Radio 667 2.87(1.31)| 88 |2.87(1.31)| 579 2.87 (1.31)| 0.978

Concerning the knowledge of contraceptive methmglsources of information about puberty

ad

b ewladge @about peaunlityandthep ant s

participants who indicated doctors and/or nurses as their sources of information on puberty scored

significantly higher (mean: 5.6 £2.26) as compared to others (mean: 4.90£2.08), p=0.027.

Surprisingly, participants who did not report their fathers asdheces of information on puberty
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scored higher on the knowledge of contraceptive methods (mean: 5.06+2.05) than those who did
(mean:4.45+2.36), p=0.021. Concerning other sources of information on puberty, there were no
significant differences in participants' scores on the knowledgentfaoeptive method&lable

104)

Table 10.4: Sources of information about puberty and contraceptive knowledge

Contraceptive knowledge scores1®)
Sources Total Yes No p

n Mean (SD) | n Mean (SD) | n Mean (SD)
Schoolteachers | 505 4.97 (2.11) | 319 4.89 (2.23)| 186 5.10 (1.89) | 0.287
Mother 504 498 (2.11) | 247 5.02 (2.19) | 257 4.94 (2.03) | 0.677
Father 505 497 (2.11) |73 4.45 (2.36) | 432 5.06 (2.05) |0.021
Brothers 505 497 (2.11) |35 4.82 (2.21)| 470 4.98 (2.10) | 0.668
Sisters 505 497 (2.11) | 46 4.56 (2.21) | 459 5.01 (2.10) |0.167
Other family| 504 497 (2.11) |32 4.71 (2.73)| 472 4.99 (2.06) | 0.474
members
Friends 505 497 (2.11) |50 4.9 (2.50) | 455 4.98 (2.07) |0.788
Doctors/Nurses | 505 497 (2.11) |50 5.6 (2.26) | 455 4.90 (2.08) | 0.027
Books/magazine] 503 497 (2.11) | 36 4.72 (2.71) | 467 4.99 (2.06) | 0.452
Films 504 497 (2.11) |41 5.12 (2.62) | 463 4.96 (2.06) | 0.650
Internet 504 497 (2.11) |27 5.00(2.54) | 477 4.97 (2.09) | 0.952
TV 504 497 (2.11) |33 4.90 (2.55)| 471 4.98 (2.08) | 0.846
Radio 503 497 (2.11) |57 5.24 (2.67)| 446 4.93 (2.03) | 0.304

Concerning the participants’ knowledge about condoms, except for schoolteachers (Mean:
7.32£2.49), higher scores on the knowledge about condoms were obtained by participants who
indicated that the remaining sources were not their sources of informapaiberty. Specifically,
significantly higher scores were recorded for the participants who did not indicate that mother
(mean: 7.43+2.52), sisters (mean: 7.26+2.51), other family members (mean:7.25+2.50), and
internet (mean: 7.25+2.47) as their sourcesfifrmation on puberty. Other participants' scores

on knowledge about condoms were not statistically differempared to their information sources

on puberty(Tablel105).
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Table 10.5: Sources of information about puberty and condom knowledge

Condom knowledge scores-1@)

Sources Total Yes No p
n MeantSD n MeantSD | n MeantSD

Schoolteachers | 545 7.19 (2.52) | 341 7.32 (2.49)| 204 | 6.97 (2.55) | 0.117
Mother 544 7.19 (2.52) | 264 6.93 (2.50) | 280 | 7.43 (2.52) | 0.022
Father 545 7.19 (2.52) | 80 6.72 (2.48) | 465 | 7.27 2.52) | 0.071
Brothers 545 7.19 (2.52) | 39 6.76 (2.60) | 506 | 7.22 (2.51) | 0.275
Sisters 545 7.19 (2.52) | 46 6.39 (2.51)| 499 | 7.26 (2.51) | 0.024
Other family| 544 7.18 (2.52) | 36 6.30 (2.68) | 508 | 7.25 (2.50) | 0.029
members

Friends 544 7.20 (2.50) | 68 6.72 (2.52)| 476 | 7.27 (2.50) | 0.086
Doctors/Nurses | 545 7.19 (2.52) | 56 6.85(2.26) | 489 | 7.23 (2.55) | 0.291
Books/magazine{ 543 7.19 (2.52) | 47 7.12 (2.65)| 496 | 7.19 (2.51) | 0.856
Films 544 7.19 (2.52) | 49 6.95 (2.79) | 495 | 7.22(2.49) | 0.490
Internet 545 7.19 (2.52) | 32 6.18 (3.11) | 513 | 7.25 (2.47) | 0.019
TV 544 7.18 (2.52) |41 6.95 (2.73) | 503 | 7.20 (2.50) | 0.530
Radio 543 7.18(2.52) | 71 6.87 (2.56) | 472 | 7.23 (2.51) | 0.260

The findings on the association between the sources of information about puberty and the
knowledge about HIV/AIDS and other STDs indicate that except for father and brother,

participants with other sources of information had higher scores compared tovtimsé not

indicate these sources. Significantly higher scores were obtained for the following sources of
information: sisters (mean: 9.05£2.01, p=0.010), other family members (mean+2.13, p=0.032),

friends (mean: 8.90+£2.33, p=0.021), books/magazinesnn®85+2.10, p<0.001), television

(mean:8.95+1.99, p=0.047). and radio (mean:9.25+1.98, p<0.001). There were no significant

differences in participants' scores as per their sources of information on flad/106).
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Table 10.6: Sources of information about puberty and HIV/AIDS & STDs knowledge (613)

HIV/AIDS & STDs knowledge scores (613)

Sources Total Yes No p

n Mean (SD) |n Mean (SD) | n Mean (SD)
Schoolteachers | 566 | 8.37 (2.09) |369 |8.45(2.11)| 197 8.21(2.03) |0.184
Mother 566 | 8.36(2.08) | 268 |8.47 (2.06)| 298 8.27 (2.10) | 0.267
Father 566 | 8.37(2.09) |83 8.18 (2.18) | 483 8.40 (2.07) | 0.365
Brothers 566 | 8.37(2.09) |39 8.35 (2.50) | 527 8.37 (2.05) | 0.965
Sisters 566 | 8.37 (2.09) |56 9.05 (2.01) | 510 8.29(2.08) | 0.010

Other family| 565 | 8.36 (2.09) | 37 9.08 (2.13) | 528 8.32 (2.08) | 0.032
members
Friends 566 |8.37(2.09) |72 8.90 (2.33) | 494 8.29 (2.04) | 0.021
Doctors/Nurses | 566 | 8.37 (2.09) | 62 8.83 (2.10) | 504 8.31(2.08) | 0.062
Books/magazine{ 565 | 8.36(2.09) |56 9.35 (2.10) | 509 8.26 (2.06) | <0.001

Films 565 | 8.36 (2.08) |55 |8.49 (2.37)] 510 8.35 (2.05) | 0.641
Internet 566 | 8.37 (1.91) |37 |8.81(1.91)]529 8.34 (2.10) | 0.187
TV 565 | 8.36 (2.09) |46 |8.95(1.99)| 519 8.31 (2.09) | 0.047
Radio 565 | 8.36 (2.09) |75 |9.25 (1.98)] 490 8.23 (2.07) | <0.001

Participantséo gender attitudes scores wer e
schoolteachers (29.65+4.13) as their sources of information on puberty compared to those who did
not (28.43+4.52), p<0.001. In addition, those who had books/magazinteiasources of
information had significantly higher scores (30.32+3.55) than those who did not (29.09+4.37),

p=0.037. Results for other sources are not statistically different, as refledtebol&i0.7.
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Table 10.7: Sources of information about puberty and gender attitude score (1:80)

Gender attitude score(10-40)

Sources Total Yes No p

n Mean (SD) |n Mean (SD) | n Mean (SD)
Schoolteachers | 651 | 29.19 (4.32) | 407 | 29.65(4.13) | 244 28.43 (4.52)| <0.001
Mother 650 | 29.19 (4.31)| 312 | 29.05 (4.20) 338 29.32 (4.42)| 0.424
Father 651 | 29.19 (4.32)| 93 29.23 (3.82) 558 29.18 (4.40)| 0.923
Brothers 651 | 29.19 (4.32) | 42 30.23 (3.45) 609 29.12 (4.36)| 0.106
Sisters 651 | 29.19(4.32) | 62 29.27 (3.79) 589 29.18 (4.37)| 0.882

Other family| 650 | 29.19 (4.32) | 39 29.79 (3.65) 611 29.15 (4.36)| 0.373
members
Friends 650 | 29.20(4.31)| 78 29.50 (4.01) 572 29.16 (4.35)| 0.524
Doctors/Nurses | 651 | 29.19 (4.32) | 69 29.69 (3.79) 582 29.13(4.37) | 0.310
Books/magazine{ 649 | 29.20 (4.32) | 58 30.32 (3.55) 591 29.09 (4.37)| 0.037

Films 650 | 29.19 (4.32)| 61 | 29.09 (4.02) 589 29.20 (4.35)| 0.851
Internet 650 | 29.19 (4.32)| 39 | 30.30 (4.06) 611 29.12 (4.33)] 0.098
TV 650 | 29.19 (4.32)| 47 | 29.53(3.65)| 603 29.17 (4.37)] 0.581
Radio 649 | 29.18 (4.31)| 82 | 29.35 (4.07) 567 29.16 (4.35)| 0.705

The participant's scores on sexual norms attitudes show that participants who reported
schoolteachers as their sources of information on puberty had significantly higher scores
(24.84+4.61) than those who did not (23.69+4.86), p=0.003. Other scores weatatistically
different for the remaining sourc€Bable10.8).

Table 10.8: Sources of information about puberty and sexual norms attitudes ¢(36)

Sexual norms attitude score (6)

Sources Total Yes No p
n Mean (SD) |n Mean (SD) | n Mean (SD)

Schoolteachers | 644 | 24.42 (4.73)| 409 | 24.84 (4.61) 235 23.69 (4.86)| 0.003
Mother 644 | 24.41 (4.72) | 309 | 24.10 (4.45) 335 24.69 (4.96)| 0.114
Father 644 | 24.42 (4.26) | 94 23.88 (4.26) 550 24.51 (4.81)| 0.232
Brothers 644 | 24.42(4.73) | 39 24.00 (3.70) 605 24.44 (4.79)| 0.566
Sisters 644 | 24.42 (4.73) | 60 23.56 (4.28) 584 24.51 (4.77)| 0.142
Other family| 643 | 24.42 (4.74) | 39 24.00 (4.07) 604 24.45 (4.78)| 0.565
members

Friends 643 | 24.43 (4.72) | 76 23.76 (4.28) 567 24.52 (4.78)| 0.186
Doctors/Nurses | 644 | 24.42 (4.73) | 68 23.86 (4.91) 576 24.48 (4.71)| 0.307
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Books/magazine| 642 | 24.42 (4.74)[ 57 | 24.47 (4.42) 585 24.42 (4.77)] 0.941
Films 643 | 24.41 (4.74)| 60 | 25.10 (4.57) 583 24.34 (4.75)] 0.243
Internet 643 | 24.41 (4.74)| 38 | 24.52(4.94)| 605 24.41 (4.73)| 0.886
TV 643 | 24.42 (4.74)| 48 | 24.33 (3.89) 595 24.43 (4.80)| 0.891
Radio 643 | 24.42 (4.74)| 85 | 24.07 (4.63) 558 24.47 (4.76)] 0.462

10.2.3.2 Sources of information about reproduction and SRHR knowledge and attitudes

Thefindings indicate that participants who indicated mothers (mean: 3.11+1.26) and radio (mean

=3.29+1.14) as their sources of information on reproduction scored higher on the knowledge about

sexuality compared to other participants who did not. On the other hand, the findings indicate that

participants who reported schoolteachers (mean: 2.83+1.28) ather family members

(mean:2.34+1.29) as their sources of information about reproduction scored significantly lower

compared to those who did not. Theremaninpar ti ci pant sdé scores

(Table10.9.

Table 10.9: Sources information on reproduction and sexuality knowledge

Sexuality knowledge scores (8)
Sources of| Total Yes No p
information
n Mean (SD) | n Mean (SD) | n Mean (SD)

Schoolteachers | 608 | 2.91 (1.29) | 374 | 2.83 (1.29) | 234 3.05(1.28) | 0.047
Mother 606 |2.91(1.29) | 245 |3.11(1.26) | 361 2.77 (1.29) | 0.001
Father 607 | 2.91(1.29) |65 3.13 (1.35) | 542 2.89(1.28) | 0.149
Brothers 607 | 2.91(1.29) |16 2.93 (1.65) | 591 2.91 (1.28) | 0.954
Sisters 607 | 2.91(1.29) |50 2.78 (1.13) | 557 2.93(1.31) | 0.428
Other family| 606 | 2.91 (1.29) | 26 2.34 (1.19) | 580 2.94 (1.29) | 0.021
members
Friends 607 | 2.91(1.29) | 36 2.80 (1.26) | 571 2.92 (1.29) | 0.587
Doctors/Nurses | 605 |2.92 (1.29) |31 3.29 (1.32) | 574 2.90 (1.29) | 0.103
Books/magazine] 607 | 2.91 (1.29) |33 3.27 (1.17) | 574 2.89 (1.30) | 0.107
Films 606 | 2.92(1.29) |38 2.84 (1.10) | 568 2.92 (1.30) | 0.693
Internet 606 |2.91(1.29) |27 2.88 (1.28) | 579 2.91(1.29) | 0.906
TV 606 |2.92(1.29) |29 3.20 (1.29) | 577 2.90 (1.29) | 0.227
Radio 607 | 2.91(1.29) |61 3.29 (1.14) | 546 2.87 (1.30) | 0.016
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The

participants©o

knowl edge

of

contraceptive

the internet (mean:6.00+2.67), TV (mean:5.90+£3.09), and radio (mean:5.53+2.60) as their sources

of information on reproduction compared to those who did nattidpants' scores on their
knowledge of contraceptive methods were not statistically different for the remaining sources of

information(Table10.10.

Table 10.10: Sources information on reproduction and knowledge ofontraceptive methods

Knowledge of contraceptive methods (12)

Sources of| Total Yes No p
information
n Mean (SD) |n Mean (SD) | n Mean (SD)
Schoolteachers | 469 | 4.92 (2.13) | 286 |4.91 (2.22) | 183 4.93 (2.00) | 0.941
Mother 468 |4.92 (2.14) | 196 |4.74(2.05) | 272 5.05(2.19) | 0.126
Father 469 |4.92(2.13) |53 |4.52(2.23) | 416 497 (2.12) | 0.151
Brothers 469 |4.92(2.13) |14 |4.85(2.90) | 455 492 (2.11) | 0.903
Sisters 469 |4.92(2.13) (43 |4.62(2.20) | 426 4.95 (2.13) | 0.339
Other family| 468 | 4.92(2.14) | 22 4.68 (2.66) | 446 493 (2.11) | 0.585
members
Friends 469 |4.92(2.13) |29 5.51 (2.39) | 440 4.88 (2.11) | 0.124
Doctors/Nurses | 468 |4.92 (2.14) | 21 4.90 (2.38) | 447 4.92 (2.13) | 0.960
Books/magazine{ 469 | 4.92 (2.13) |21 457 (2.74) | 448 4.94 (2.10) | 0.438
Films 468 |4.92 (2.13) |27 5.29 (2.64) | 441 4.89 (2.10) | 0.348
Internet 468 |4.92 (2.14) |20 6.00 (2.67) | 448 4.87 (2.10) | 0.021
TV 469 |4.92(2.13) |20 5.90 (3.09) | 449 4.88 (2.08) | 0.037
Radio 469 |4.92(2.13) |45 5.53 (2.60) | 424 4.86 (2.07) | 0.044
The participantods knowledge about condoms

W a ¢

reported father (6.22+2.73 versus 7.31+2.43), brother (5.84+2.47 versus 7.22+2.48), and other

family members (5.78+2.59 versus 7.25+2.47) as their sources of inilmnnoa reproduction as

compared to the participants who did not. The participant's knowledge about condoms was not

different from the remaining sources of information on reproduction (T&ble]).
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Table 10. 11 Parti ci pant so

knowl edge

about

condoms

reproduction
Knowledge about condoms (4.4)
Sources of| Total Yes No p
information
n Mean (SD) |n Mean (SD) | n Mean (SD)
Schoolteachers | 487 | 7.18(2.49) | 307 | 7.14(2.49) | 180 7.26 (2.49) | 0.625
Mother 485 | 7.19(2.49) | 196 | 7.05 (2.54) | 289 7.29 (2.46) | 0.300
Father 486 | 7.19 (2.49) |57 6.22 (2.73) | 429 7.31(2.43) | 0.002
Brothers 486 | 7.19(2.49) |13 5.84 (2.47) | 473 7.22 (2.48) | 0.048
Sisters 486 | 7.19(2.49) |34 6.44 (2.46) | 452 7.24 (2.49) | 0.069
Other family| 485 | 7.18 (2.49) | 23 5.78 (2.59) | 462 7.25(2.47) | 0.005
members
Friends 486 | 7.19(2.49) |29 6.51 (2.62) | 457 7.23 (2.48) | 0.133
Doctors/Nurses | 484 | 7.19 (2.49) | 24 7.08 (2.37) | 460 7.19 (2.50) | 0.830
Books/magazine{ 486 | 7.19 (2.49) | 29 7.20 (2.48) | 457 7.19 (2.49) | 0.972
Films 485 | 7.18 (2.49) | 29 7.20 (2.28) | 456 7.18 (2.51) | 0.965
Internet 486 | 7.19(2.49) | 20 7.10 (2.82) | 466 7.19 (2.48) | 0.867
TV 485 | 7.18 (2.49) | 25 7.36 (2.56) | 460 7.18 (2.49) | 0.726
Radio 486 | 7.19(2.49) |50 7.10 (2.58) | 436 7.20 (2.48) | 0.784
The participantdéds knowledge about HIV/ AI DS &

those who reported friends (9.32+£2.32 versus 8.31+2.10), books/magazines (9.93+£1.52 versus
8.27+2.12), internet (9.30+1.74 versus 8.32+2.13), TV (9.40+1.55 v8r80s%2.13) and radio

(9.54+1.75 versus 8.22+2.12) as their sources of information on reproduction than those who did

not. However, the participants’ knowledge about HIV/AIDS and STDs was not statistically

different from the remaining sources of informatimn reproduction, as reflectedTiable 7.2.

Table 10.12 HIV/AIDS and STDs knowledge by the sources of information on reproduction

HIV/AIDS and STDs knowledge scores
Sources of| Total Yes No p
information

n Mean (SD) |n Mean (SD) | n Mean (SD)
Schoolteachers | 519 | 8.36 (2.12) | 324 | 8.32 (2.16) | 195 8.44 (2.06) | 0.526
Mother 517 |8.36(2.12) | 213 |8.55(2.01) | 304 8.23 (2.19) | 0.091
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Father 518 | 8.37(2.12) |56 8.66 (2.32) | 462 8.33 (2.10) | 0.280
Brothers 518 |8.37(2.12) |14 9.21 (3.26) | 504 8.34 (2.08) | 0.132
Sisters 518 |8.37(2.12) | 46 8.91 (2.20) | 472 8.31 (2.11) | 0.070
Other family| 518 | 8.37 (2.12) | 22 9.13 (2.18) | 496 8.33(2.12) | 0.084
members

Friends 518 |8.37(2.12) |28 9.32 (2.32) | 490 8.31(2.10) | 0.014
Doctors/Nurses | 517 | 8.36 (2.12) | 26 8.92 (2.46) | 491 8.34 (2.10) | 0.174
Books/magazinej 518 | 8.37 (2.12) | 30 9.93(1.52) | 488 8.27 (2.12) | <0.001
Films 517 |8.36(2.12) |33 8.81 (2.09) | 484 8.33(2.12) | 0.206
Internet 517 |8.36(2.12) |23 9.30 (1.74) | 494 8.32 (2.13) | 0.031
TV 517 |8.37(2.12) | 25 9.40 (1.55) | 492 8.32 (2.13) | 0.013
Radio 518 |8.37(2.12) |57 9.54 (1.75) | 461 8.22 (2.12) |<0.001

As indicated i n Tabl e atlitOdesdid notvarix sgnificantlytregacding a nt s

various sources of information about reproduction

Table 10.13: Attitude towards gender by the sources of information on reproduction

Gender attitude scores (1810)
Sources of| Total Yes No p
information

n Mean (SD) |n Mean (SD) | n Mean (SD)
Schoolteachers | 586 | 29.31 (4.19) | 355 | 29.52 (4.23) 231 29.00 (4.11) | 0.142
Mother 584 |29.32(4.18)| 240 |29.46 (4.11) 344 29.23 (4.24) | 0.514
Father 585 |29.33(4.18)| 63 |29.63(4.13)] 522 29.29 (4.19) | 0.543
Brothers 585 |29.33(4.18)] 15 |30.13(3.24) 570 29.31 (4.20) | 0.452
Sisters 585 |29.33(4.18) |44 | 28.65 (4.02) 541 29.38 (4.19) | 0.268
Other  family| 584 |29.32 (4.18)| 25 | 30.00 (3.89) 559 29.29 (4.19) | 0.407
members
Friends 585 |29.33(4.18) |33 |[29.72(3.84) 552 29.30 (4.20) | 0.576
Doctors/Nurses | 583 |29.32 (4.18)| 31 | 29.58 (4.08) 552 29.31 (4.19) | 0.730
Books/magazine{ 585 | 29.33 (4.18) | 32 | 30.65 (3.43) 553 29.25 (4.21) | 0.065
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Films 585 | 29.33(4.18)| 38 | 29.78 (3.67) 547 29.29(4.21) | 0.486
Internet 584 | 29.32(4.18)| 26 | 30.65 (3.73) 558 29.26 (4.19) | 0.097
TV 584 | 29.33(4.18) | 28 | 29.78 (3.67) 556 29.31 (4.21) | 0.559
Radio 585 | 29.33(4.18) | 56 | 29.60 (3.54) 529 29.30 (4.24) | 0.604
The participants6 scores on attitudes t

various sources of information about reproduction, as indicatédule10.14

Table 10.14: Sexual normsand attitudes by the sources of information on reproduction

owar d:

Attitudes towards sexual norms scores (36)

Sources of| Total Yes No p
information
n Mean (SD) | n Mean (SD) | n Mean (SD)

Schoolteachers | 588 | 24.55 (4.69) | 359 | 24.71 (4.69) 229 24.31 (4.67) | 0.315
Mother 586 | 24.55(4.69) | 246 | 24.48 (4.44) 340 24.61 (4.88) | 0.745
Father 587 | 24.55 (4.69)| 64 | 24.09 (4.61) 523 24.61 (4.70) | 0.405
Brothers 587 | 24.55(4.69)| 16 | 24.56 (4.28) 571 24.55 (4.70) | 0.995
Sisters 587 | 24.55 (4.69)| 47 |23.82 (4.32) 540 24.61 (4.72) | 0.269
Other  family | 586 | 24.54 (4.69) | 26 | 23.57 (4.33) 560 24.58 (4.70) | 0.282
members

Friends 587 | 24.55 (4.69)| 35 |23.91 (3.74) 552 24.59 (4.74) | 0.405
Doctors/Nurses | 586 | 24.55 (4.69) | 30 24.43 (4.96) 556 24.56 (4.68) | 0.884
Books/magazine| 587 | 24.55 (4.69)| 32 | 25.56(3.95)] 555 24.49 (4.73) | 0.212
Films 586 | 24.56 (4.69) |39 | 25.89 (3.99) 547 24.46 (4.72) | 0.066
Internet 586 | 24.55(4.69)| 26 | 26.30 (4.53) 560 24.46 (4.69) | 0.051
TV 586 | 24.55 (4.69)| 31 | 25.64 (4.46) 555 24.49 (4.70) | 0.185
Radio 587 | 24.55 (4.69)| 59 | 24.86 (4.27) 528 24.52 (4.74) | 0.594
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10.2.4 Justifications for early adolescentso

health information

This section provides an overview of the just
sexual and reproductive health information. The findings indicate that early adolescents prefer a

variety of sources for different reasons.

10.2.4.1 Parents

The findings indicate that participants prefer their parents to offer them all information related to
sexual and reproductive health and rights. They indicate that information from parents is reliable
and truthful compared to other sources of information, which may misinform them. They believe

they should reduce the risks of misinformation by seekingnmdton from their parents.

Alnformation from peers is questionable, not reliable, and not true. However, information from

parents is reliabBGDsd) and incontestable. o

fiSometimes internet and social media provide incorrect information. Other people can lie to

us, but our parents cannotlietou® ( FGD 1)

fOther people can lie to us, but parents cannot. It is better to rely on parents rather than the
internet or peers because they can disseminate wrong information that may negatively affect
our health, such as early sexual activity, early pregnancy witglarsk of death and sexually

transmitt dFEDH2) seases. O

Participants also indicated that their parents know them well and can advise them adequately based

on their childrends behaviours. Furthermore,
parentsod childhood experiences.
Al would prefer being informed by parents be

to how they know me. They are alGbDi2sors on o1

Al woul d prefer parents because they have o
experience BGD3x hil dhood. 0

Participants highlighted that either parent can provide them with information, specifically for those

children who do not live with their parents of the same sex.
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Al can ask for information from either paren

their dads anything related to menstruation and request hygienic pads. It is necessary to ask

him for assistance. Of course, seeking information from a pareheadgposite sex is not

comfortabl e, but 1 (FGD® someti mes necessary.

Nevertheless, participants indicated their preferences for their mothers as the sources of
information on sexual and reproductive health and rights.

10.2.4.2 Mothers as the commonly preferred source of information.

Participants indicated various reasons for preferring their mothers to other sources of sexual and
reproductive health information. These reasons include closeness, comfortability, commonalities
(experience and characteristics), availability (time spetfit them), truth, and completeness of the

information.

Closeness and comfortabilityConcerning closeness, participants indicated they prefer receiving
information from their mothers because they feel very close and comfortable with them compared
to their fathers. They feel more comfortable with their mother than with any other source of
information. In addition, participants believe that their mothers are kind, treat their children with

kindness and cannot do anythiwgpngto their children.

~

Al would prefer my mum because | am very
information. She understands me better than my dad. | can tell and ask her everything about
my | (F&De2) o

AWe feel very close to our mums and (AGBar our
6)
AiShe [mum] is very kind to m&GR&d can tell vy

AOur mum cannot ddqFG®AYthing bad to us. o

Furthermore, participants indicated they feel little or no shame in communicating with their

mothers compared to their fathers.

Alt i s shamef ul to ask my dad. My mum canno

from the infor mM&&@DilO)n she gives me. O
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Completeness of information:Participants noted that their mothers could provide a complete

package of information on sexual and reproductive health and respond to all questions asked by

their children.

AShe [ my mum] is the one who can give us a
their |1if&GRXYperience. 0
iShe tells me ewWwe&bPy»thing | ask her. o

Lived experience: They indicated their mothers' experience cdugdexamples of appropriate

behaviours duringnenstruatiorand that no one else can advise them better than their mothers.

Al ask my mum because she lived that experiemmknows how to explain it better. My

mum is the one who can assist me during menstruation and can advise on how to behave, but

thedaddoesnegex peri ence this event and cannot expl

fiMy mum has passed through this developmental stage. Therefore, she has to tell me much
more about it. ThRGDS8)i s why | prefer her. o

Participants note that this experience of their mothers gives them a more understanding of their

children than others. They believe motherso

nShe is ol d, a woman who can understand me

becoming an (BRGD2) t person. 0

1]

experience to preW@nil) such temptations. o

Mothers are truthful: Participants highlighted that mothers are truthful as reasons for their
preference. They believe mums cannot lie to their children and wish them well in the future. They
added that information from their mother is reliable compared to other sourcestidyhwere

very aware that their mothers think they deserve good things, not badPart&spants reported

that they trust their mothers and that the information delivered satisfies their children.

e

My mum may have come across people who want

AMums cannot | ie anything to us, (BGD4) friend:

My mum carried me in her wo@BDXNnd wishes

St
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A | would prefer obtaining information from
sexual and reproductive health. Other people can lie to me, but my mum cannot because she

i's my rnr@b®Rer . 0

AMum wi shelseiynogu awed la good future. She is t
(FGD 10)
AMum i s the one who gives me reliable infor

unreliable information. They know the good thing we deserve and the bad thing that should
not happ@EG12)o us. 0

AWe trust our mums, and we c asusandcadnmotvsh hope

t hat bad things happen to their children. o (

1]

My mum gives me substantive information t he
annot I(RGP12) o me 0

O

Avalilability: Participants indicated that they prefer their mothers because they are available at
home and spend much more time with their children than their fathers, who care for them and

respond to their daily needs.

ADads a rawilableabutene snums are always available at home, and they ask us how
we feel @FGR&Y day. o

~

Al am very close to my mum, and she is the ¢
often because he is not available to me. He comes home late in the evening and leaves early
in the @GDYIi ng. O

AWe ask our mums because they are al ways ave
our n@enx) o

Keeping secretsparticipants indicated that they keep secrets of their children and cannot reveal
them to others.

iMums keep our secrets of | ife(F@Gneyy cannot re

Similar biological characteristics: female participants noted that they ha@mne biological
characteristicen commonthat allow them to prefer their mothers to their fathers. The findings

show that girls prefer communicating with their mothers because of their experience of girlhood.
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Al have the same sex as my mum, and she has gone through this stage; she knows all the
changes happening to girls. That is why | prefer asking my mum. | am very comfortable with

her, and she (FGD10he one | trust. o

AWe have common characteristics of a gir]l
because h@GD2Z3 a boy. o

On the other hand, some boys prefer seeking information from their fathers because of their
experience of boyhood on wet dreams during puberty and other life events such as coerced sex

and its consequences.

Al would ask my dad because he experienced
puberty. He can tell me better that it will happen to me too, that | should take it as normal,

and that | [((F&D& gr own up. O

A | would first rely on information from my

experienc@Gds a boy. o

Al would prefer my dad because he can share

advise me on preventing cEePLYed sex and its

Generally, girls prefer asking for sexual and reproductive health information from their mothers,

while boys prefer talking to their fathers because of the similarity of their biological sex. For
example, participants highlighted that experiences to bedhmetween girls and their mothers

can be related to the prevention of early pregnancy and the management of menstruation. On the
ot her hand, participants indicated that boys r

AGirls feel they can talk to their mums whi
that their sex is the same #weir parents, and therefore, people of the same sex can share
their common experience. For example, mums need to teach girls how to avoid pregnancy and

manage menstruation while dads sholdD®) t each

10.2.4.3 Schoolteachers

Participants indicated that they consider schoolteadbebe their parents and, therefore, they

prefer receiving information from them.
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Al prefer receiving information from parent :
easily because | consider it true, correct and beneficial. Schoolteachers tell us things that
promote our health like do our parents. All of them tell us the trmthvee consider them as

our parent®. (FGD 4)

Another reason for preferring the schoolteachers is that they take participants to a higher level of

understanding, and participants respect their advice.

nWhat we |l earn from schoolteachers takes us
(FGD 4)

In addition, participants believe the school setting is the most appropriate venue to learn about
sexual and reproductive health because all the information is there, and they have enough time to
learn with their close friends and in groups (clubs). Th®alcsetting offers opportunities for

discussion between teachers and students.

AThe school is where most information is av:
about sexual and reproductive health compared to the home setting. Teachers take their time
to teach, but many tasks i n dqRGD6)f amilies cai

iWe are with our close friends in school s.

—h

eels free to (BGDGxuss with others. o

|l I'i ke receiving information from school be
and st FEGEBHt s. O

1]

Participants believe that children who do not have opportunities to obtain information from their
parents and relatives may prefer learning in groups (clubs). They also noted that groups allow
children to discuss openly important issues such as reproduetaith. They also believe that

every group member can learn something from the group discussion.

AChil dren who do not access i nformation fr
information from their colleagues in these clu¥ubs provide an opportunity for many
people to discuss (BGDemly i mportant i ssues. O

AGroups are good because ever (FGh®mber can |
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Furthermore, participants prefer schoolteachers because they have been trained to deliver
information on sexual and reproductive health and can explain it better. In addition, participants
believe that schoolteachers have adequate resources such ahbawvelised through childhood

and know how it goes. Schoolteachers have adequate knowledge and expertise and, therefore, offer

all kinds of information without being shy, as said by the participants.

=]

| prefer receiving information from trainec

explain it better thanFGb&8r ents who were not

Teachers al so have been trained, have l i v

X D

nowl edgeabl e and (BGD&8) books to teach us. 0

The reason we prefer the schoolteachers is

1]

us everything WeDlB)out being shy. o

Al't i s better being informed from the school
it. They were trained and kndr@&D®el | what to

Female schoolteachers are operational in some subjects where sexual and reproductive health is

taught and areainly preferred by girls, and some patrticipants consider them like their mothers.

Al would prefer obtaining information from &

mum. She is a woman a@F@D&an answer my quer.i ¢

AThe subject of Biology is taught mostly by
are experiencing and have had a similar experience. That is why we are very close to them

and ask them everyfFE®h8hg we want to know. 0

10.2.4.4 Health facility
Participants indicated that they prefer obtaining information from the health facility for various
reasons, including their expertise in caring |

professional code of conduct, such as adequate traanchgonfidentiality.

nlt woul d be better for me to obtain i nform

people in cHRGDge of youth. o

APeople from the health facility are trust a
trai (FéR2) o
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Al would prefer going to the health facilit
have an obligati(BGD2pf confidentiality. o

In addition, participants believe that they can obtain much more information from the health
facility compared to other sources of information on sexual and reproductive health.

Al ot is better to obtain information from t|
information than other sources. They have witnessed girls with early pregnancy and related

consequesb@es. 0O

10245Participantsdé siblings

The study participants provided justifications for preferring their relatives, including brothers or
sisters, as their sources of information on sexual and reproductive health. They indicated that the
relatives are almost the same agehagparticipants and spend much time with them when their

parents leave home to work.

Al prefer fetching information from my el der
when my parents haymne to work. We are the same age, and | ask him whatever | wish to
ask, and he (FGBponds well . 0

10.2.4.6 Television
Some participants indicated they prefer television because it offers an opportunity to use both voice

and image about sexual and reproductive health.

Al think using television is better because
when we he@&@GD3nd see. 0

10.2.4.7 Radio
Participants believed that radio provides reliable information and is accessible to many people,

especially when they cannot meet physically to learn about sexual and reproductive health.

Al prefer the radio because it is accessible
(FGD 4)

ARadi o broadcasts to a wider audience. Peopl
to the(F@GDa7ddi o. O
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10.2.4.8 Internet
Some participants said they prefer being informed by the internet because they think they can have

answers to all of their questions on sexual and reproductive health.
Al nternet has answegkFfGD2t o everything we ask.

Participants recognised, however, that using the internet may be problematic through watching
pornography. Still, they also believe the internet can help them solve the problems arising from

using it.

AYou can watch pornography from the iIinternei
avoid watching porno(BGD®phy from the internet

10.2.4.9 Church

One participant in a focus group discussion insisted that the church is preferred to other sources

becausgthrough prophecyGod illuminates iandprovidestrustworthyinformation.

Al would prefer receiving information from |
and who i(BGDtlt)ut hf ul . o

10.3 GONCLUSION

This study indicatedhat schoolteachers and mothers are phienary and preferred sources of
information on puberty and reproduction for ezs
also preferred sources of information on puberty. The sources of information for boys and girls are
different. Contrary to currentpractices, healthcare providers (from health facilities:
Doctors/nurses) were not preferred sources of SRH information. Social media sources (films/
videos, internet, TV) were preferr&RH sources for boys but not for girls. In addition, boys and

girls prefer receiving SRH information from people of the same sex. The study also indicated that
some SRHR sources were associated with higher SRHR knowledge among early adolescents than
others Early adolescents provide different reasons for preferring some sources to others. Efforts

to educate early adolescents on SRHR should target preferred sourd¢kesenthapositively

i mpact the participant s 6 Téacheawdfamith memberdtemininge f s, ¢
might contribute to enhancing early adolesce3id1Rknowledge and attitudesirigings suggest
thathealthcare providers should review strategies to attract early adolesmedrgain their trust
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Schools may invite and involveealthcare providers regularip delivering comprehensive
sexuality education in the school settings, which might increase interactions between early
adolescents and healthcare providers, reduce fearing healthcare providers, and increase trust in
them. Findingsalso suggestultural norms andiender preferences should be considered while
delivering SRHR education to early adolescefitse of the possible strategisgy consist of
separating girls and boys during the sexuaditjucation class time and encouraging sexuality
education delivery by sarsex teachersminally, renovating the teaching eéx education and
shifting fromtraditional teaching teole-playing mode might contribute to overcoming cultural
norms and gender barriers related to sgwcation for early adolescenResearch indicates that

this mode of teaching is more engaging and alalearners to share their vienand therefore,
breaking cultural restrictiong300]. Additionally, theatrebased programs can help early
adolescents develop knowledge, attitudes, and intentions that may prevent future sexual risk
behavior{301].
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CHAPTER ELEVEN

INTEGRATED DISCUSSION
11.1 INTRODUCTION

This chapter reflectsnthe integration and overall discusswithe findings.This researclimed

to answer the following research questbowd oes ear |l y adol esc&ant sdé S
Rwanda address tinespecific information needs in general and explore the extent to wieah

SRHR knowledge influences sexual behaviours, sexual experiences and health outcomes among
this age group (:24 years} To achieve this, we used the soaablogical framework to
understand the interaction between several factors affecting adolescent sexual and reproductive
health and rights, enabling access to SRHR information, affecting their SRHR knowledge and
attitudes, sexual experiences and health outcomés.conducted the study in three phases
consisting of the desk review (phase 1), the survey of 811 early adolescents (phase 2) and 13 focus
group discussions with 108 early adolescents (gased 3).We presented the findings a

narrative formusing a contiguous approach, whereby the findings from each wkesgresented

in different sectionsand a visual displayas usedo represent the overall findings in one display

in Appendix 34[302].

11.2APPROACHES TO INTEGRATION OF FINDINGS

The literature guided the integration of findings from this rese@kamagki et al. indicate that

in a specific mixed methods design, integration is a dynamic and interactive process of mixing or
integrating qualitative and quantitative strands of the siBdy]. Integration can be conducted at
three levels: study design level, methods level, and interpretation and reportirj@0&ydh this
researchthe integrationof qualitative and quantitative findingsas achievedat the level of
interpretation and reporting of findings. Literature indicates three approaches to achieving
integration: narrative, data transformation and joint displ@a6, 304] Integration through
narrative may consist of writing both qualitative and quantitative findings together (weaving
approach), presenting qualitative and quantitative findings in a single report but in different
sections (contiguous approach), or, in atmtadge mixed method study, reporting results in stages
(staged approachi256]. Integration through data transformation consists of converting a type of
data into another one, e.g. qualitative into quantitative or vice versa, or integrating transformed

data with untransformed daf256]. Integration through joint displays allowlsita to be brought
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together using visual means such as figures, tables, matrices, or@ndmenerates new insights

from qualitative and quantitative resul&66, 305] In the current research, we presented findings
from each study objective in different sections, thus using a contiguous approach, and then used
joint displays to integrate findings.

Three outcomes were possible to assess the coherence of findings in this study: confirmation,
expansionpr discordance. Confirmation was when qualitative and quantitative findings were in
agreement; expansion was when findings from both sources diverged and expanded insights of the
studied phenomenorand discordance occurred when qualitative and quantitative findings
disagreed256, 304]

11.3INTEGRATED RESEARCH PROCESS

This section describes how the research process ernhleledsearch objectives to be reached
Conducted in three phases, this research gathers findings from seven objectives. The first phase
allowedus to achieve three first objectives (objective3),land itis within this phase that this
research explored contextual issues related to sexual and reproductive health and rights (SRHR)
for early adolescents in Rwandéndings from the first objective provide an understanding of
SRHR policy and |l aws in the international,
findings expand findings &m objective 1 and contribute to a further understanding of the SRHR

€

cont ext by exploring key stakeholdersdéd persp

adol escentsd access t o SERIbRextinflifecesma@anprehensivei n
sexuality educatiofiCSE) programmefor early adolescentparticularly its contentTherefore,
findings from the third objective build on those fronwo previous objectives (one and twbglp

to explore major orientations of the CSE curriculum for early adetds andprovidessingificant

topics covered by the curriculum, which also contributes to a further understanding of the
environment of sexuality education, where some topiesmore emphasisedan othersin the

second phase of this researttis research provides a real picture of SRHR kowledge, beliefs,
behaviours, sexual experiences, health outcomes, and sources of SRHR information of early
adolescents in Rwanda. These findings are presented in achieving objegtaed reflect on the
outcomes bexisting initiativesin Rwandato inform early adolescents about their SRHR and
improve their adolescent sexual heakheypr ovi de t he current status
knowledge, beliefs, behaviours, sexual experigranes health outcomes, as welklas influences
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of SRHR knowledge on these behaviours and experiences. Findings in objective 7 indicate how
early adolescents access SRHR information and justifications for their preferemadly, in

phase 3, results from focus grodjscussiondFGDs) with early adolescents were useful for
expanding the findings from the survey

Therefore,phase one of this researalfowed us to understand the context of early adolescent
sexual and reproductive healtiwhich, in return, allowed us texplorethe levels of SRHR
knowledge, beliefs, behavioyrsexual experienceand health outcomesd early adolescentsas

well as their means of accessing SRHR information (phase two and three)

114 OVERALL DISCUSSION OF FINDINGS
114.1 SRHR policy and lawsduring early adolescence

Policies shape the development of sexual and reproductive health globally and in Africa in
particular[306]. Policy is key to promoting and including early adolescents’ SRHR in national
programmes. This research explored ¢leent to whichgender and sexualityolicies promote

early adolescents6é SRHR needs, especially th
information, knowledge and, ultimatelyheir sexual health in Rwanda. We anticipated that
policies underscore theniqueneeds of early adolescents, especially those related to gender and
sexuality knowledge, beliefs and behaviounsd health outcames. We used the policy triangle

framework to examine the context, content, process and actors within reviewed policies.

The review exercise focused on how the policy addréisseweds of early adolescents in Rwanda,
especially theiaccess to gender and sexuality informattorraise their SRHR knowledgé&he

findings from this review indicate that policies on SRHR for adolescents in Rwasidéormed

by international and regional commitments for promoting adolescent h&hkhreview of the

policy triangle frameworldescribedthe context of SRHR for early adolescents in Rwaada

reflected in most policies reviewede found that economic, health sector system, population,
educati on, gender and ASRHR factors shape the

therefore, their access to gender and sexuality health information in Rwanda.

The international context of policies was dominated by the government's political will to comply

with theglobaldevelopmental agenda, including conventions, declarations, commitments, agenda
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and guidelinesAmong these include the sustainable development goalsSA»@ the Agenda

2063.l n the SDG 3, t @mswesunive3al dccessdonsexuat eepgoduttive i
healthcare services, including for family planning, information and education, and the integration

of reproductive health into national strategies and programmes b y [93P BuBt@rmore,
Agenda 2063 converges with SDG 3 by envisioni
AHeal th and Nutritiono, and ASustainabdse and
priority areas of the agendaln addition, Agenda 2063 aim to promdieull gender equality in

all spheres of lifée  ( Go al Violérce and distrimifiation against women and girlsa s a
priority areg285].Fi nal | vy, Goal 18 d&rfigagdadandrech@we?ed yodthand a b o
childrerd and pXioot iht esn@® wd r me nt 0[a83,&285kThis Higdlighesn 6 s r i
the extent to which the global community through the SDG and the African Union Commision,
through Agenda 2063, sare concerned about facilitating access to SRHR information and education

at all stages, including early adolescenteaddition, the review indicates that polic@sscribe

the context in whiclpolicieswere developeth the country

Despite providing the countryodés cont efxthe, we f
specific context surrounding treexual health of early adolescents in Rwanda. Even where the
policies refer to youth and adolescents-{BOyears), they fail toecognisehe specific needs of

this age group (324 years)We founda lack of youthkfriendly facilities and cultural difficulties

for parents, teachers, and partners to engage with children about sexuality edlibatipolicy

also hidnlights the neé to support paren{guardians)teachers, community and religious leaders,

and youthkfriendly centres to communicate with adolesceftee SRHR policy also giwroom

to community health workers, local authorities, the private sector, and other literacy tentres
deliver SRHR information to adolescents, which raises concerns related to the coordination of
these actors in delivering information and the universality and quality of such infornizidy.
adolescents amaost often considered together with older adolescents ag&fl abdother older
populations of reproductive age while setting policigse result is that they overlook the specific
needs of early adolescents, which might not be adequately addressed in SRHR programmes,
especiallyregarding sexual and reproductive hed®RH) services, including access to SRHR
information.On this note, we found that, despite equal SRHR rights to all people, early adolescents
were not eligiblefor SRH services until thewere 18 years oldthe age of majority, to decide

about reproductivéiealth mattersThis requires parental consengsultingin a lack of privacy
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and confidentialitywhen receiving SRHR service.ikewise, the content of reviewed policies
overlooks focusing on early adolescents by considering adolescents and youth altogether.
However, the review indicated that the policy was clear about addressingl andgjenderbased
violence, including the provision of medical, psychosocial and legal support to victims of sexual
and gendebased violence (SGB\i Isange Onestop CentresWe found that the health system
facesinsufficiently qualified personnelral inadequate skillsa situation that may be extended to
limited access t&RHR information to early adolescentisfinding isconsistentvith Mokitimi

et al, who suggest that lack sftaff capacity and staff shortage @ine main barriers to policy

development and implementation in Loand Middleincome countrief269].

We alsofound thathepolicy targetsaccess to quality and comprehensive SRHR information in a
youthfriendly environmentind highlights various ways adolesceatsess SRHR information:
schools, mass media, and yodftlendly centres and stipulates areas of focus by SRHR
information This finding was supported by SRHR stakehold#ére CSE revievand during the
survey and FGDs witharly adolescents

Concerning the process and actors, policies mention various mechanisms of developing,
implementing, monitoring and evaluating the policies and the actors involved in these processes.
The success of these processes is assured by the collaboration bewgesastorsincluding
agencies for international development such as USAID and others, United Nations agencies,
government agencies at central, intermediate (district) and local community levels, the non
governmentalorganisations faith-based organisatbns and actors from the private sectors.
Government agencies includer example, various ministries concerned by the policies, while the
UN agencies include the UNFPA, WHO, UNICEmRdWFP. Sometimedifferent actors from

the various institutions/agencies team up and create working groups for the success of a specific
policy. Examples include the Development Partners Coordination Group (DPCG), the Budget
Support Harmonization Group (BSH&Gnd the Family Planning Technical Working Group
(FPTWG).Early aolescents are minimally involved in this proce3a.this note, Campos et al.
suggest the need to manage six groups kéistdders: beneficiaries, administrators from multiple
layers of organisations (bureaucracies), interest groups that may facilitate or inhibit the policy
implementation irthe protection of their interestBnancial decisiormakers, political leaders, and
external actors for funding and influencing implementatespecially in low and middiencome
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countries[307]. In another study, stakeholder participation and consultation contributibe to

successful development of health polj2y0].

Furthermore, studies highlight the importance of involving partners in policy development to
ensure the resulting documents are compreher{&v@]. Some policiesare initiated after
collecting data from adolescents from some parts of the country. On this point, Mukanu et al. argue
thatthis helps the government lobby for support and collaborétion various partners and may
result in increased fundin@70]. Despite this involvement of multiple stakeholders, the role of
early adolescents in establishing a policy or as policy actors remains unclear. On this note,
ChandraMouli et al.suggest that adolescents (including the young ones) be involved in national
and local actions to addregeeir needssuch as policy development, designing, implementation,
monitoring and evaluating programmes and projf&@8]. This involvement may contribute to

achieving the sustainable development goals (SDGkpB8d 526].
114.2 Perceived @terminants ofearlya d o | e s ¢c e n tSRHR irdloomat®rs s t o

Informed by the sociadcological framework of adolescent healthjs researchexplored
partici pant s éhe gnabtesapddarriens togosngaodhol escent s6 acces
information in RwandaThe socialecological framework describesultiple interacting levels of
interventions to enable adolesc8RHR[246], especiallyn terms ofaccess to SRHR information

by youngadolescents. Participants in this study perceived/thatgadolescen@access to SRHR

information consists of interrelated individual, relationship, community and societal factors.

The study found that individual factors include yleeingadolescents’ SRHR curiosity and age
determining the exact time to initiadexualinformation. The study found thgbungadolescents

ask SRHRrelated questions to know more about SRHRt these questions show they have
inadequate SRHR knowledge and suggest their need for more knowlediged knowledge was
further confirmed by findings from the policy review and survey in this sty predisposk
early adolescents to risks relatecHIV, AIDS, and substance and alcohol UBeevious research
also highlighted thatyoung adolescents in Rwanda receive partial and inaccurate SRHR
information[309]. A recent scoping review concluded thatingadolescents in lonand middle
income countrieshave inadequate SRHR knowledge, especiallyregarding puberty and

menstruatiorf310]. Younga d ol escent s 0 i8 RWaRdaskinadeguhteasingmeany
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other settings such as S8laharan Africd64, 75] Guangzhou City in Ching11], Korea[14]

and Indonesigl99]. The age of initiatingsex education was another perceived determinant of

access to SRHR information lppungadolescents. However, participantsatjreecn the exact

age at whiclsuch educatioshould bedelivered Kingori et al.suggest that the age of receiving

SRHR i nformation may i nfl uenc eOtherBtergiureguiggsstss e x u a |
that sexuality educatiomustbe ageappropriate and start at an early stflg&/], specificallyin

early childhood312]. Sometimes, young age is considered a barrisexnalcommunication

[313] becausst is thought that it is too early for young adolescents to receive SRHR information

[313, 314] Still, otherstudies conclude thgbungadolescentbaveinsufficient SRHR knowledge

[14].

The relationshiplevel factors influencing access to SRHR information included paremtd
interaction and peer norms. Similar to other stuf8&5], the currentstudy found that sexualiig
not openly discussed with parents that it issometimesliscusseavith members of the extended
family [316]. However,youngadolescentsftenperceive parents dise primary sources of SRHR
information[316, 317] but many parents dwot discuss sex with their childrefihere is imited
communication with parentsecause parents lack the skills and titneengage withyoung
adolescentdiavenegative attitudes towards SRHR informatiang facdanguagerelated barriers
and cultural norms at the family level. In other studies, paraistshad limited resources,
including knowledg¢315], negative attitudg815] andsocioculturanorms[315, 318]Jas barriers
to SRHR communication witfyoung)adolescentsThe beliefthat parentareworried that SRH
education Wl stimulate sexual activity amornygungadolescentss echoedn other studie§198,
313]. Usually, parents perceive sexual activity as bad, shameful, and morally reprehensible, which
impedes the discussion of sexual health topics yatingadolescents [48]. The study found, like
otherstudies that parents sengbungadolescents tmembers of extended famifgunts, uncles,

and grandparents) for sexual socialisafg 314, 319]

The mrticipantsthought that educated pareriie more likely to discuss sexuality wityoung
adolescentghan uneducated paren#nother study in Iran reportethat parental education,
specifically the mother's educatipmfluencedyoung adolescents' SRHR knowled{&20]. In
addition, whileyoungadolescents need adults who spend time with {34, 321] this study
shows that grenal absence fronthe home reducg parental monitoring and opportunities to
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deliver SRHR information. Furthermore, this study revealed foatSRHR stakeholdershe
languageusedto engage withyoung adolescents about sexual information in local tersns
culturally inappropriate and embarrassiimgcontrast, early adolescemdocus grougliscussions
prefer learning Kinyarwanda over English when learning SRitRRvever, a booklet in the local
language, Kinyarwandds availableto facilitate SRHR communicatiobhetween parents and

youngadolescent§322].

Similar toa previousstudy in Tanzani§823], this studyhighlighted the role of peers in delivering
SRHR information. Peer norm® ahot allow girlsto access SRHR information and encourage
silence about sexuality fullgndthis is similar to findinggrom Vietnam[324] and Ethiopig314].
Silence about SRHR implies thgbung adolescentscannot access full range of SRHR
information, which might affect girls' SRHR informatiseeking behavioU14]. Furhermore

the SRHR messages from peene contradictory, calling for both sexual abstinence and
intercourse. This finding aligns with previous research indicatyogifig adolescents follow

contradictory peer nornig2].

Access to SRHR information requires using relevant sources at the community level. Echoing
other studie§64, 315] this study revealed that youadolescentsaccess SRHR information from
multiple sources. The current study foui@tstructured programs such as scHoated sexuality
education, youttfriendly corners at health facilities, Urunana and Ni Nyampinga radio shows, and
(m4RH) provide reliable SRHR information to young adolescents. However, the study found that
schoolteacherface limitations such as beliefs, attitudes, and lack of skills when delivering SRHR
information. In addition, some sources provid@HR information based on the gender of the
recipients. For example, Ni Nyampingas created by girls for girls, and this radio show targets
only girlsprovides information about health and relationships and depicts ideal girlhood for young
female adolescenf825, 326] This suggestthat SRHR information should be customised to boys

or girls to respond effectively to their need#4RH is a text messadmsed platform thagends

SRH information to young adolescents in Kinyarwafi#¥]. However, m4RHeaches limited
number of young adolescents becausthefow mobile phone ownershipf young adolescents.
Furthermore, the findings suggest that young adolescents access less reliable and unprofessional

SRHR information sources, including friends, social media platforms (Facebook and WhatsApp)
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and mobile phoned hisraises concerns about the quality of messages deljMeegting to calls

for harmonisation of SRHR information

The study highlighted the influence of culture and gender norms on delivering SRHR information
to youngadolescents because of taboos. The study corroborated findings from other studies that
sexuality is a taboo and embarrassing subject to discusyautigadolescents in many societies
[198]. Sexuality taboos also influence the design and implementatsex@flucation programmes

[328]. Sexuality taboos suggest that providing and seeking sexual information sounds

unacceptabléo manyyoungadolescents.

Like other studie$12, 85] the currentstudf ound di fferences in boysb®o
suggesting a different socialisatipnocess that affecsccess to SRHR information. We found

that the community expextjirls to remain submissive, ambivalent or silent about sexual matters

but that boys are expected éojoy their sexual powers and freedatmis is also reporteth

previous studief314, 329]

In addition,the findings from this study suggest that religious beliefs play an important role in
determining the content of SRHR information in Rwaf88], similar to other studig830-332]

Participants fromFBOs espoused preservingiorality amongyoung adolescenty focusing

mainly on the moral values of sexual abstinence and virginity. In contrast, participants from public
institutions advocatefor safe sex and modern contraception. These findings suggest that, like
another study[274], all education stakeholdemnust suggest consistent content of SRHR
information. In addition, the study found no agregmndefiniiono f A gender 0 applic
Rwandan context. Gendsignificantly influencesexuality[84]; hence, weldefined contenis a

foundation for determining what, how, whemd to whonto provide it besf333].

This study found that factors at the societal level also influence access to SRHR information. These
factors include inadequate resources, pedieiting processes and SRHR laws. Concerning the
resources, the study noted, like otliEs8], limited means to develop teaching aids and a shortage

of trained employees (including schoolteachers) to deliver SRHR. In this regard, inadequate
resources constitute challenges to implemergemgducation in Rwand&®6] and other resouree

poor setting$157, 174, 334]
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This study also identified the challenges of inadequate SRHR educationpalkiyg processs

and laws that do not involve local stakeholders. Participants highlighted the need for research
before initiating SRHR policynaking and involving local stakeholders. These findings
underscore the perceived importance of researchtlamevolvement of stakeholders from
different backgrounds talevelop universal andculturally relevant SRHR content[274].
Additionally, this study's findings suggestvising adolescent SRHR laws to enadilescents

to access to SRHR services and information without parental comserdcommended by the
World Health Organizatiof835].

114.3 Content of SRHR messages to early adolescents

The current studyeviews CSE's contentvhich s reflected inRwanda's competendmsed
curriculum for early adolescents. It assesgleish aspects of international guidelines on sexuality
education are represented in this curricuif@SE in Rwandan schools. The literature indicates
that sex education may be delivered as a stalwhe or integrated subjeft42, 146] In this
review, the competendeased curriculum integrates CSE into existing subjects. In other settings,
sexuality education is deliverezh the subject of Biology to emphasise biological aspects of
sexuality[143, 152, 160, 336jather than focusing on human rights and skills development. As
the selection of such subjects depends on the country, the types ofsahdabther conditions
[146, 336] the findings from this study highlighted that the subjects of Social Studies, Science and
Elementary Technology, and Knowledgetbé Environment were the ones that accommodate
CSE in Rwanda in addition to other subjects mentioned in the current study.

Integrating CSE into extant subjects is preferred in-Saibaran Africa. It can reduce the pressure

of an additional subject on students and teachers and the need for a specially trainefB8&gcher
However, studiesndicate that CSE may be given inadequate weight when integrated into other
subjectdecause it is perceived as dilutydother subjectfl00, 174] In addition, this integration

may result in allocating a limited budget to CSE for some schools and the development of
inadequate teaching materials by untrained tea¢thé8. Finally, when CSE is integrated into
elective and/or noexaminable subjects, students may miss some CSE content, or some teachers
may pay little attention to these subjects that are not examidddle338] It is, howeveressential

to note that the competenbased curriculum in Rwanda indicates that the subjects in which CSE

is integrated are mandatory and examinafl82]. A standalone CSE subject provides
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opportunities for monitoring and evaluatimgogramming and revising the curriculum when
necessarj142]. Therefore, delivering CSE as a standalone or integrated subject, or a combination

of both in Rwanda, has implications beyond this research's scope.

This study showedhat the competendgased curriculum integratesex educationat the pre-
primary level, which echoes the recommendations to initiate CSE in childhood, including
kindergarten and preschod!7]. The number of CSE competences in the curriculum increases
progressively by age, with a small amount of CSE competences in lower gradd¢sgmadumber

of competences in lowesecondary education (412 years). This echoes sexuality education
guidelines indicahg that CSE should be agend developmentally appropridier, 137, 138, 145,
339]

The Government of Rwandacogniseshat CSE should cover the eight keygasecommended

by ITGSE[180]. However, this reviewf the competenebased curriculum in Rwanda indicates

that CSE emphasises some key cpteand overlooks some equally important otloérhe 58

CSE competences identified through all reviewed CSE curricula, many ofabeuntthe key

concept of sexual and reproductive health. CSE competences related to understanding, recognising
and reducing the risk of STls, including HIV, and those related to pregnancy and its prevention
were respectively the most frequantthe competenebasedcurriculum Keogh et al[153]

indicate that imbalances the coverage of CSE are duettee prioritisation of certain areas over
others.HIV and other STDs and pregnancy prevention were also the main foseseafucation

programs in the United States of America (U$290], which contrasts with current findings.

Similarly, in Mexico[341], CSEemphasisetopics related to the human body and development,

such as sexual and reproductive health anatomy, physiology, and puberty. Qualitative findings
from the current study showed that the main reason for the Rwandan comjeteedeurriculum

to focus on asms of reproductive health anatomy and physiolisgy teach early adolescents to
protect themselves and reduce risks related to unsafe sexual activity, like the sex education in
several settings, including the U$R47]. Furthermore, while the participants indicate that CSE
focuses on preventing sexual violence among early adolescents, the results from the curriculum
review show that this area is the least represented in CSE competences, which suggests a further

elaboraion of this area in the curriculum
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Although the competendeased curriculum defines the CSE content for early adolessents
Rwandait is crucialto provide a reference book for teachers of theppirmary and primary levels

to standardiseand optimisethe implementation othe CSE program in Rwanddn 2018, he

Rwanda Education Board published t eac her s 0 r e atthesecandaey eucabok on C
level [180]. This book aims o0 hel p teachers address their v,
knowledge, skills and attitudes related to sexuality, reproductive health and communication.
However, this book does nallocate the content to each intended education levejuide CSE

for thepre-andprimary levelssuggesting different implementation pathways

Globally, despite the existence of sexuality education standa#8448, 342] the content of CSE
programs is dissimilar across countri@40]. For example, contrary to Ghana, where moshef
sexuality topics are taugf53], this review of the&eompetencdased curriculum shows thize
prescribed contents afie CSE programme for early adolescents in Rwanda do not address all
fundamentac oncept s and topi cs s u[ddpleThis studly abgns withN E S C O €
the findings from other settings that there are differences and gaps in sexual health education
curriculum content within and across countries, namely in the USA, United Kingdom, Mainland
China, Hong Kong, and Taiwdh38]. While sexual health education in Kenya puts little emphasis

on gender and sexual and reproductive riffth8], this study indicated the need to emphasise the
key concepts that were not sufficiently reflected in the CSE programme for early adolescents in
Rwanda. These key concepts include violence and staying safe (key concept 4), skills for health
and wellbeingKey concept 5), sexuality and sexual behaviours (key concept 7), and relationships
(key concept 1). In addition, these key concepts haieed CSE competences in the competence
based curriculum. In addition, eight of the 27 CSE topics suggested by UNESCO T1&5 E

are not addressed by the Cogramme for early adolescends indicated in this study. These
findings suggest that early adolescents officially receive little or no information about the
following important topics: longerm commitment and parenting; cultural aspects of sexuality;
bodily integrity; safe use of farmation and communication; negotiation of safe sex; effective use

of media for better sexual health, seeking help and body image. Furthermore, six recommended
CSE topics appear only once in the competdrased curriculum in Rwanda, which suggests a
further representation of these topics in the curriculum. These topics include families and

tolerance, inclusion, and respect in key concept 1; soaradtruction of gender and gender norms
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and gendebased violence in key concept 3; norms and peer influensexaal behaviour in key

concept 5; and sex, sexuality and sexual life cycle in key concept 7

Qualitative findings suggested additional CSE topicgh® competenebased curriculum in
Rwanda, such as safe sex, sexual pleasure, desire, and sexual orientation. This study noted that the
CSE curriculum tends to focus more on the consequences of unprotected sexual activity and fails
to consider safer anthore pleasurable sex topics. Despite being controvefstf], a previous
gualitative study indicates that discourse around pleasured sex is often associatatl/evib
outcomes such as not using condoms, rushing into sex, negretix, pregnancy or sexually
transmitted diseas¢343]. However, many scholars advocate that this topimbluded in CSE
content[147, 158, 160, 339, 344hs CSE on sexual expression and pleasure yielded more
favourableoutcomeq157]. Integrating sexual pleasure into CSE offers a positive approach to

adolescents' sexuality, leading to increased contraceptive use and sexua[Z@gncy

Although mentioned bynly one participant in this study, teaching young adolescents about
controversial topics such as sexual orientation, namely about lesbian, gay, bisexual, transgender,
or intersex (LGBTI), is anmportant topic that aligns with international guidance on sexuality
educatior{145]. This finding echoes theecommendations fror@rockett and Deardor{fl52] to

prevent associated harassment and discriminatgainst LGBTI people. In this perspective,
scholars in Suisaharan Africa advocater including in the curriculum and teachicglturally
controversial topics such as abortion, homosexuality, and masturbation because these topics are
avoided, skipped in the CSE programs or discussed in a negativgdht According to the
UNFPA, sexual diversity is part dfow children and young people should acquire accurate
information[144]. In addition, the need to extend CSE to practical skills related to contraceptives
was documented in Ghaf@45].

Due to anticipating the consequences of an unexpected pregnancy, participants in the current study
perceived that CStor early adolescents focuses on pregnancy prevention more for girls than for
boys. A study on young Romanian people indicated that, at the family level, girls get involved
most often in sexual and reproductive health education compared to boys to firebanmful

effects of sexual activity, including early pregnari@#6]. In addition, research evidence on
gender norms and sexuality of young adolescents in Uganda indicated that, compared to boys,

adolescent girls experience more challenges in their sexual health and need more protection and
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supervisior]107]. A previous study depicts girls as more vulnerable to unwanted sexual behaviour
[347]. This study found that the competeti@sed curriculum focuses narrovdy violence and
staying safe (key concept 4) and stresses the need to educate early adolescents, especially girls, on

this topic, as they are more prone to physical and sexual assault thg8483ys

Participants from the current study disagree about the presence of some topics in the CSE
programme for early adolescents in Rwandach as abstinence and birth control methods,
including condoms. Participants from FBOs rely on Biblical virtues and support content
encouraging abstinenoghile public institutions aim to introduce birth control methods to prevent

early pregnancy. FBOs argue that some content of CSE, especially condornrigsomises

moral values and may lead to initiating early sexuavagtamong adolescents. Studies indicate

t hat CSE has significant p o0 s i[171, 848hndr ikceasést S 0 n
condom or contraceptive u$g49]. Furthermore, evidence from a clustandomisedrial in

Uganda concluded that delivering CSE to early adolescents does not result in early initiation of

sexual activity{155].

This study highlights the influence of FBOs on the content of CSE progidatably, the
Rwandan population is highly religious, as 93% are affiliated with different religions, dominated
by Christianity[253]. Research ifcast andSouthern Africa indicates that religious leaders are
willing to provide and influence CSE programmes for children in Africa because of the presence
of religious institutions in most communities and their authd880]. It is equally important to

note that effective CSE should be broader@nmodide a wide range of possibilities feafe sexual
practices and shouldot limited to promoting abstinenamly [351]. Regrettably,studies on
sexuality education in four lovand middleincome countries highlight that contraception methods
are neglectefll53] or less emphasisgti60, 330] and CSE focuses only on abstinence as the main
method of preventing pregnanf887]. The ITGSE suggests that engaging with religious leaders
may help resolve these different views on the content of CSE programmes and conciliate what
religions teach, scientific evidence, ahelived reality of young adolescerts45].

Despite little explicit focus on early adolescents in the SRHR policies, findings from key
stakeholders and the CSE curriculum review highlighted coverage of early adole¥tenyts

indicatedthat this age group was learning about SRHR.

198



114.4 SRHR knowledge, beliefs, behaviours and sexual experiences

This study aimed to examine the extent to which early adolescents were knowledgeable about
sexuality, modern contraceptive methods, HIV/AIDS and other STDs, condoms, sexual norms and
gender attitudesO f concern ar e participants?©o l ow sc.
contraceptive methods, sexuality and conddBesgstom et al. indicate that SRHR knowledge
plays a cruci al rol e [193h Lep e al.pndicat® that he acauradlatiob e h a v
of knowledge results in beliefs and attitudes that inform behaip86}. Early adolescents need

this knowledge to decide, for example, on being in romantic relationships, with whom to initiate
these relationships, having sex and protecting themselves against pregnancy and sexually
transmitted diseases, including HI&4, 196] The findings indicated most participants had poor
knowledge (<50% score) of modern contraceptive methods and moderate knowled§é6(50
score) of HIV/AIDS and STDS and condoms. In addition, one out of two participants (50%) had
moderate knowledge (518% scores), while four out of ten participants had poor knowledge
(<50% score) about sexuality. These findings are consistent with other research indicating that
many adolescents have inadequate SRHR knowlg&&3. A limited proportion of participants
exhibited excellent knowledge of these topics. However, this study found that most participants
exhibited favourable attitudes (>50% score) towards sexual norms and more-ggunitisle
attitudes. Adesina et al. indicate that SRHR knowledge is important in making informed decisions.
Still, mostyoung people lack this knowled{E72], which may be associated with involvement in

risky behaviourg198]. In another study, Bankole et al. indicated that early adolescents had high
awareness but limited 4depth knowledge about HIV/AIDS and pregnariég]. On this note,

Hong et al. found that the sexual knowledge of early adolescents in South Korea was also poor
[14]. Nasution et al. found a low to moderate knowledge of reproductive health among participants
involving early adolescents in Indoneg&b3]. Similarly, Kemigisha et al. found that SRHR
knowledge was low among early adolescents in Ugdafh In addition, a scoping review
indicates that early female adolescents have poor knowledge about menstruation and puberty,
which leaves them unprepared for menarf3®0, 352] In addition, Fasil et al. found that
comprehensive knowledge about HiAs shdbw in girls in rural Eastern Ethiop{854]. While

Rwanda adolescents believe that condoms are the most suitable contraceptive [@&haxhly

63% of early adolescents in the current study had moderate knowaleolgiecondoms$Bergstdm

et al. also found poor knowledge about contraceptive methods in a study involving early
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adolescents in Nicarag@id®3]. Thi s study al so indicates that
score was obtained on modern contraceptive methidsertheless this knowledge is a
determinant of contraceptive usage by adolescents in and/ MiddlelIncome Countrie§197].
Furthermore, Guzzo et al. indicate that adolescents' attitudes and knowledge about reproduction

predict shorterm fertility behaviour$356].

Participants in this study exhibited the highest knowledge score on HIV/AIDS and other STDs,
with 67% of them having moderate knowledge. This finding is consistent with Finlay et al. who
indicate that knowledge about HIV /AIDS is widespread in adoles@emtsSubSaharan Africa.

Still, early adolescents in this paftthe worldlack knowledge about other aspects of SRHRR].
However, research indicatéisat some early adolescents are highly aware of HIV/AIDS with
limited in-depth knowledgg26, 357] In contrast, research indicates poor knowledge about
HIV/AIDS and STDs among primary school students in Malajg8&] and early adolescents in
West Java Provincgndonesia)358]. Poor knowledge about HIV/AIDS was also found among

participants aged 119 years (including early adolescents) in Nicarggd9a].

This study also highlighted variations in SRHR knowledge based on the participant's
characteristics and behaviours. Boys scored significantly higher than girls on knowledge about
condoms and significantly lower on HIV/AIDS and STDS than girls. Furtherntioeestudy

showed that those from a rural setting scored higher than those in an urban setting on sexuality
knowledge, and those in lower school grades (senior 1) scored higher than those in higher grades
(senior 2) on knowledge about condoms. Being-okMas also associated with higher scores on
knowledge about condoms than being poor. Perceived difficulty in communicating with the father
was associated with scores about sexuality, while perceived difficulty in communicating with the
mother was assoced with scores on knowledge of contraceptive methods. In addition, discussing
sex matters with the mother was associated with higher scores on sexuality, while discussion of
sex with sisters was associated with higher scores on sexuality and condomer Assticiation

was found between attendance of parties and participants' scores on contraceptive methods and
condoms. Drinking alcohol was associated with higher scores on modern contraceptive methods,
while high frequency of watching pornography was assed with higher scores on knowledge

about condoms. Searching SRHR information from the internet was associated with higher scores

on sexuality, modern contraceptive methods and condom knowledge. Experience of caressing,
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kissing, and touching genitals with hands was also associated with higher scores of knowledge
about condoms. Finally, access to SRHR information (puberty and reproduction) was associated

with higher scores of sexuality and condom knowledge.

Furthermore, associations were found between the following variables and sexual norms and
gender attitudes: perceived difficulty to communicate with brothers or sisters; use of mobile phone;
attendance of parties; high frequency of watching pornographgesrdhing SRHR information

on the internet. Other factors associated with semxorahs attitudes included ever kissing on the

lips and ever touching genitals with a hand. Ever use of the internet was also associated with higher
scores than nense. Hong tal. found in South Korean early adolescents that factors associated
with sexual attitudes and knowl edgecologicalr e e mt
framework[14]. These included media such as the internet and pornography infljéAges
Research indicates that famigvel factors, such as communication with parents (and, of course,
other family members, including brothers or sisters, and other people in the school environment
such as comprehensive sexuality educatiwaje associated with increased sexual knowledge and
attitudeq14, 216] In the current study, participants in the lower school grade (senior 1) exhibited
higher knowledge about condoms relative to higher school grade (senior 2). This finding contrasts
with Hong et al., who found that younger adolescents have low knowledgauaceptibility to

HIV infection as compared to older ong$4]. Furthermore, boys in this study had higher
knowledge of condoms and lower knowledge of HIV/AIDS and STDs than girls. On this note,
Hong et al. note that evidence is mixed, whereby some studies indicate that girls have greater
knowledge and awareness @kis than boys, while other findings suggest no sex differdthdgs

Along the same line, another study suggests that boys have less SRHR knowledge {B28]girls

The findings on sexual experience indicated that more than four out of five early adolescents (81%)
have started engaging in at least one of the romantic activities related-pematnative sexual
experience, including hugging, holding hands, caresaimgjtouching or being touched genitals.
Concerning being touched genitals, the prevalence ranged from 0.5 to 1.3% for girls in the current
study, which corroborates the findings from Maina et al., who found a prevalence of 1% among
very young adolescentrts in Nairobi, Kenyd226]. However, the prevalence of caressing in this
study was 4% among girls, which Maina e{226] did not include. Furthermore, this study found

a higher prevalence of hugging (29.1%) and holding hands (36.7%) than found by Maina et al.,
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which were respectively 6% and 9% among very young adolescent girls in Nairobi, [R26}a

In addition, kissing was higher (5.3%) in the current study, while Maina et al. found 2% in young
adolescents in Nairobi, Kenya26]. In a different study in Kenya, Kagesten et al. indicated that
most early adolescents have not engaged in romantic and sexual a¢B#ities

Concerning the factors associated with-p@metrative sexual experience, this study found in the
logistic regression analysis that attendance of parties involving other young people thuse of
internet, and primary and secondary |l evels of
of nonpenetrative sexual experience among the participants. Furthermore, this study indicated
that nonpenetrative sexual experience was associated with rhigteevledge about condoms,

attitudes towards gender and sdxnarms. These findings contrast with what is generally

expected, that higher knowledigeassociated with healthy sexual behaviours.

Furthermorenearly 7% of allearlyadolescents, including 11% of boys and 3% of girls, reported
penetrative sexual experience, including oral sex, anal and/or vaginal intercourse. Jing et al. found
a similar estimate (6.9%) of lifetime sexual intercourse among young adolescets \(&2as)

from Low and Middleincome countries (LMICHB59]. Similarly, Markham et al. found that 6.5%

of American Indian and Alaska Native youth agedlf2years have had sexual experiejas].

In another study, Roman et al. found that the prevalence of sexual initiation among Brazilian
adolescents aged 112} years was lower in girls (7%) than in boys (182Y], which has a similar
gender trend in this study and others in LMICs and K[888, 360] However, Maina et al. found

that the proportion of girls (204 years) with sexual intercourse was 2% in Nairobi, K¢pg8].

The prevalence of sexual experience was, however, higher than in this study when 17% of
adolescents indicated being younger than 15 years at first sexual intercourse in a study done by
Magnusson et a[361]. Similarly, Hellerstedt et al. found that 42% of American Indian Youth
aged 1315 years reported ever having sexual intercold62].

For the lifetime penetrative sexual experience, the study found that being a male participant,
drinking alcohol, having a high frequency of watching pornographic films (3 times and above),
being forced to have sex,beiag oubl e or phan, and discussing se
factorsassociated with a higher risk of lifetime penetrative sexual experiérperience of forced

sexual intercourseonfirms the presence of sexual and geftdesed sexual violence found in

policy review On this pointthe literature indicates thaarly sexual experience among adolescents
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occurs in the context of sexual coercion and violg@6e 105, 363] This study also found that a

high frequency of evewatching pornographidilms was associated with penetrative sexual
experience, which is consistent with literature indicating that exposure to pornography may have
harmful effects on sexual maturation and behaviours of adoles[38#s 365]and that first sex

was associated with exposure to pornograf#66-368]. Furthermore, pornography use by
adolescents results in unprotected penetrative and oral sex, a high frequency of casual sex, and an
earlier onset of sexual activif$69]. The current study also highlighted that male participants were
more likely to experience penetrative sexual experience, which is consistent with findings from
Reis et al[134] and Roman et aJ227] and may be due to masculinity encouraging boys to early
sexual initiation for boy§l34]. Furthermore, ever drinking alcohol in the current study predicted
penetrative sexual experience among the study participants. In a study of the factors associated
with sexual initiation among participants, including early adolescents in Brazil, it wad foat

the use of alcoholic beverages explained early sexual initi§22n, 370] However, never
discussing sex matters with the father protected participants in this study from penetrative sexual
experienceThis contrasts the knowledge that paremtd communication about sexual issues
enhances healthy sexual behaviours among adolesg&iits 321, 371, 372]Furthermore,
improved communicatiorbetween parents and adolescents contributes to healthy sexual
behaviourd321, 373, 374]and parents' education may be beneficial in promoting adolescent
reproductive healt[875]. These findings suggest that addressing sexual experiences among early
adolescents requires mdkivel interventions in the soctatological framework of their

environment.

Smoking and evedrinking alcohol in the present study were associated with penetrative sexual
experiences. This finding is consistent with other research indicating that smoking cigarettes and
using alcohol and other drugs were associated with sexuaidntee among #school adolescents

from five subSaharan African countrig230] and among older adolescents and yo[&f§].

Regardingthe relationship between penetrative sexual experience partitipants’ SRHR
knowledge, the study fourttiat penetrative sexual experience was associated with higher scores

of knowledge about condoms and attitudes towards sexual norms. Furthermore, reporting non
penetrative sexual experience was associated with higher scores of knowledge about condoms and

greaterscores on sexual norms and gender attitudes. On this note, Hong et al. suggest that more
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sexually experienced youth may become more desensitised to sexual risk o{et]tidenilarly,

Olaleye et al. found that having knowledge of modern contraceptive methods was associated with
engaging in transactional sg231]. Furthermore, participants with ng@enetrative sexual
experience recorded greater scores on knowledge about condoms. Nevertheless, as expected,
higher scores on knowledge about HIV/AIDS were associated with a lack of penetrative sexual

experience amond¢ participants.
114.5 Sexual Health Outcomes

This chapter reflects on early adolescentsodo s

knowledge influences these behaviours and health outdorReganda.

This study found that 3.7% of early adolescents were involved in transactional sex in exchange for
money or any other gift. This proportion ©wever, lower than the proportion in a study of street
involved young people R4 years, which was found to be 22.8% (Olaleye et al., 2020), and this
difference may be explained by timelusion of older adolescendsd youthg15-24 years) who

get involved in sexual activity as they grow up. On this point, research indicates that sexual
behaviours as a functiorf age[234] and sexual experienagcreasevith age.

Concerning the number of sexual partners, the findings from the current study indicated nearly
three sexual partners for the 28 early adolescents who responded to this question.eO&leye
found that most participants in their study (56%) had more than one sexual p2Bthenn
addition, findings on sexual behaviours of early adolescents are lower than those from older
adolescents. For example, a study conducted by Lyu et al. among undergraduate stu@dnts (15
years) in China indicated that 41.8% of males and 28.8% of ésnfiald more than one sexual
partnef209].

Concerning being in relationships, the current study found that 31% reported ever having a
boy/girlfriend/sexual partnewhile this proportion was highet 56.1% among older adolescents

and youthd209]. Similarly, research found that most early adolescents from the Global Early
Adolescent Study (GEAS) had at least one frig@®¥]. This study also showed that participants
hadfriendsof t heir age (mean, 13.8 years) and girl s
boysé friends/ partners (14.6 versus 13.2 year

al. among older womef378]. The age at firstime sex in this study was 12 years for the six
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participants who responded. Lyu et al. also found that this age was less than 18 years for 15.3% of
the participants aged 45}. However, this age was 14.6 yeascording ta study conducted by

Senn and Carey [379Concerning the reasons for first intercourse, participants indicated forced
sexual intercourse, which is in contrast with the findings from older adolescents andwlauth

indicated that they were both willing to have sexual intercd@ie.

Concerning the current use of contraception, the current study found that 297 early adolescents
(36.6%) (of whom 17% of girls and 19.6% of boys) had ever used a contraceptive method, with
periodic abstinence and condoms as the most common options. $inaitexiher study indicated

that the proportion of older adolescent girls-(Ibyears) in Rwanda was 17.4380]. However,

the predominant options for these older adolescents were respectively implants and condoms
[380]. In addition, Olaleyet al. found that 31% of the sexually active stieblved young people

aged 1624 years in Nigeria had nevesed any form of modern contraception with condoms as
their primary option [231]. However, this proportion rises to 30.8% among sexually active

adolescents (148 years) fronBolivia and Ecuadoj84].

Regardingthe use of contraception at first sex, three (25%) of 13 participants who responded in
the current study indicated no use of means to avoid pregnamdycondomsand pills were the

most commonly used methods of contraception mentioned by participants. On this note, research
indicates that sexual activity and pregnancy during early adolescence are less frequent than during
late adolescence and that girls who indtisex before 15 years are less likely to use a contraceptive
method[381]. Furthermore, though the number of respondents was small (n=12), the proportion
of nonusers of contraception during last sexual intercourse was higher in this study (25%) than in
New Mexico and the United States (16% and 1#&4pectively]175]. Furthermore, mosif these
participants indicated no regret for having sex for the first time. These findings are far different
from those for older adolescents and youilhich indicated that nearly 74% of them used

contraception methods for thédirst sexual intercours09].

In this study, participants report some sexual violence because 8% indicate ever being touched
unwillingly, and this rarely happens for most of #feparticipants (57.5%) who responded to this
guestion. Furthermore, foenrespondents in the current study, fissix partners are nantimate

and sexual intercourse is forced for most of the participants inyahseckeported earlieSuch

findings are consistent with those from the policy review and those on sexual experiences
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previously reported in the current research and highlight again the presence of sexual and gender
based violence among early adolescehitese findings are consistent with literature suggesting
that sexual activity among early adolescents is nonconsdt®8aB81] Consistent with this, De

Meyer et al. reported the lack of mutual initiative to have sexual intercourse the last time for the
majority (55.6%) of older adolescents {18 years)84]. Sexual violence for adolescents may
include any of the following acts: unwanted touching, attempted sexual intercourse, forced or

coerced sexual intercourgs].

Regarding pressure to have sexual intercourse, the findings indicated that around 7% of
participants feel this pressure from a little to a great deal and that this prasginaedmainly
from their friends. De Meyer et al. indicate that this proportion was 14.4% and,X@sffctively,

for sexually and nosexually active older adolescents {18 years) in Bolivia and Ecuad[@4].

Concerning plans for sexual intercourse, more than seven out of ten participants plan to wait until
marriage and more than one out of five will wait until they are engaged to be married. However
around one per cepof the participants plan to have sexual intercourse when opportunities come
along. Furthermore, more than nine out of ten participants indicated that sexual intardghtse

not be a positive experience, against eight per cethhem who said this could be a positive
experience. De Meyer elt aeport that 23% of older nesexually active adolescents (18 years)
believe that sexual intercourse could be a positive experiégmadntrastthe sexually active
adolescents were more likely to describe the last sexual intercourse as a positive experience. On
this note, Vasilenko indicates that adolescents heye different perceptions of their sexual
behavioursjncluding positive and negative feelings such as guilt, shame or sexual satisfaction
[234].

Concerning participantsdd health outcomes, the
of boys in pregnancy (1.3%) and no pregnancy for girls. Thieséngs are consistent with

literature suggesting low sexual activity and pregnancy among early adolgg;etds 381]

However, nearly 3% of the participants reported ever haam8TD, and nearly 31% of them

indicated ever testing for HI\Gabster, Pascale [23Bijovide the prevalenad various STIsguch

as HIV, syphilis, and Hepatitis B among schoegjoing indigenous adolescents {14 years)

reporting sexual experience in Panama but do not provide an overall estimate of STIs and HIV test

in their study{235]. Similarly, Aguirrebengoa et al. report estimateshefprevalence of various
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STIs among adolescents (10 years) in Madrid and do not provide an overall picture of the
participant®HIV and STlstestingin general236]. In contrast, Monteiro found that 32% of 196
adolescents aged 1140 had at least one STI (Monteiro et al., 2023), an estifaatgreatethan
2.9% of the current study.

Kyilleh et al. indicate that adequate knowledge is needed to prevent the consequences of premarital
sex including unwanted pregnancies, unsafe abortion, and S[IR8]. The findings from the
current study showed that SRHR knowledge pl a
behaviours and health outcomes. Quantitative findings suggest that early adolescents with high
knowledge tend to undergo an HIV test. Fumthere, qualitative findings helped to explore how

early adolescentbenefit from the information and knowledge obtained about SRHR. These
benefits include better management of risks associated with access to inadequate information and
misinformation, adoptig healthy sexual behaviours and avoiding unhealthy ones, and raising their
awareness about sonessentialsexual and reproductive health issues)uding menstruation,
pregnancy, HIV/AIDS and other sexually transmitted diseases. Research indicates that SRHR
knowledge and attitudes affect sexual behaviourgh@senotes, Lyu et al. found that low levels

of SRHR knowledge were associated with risky sexual behaviours among Chinese undergraduate
student$209]. Tumwakire et al. indicated that youth {28 years) in Uganda with low knowledge

tend to engage in risky sexual behavid3&2]. Furthermore, Guan fourahassociation between

sexual and reproductive health knowledge and behaviours among university students in Beijing
[207]. Likewise, Kim et al. found thatmong female university students, sexual knowledge and
attitudes affected sexual behaviours withriediation of sexual attitud¢383]. In contrast, Lou

et al. found that sexual knowleddil not affect thesafe sex behaviours of adolescents in Taiwan
[384].

114.6 Current and preferred sources of SRHR information and their relationships with

adolescent health

This study aimed to assess the sources of SRHR information, the preferred ones and how these
sources were associated with participants’ SRHR knowledge and attitudes. Understanding how
early adolescents acquire SRHR is crucial to determining which souregdike for better
intervention[63, 76]
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Current sourcesof SRHR information

Consistent with previous researchHaur SubSaharan Africartountries[64], early adolescents

in this study receive SRHR information from multiple sources. The findings from the current study
showed that communiy(parents, mother, father, siblings, other family members) and school
(schoolteachers) based sources were repostdgeanain sources of SRHR information on puberty
and reproduction by early adolescents in Rwanda. SpecifiGihypolteachers and participaints
mothers were the main sources of SRHR information about puberty and reproduction for early
adolescentsSimilarly, literature shows that early adolescents identify their parents as primary
sources of SRHR informatid®, 129, 316, 317and would prefer receiving SRHR information
fromtheseparenf§98]. On t hi s note, Kennedy et al . highl
SRHR information to childre128]. Furthermore, parents perceive themselves as important
sources of SRHR informatidia25]. However, some parents lack the sfficacy to provide this
information, which leaves peers, media and siblingseaessarand preferred sources of SRHR
information [121]. Mothers in this study were also highlighted as the main sources of SRHR
information. This finding is consistent with Coast et al. confirming in a scoping review that
mothers provided information to adolescents, including the younger onés$ (fars) n Low-

and Middleincome countries (LMIC310]. However, Onyeonoro et al. found that families and
schools were not the main sources of sexuality education -&rhimol adolescent girls in East
Nigeria[120].

Schoolteachers were also the main sources of SRHR information, consistent with another study by
Deshmukh et al[191]. A study conducted with youths (P& years) in Rwanda highlighted
schoolteachers as the main sources of SRHR inform@&&} Furthermore, Bankole et al. found

that early adolescents in Malawi and Uganda have schools and friends among the leading sources
of SRHR informatiorj64]. Essopet al. reported that teachen® the common information sources

for early adolescents in rural Mpumalanga, South Afll@?]. Media sources such as TV, radio

and the Internet were less common sources of information for early adolescents in this study. Still,
this finding contrasts with Bankole et akho found that mass media was a common source for
early adolescents in Burkina Faso and GhH&4d Similarly, Onyeonoro et al. also found that
media was a primargource of sexuahformation for adolescents aged-18 years in South East
Nigeria[120]. Media was also important SRHR information for early adolescents in Ufjabida

The Internet is a source of information for many adolescents because wdstr@mount of
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information on SRHR, and it uses images to reflect on some important aspects, including sexually
transmitted diseasd¢&29]. NeverthelessNwagwu indicates thahe Internet was not the prime

sourceof reproductive health information for-sthool adolescent girls in Nigeifi@4].

Concerning the participariigreferencesarly adolescents in this study preferred receiving SHRH
information on puberty mainly from their brothers, mothers and schooltedotspsctively) and
information on reproduction mainly from their mothers and schoolteachers. This finding highlights
how early adolescents feel comfortable with these sources, particularly their mothers. The
participants indicated they trust their parearid, therefore, cannot suffer harm from their parents.
Another study highlightthat adolescents in Rwanda feel comfortable discussing sex issues with
their mothers[355]. Furthermore, adolescents in another study feel more comfortable with
informal sources, including their mothd63]. Participants in the current study noted that they
prefer their mothers because they tell them the truth, are available to talk to them and feel no shame
talking with their mothers. However, qualitative findings in the current study noted that either
parent can provide early adolescents with SRHR information. Furthermore, the literature is
inconsistent about these preferences, and Cost et al. found that girls do not prefer their mothers as
sources of information on menstruation in LMI{34.0]. However, other studies indicatieat

mothers ar¢he preferred sources of SRHR information.

Participants also haglstifications for preferring professional sources such as sdiasad
(schoolteachers) and health facHitgsed sources (doctors/nurses)ocfors/nurses were
associated with delivering greater knowletlggn other sourcescluding media, peers and sexual
partnerd76]. Furthermore, Whitfield et al. note that adolescents prefer stiasald sourcd$3]
because the school setting offers a more conducive environment to discuss SRHR with
adequate/qualified personnel, time, resources and opportunities. Lagus et al. also believe that
teachers are a preferred source of sexual information for young pd@ae Furthermore,
participants preferred the health facilipsed sources (doctor/nurse) because of their expertise in
caring for adolescents and specific code of conduct, including confidentiality and a significant
amount of information compared to otheusses. Trust in these sources of SRHR information has
also been expressed in research conductedeoyedy et al[128]. Adolescents also preferred

school and health facilithased sources in a study conducted by Khurana[@64l.
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This study highlighted gender and age differences in current sources of SRHR information.
Schoolteachers, fathers, and brothers were the main sources for male participants, while mothers,
sisters, and other family members were the main sources of informabout puberty.
Furthermore, male participants preferred schoolteachers, brothers, films/videos, internet and TV
as sources of information about puberty. In contrast, female participants preferred their mothers,
sisters, and other family members as ttsmiurces of information about puberty. Regarding
reproduction, schoolteachers and fathers weretimeary and preferred sources of information

for male participants. Male participants also preferred films/videos and internet sources of

information about reproduction.

On the other hand, female participants had mothers and sisters agritmairy sources of
information about reproduction, and these sources were the preferred ones in addition to other
family membersLiterature highlights gender and age differencesument and preferred sources

of SRHR informatior{78]. In this study, female participants noted preferring their mothers and
female school teachers because of similar biological characteristics and, therefore, similar
experiencesOn this noteBaheiraeiet al. foundthatadolescents prefer sarsexfriendsas their
sources of health informatidi8]. Furthermoreyounger adolescents prefer paremiile older
adolescents prefer friends as sources of information about their health cqiiefr29] On the

other hand, boys in this study noted preferring their fathers because they can provide information
on important life events they have experienced, such as wet dreams, coerced sex and its

consequences.

Justifications for preferring media sources (TV, radio, Internet) were also provided, and these
include the use of both hearing and sight (TV), reaching a wider audience (radio), and having all
their questions answered on the Internet. For example, the reason for using media,
specifically the internet, in Kenya is to use sound and images to illustrate some aspects of SRHR,
including sexually transmitted diseag#&29]. Furthermore, adolescents may use internet sources

to complement other sources to compensate for gaps from other SRHR informational[$28@rces

385]

| nfl uence of SRHR Sources on participantsd SR
Despite early adolescents6é preferences about

may positively or negativelgffecttheir SRHR knowledge, beliefs, and behaviours. Overall, this
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study also found that some sources of SRHR information contributed more to shaping early
adol escentsd knowledge and attitudes. Quantit:
mothers as sources of information on puberty exhibited higher kdgelef sexuality.
Furthermore, this study found that doctors/nurses contributed mdhne toodern contraceptive
knowledge level of participants and that, on this topic, fathers were associated with less
knowledge. Concerning HIV/AIDS and STDs knowledgepks/magazines and radio were
associated witla higher level of knowledge about puberty than did other sources of information.

In addition, schoolteachers shaped muaeticipantsattitudes towards gender and sexual norms

than other sources. Concernitige participant® knowledge about reproduction, radio was
associated with highecores on participantshowledge about sexuality and HIV/AIDS & STDS

In contrastbooks/magazines were associated with higher scores on HIV/AIDS and other STDS
only. In contrat, fathers were associated with less knowledge about condoms. Qualitative findings
showed how each source (parents, schoolteachers, doctor/nurse, siblings, television, radio, internet

and churchpffectspar t i ci pant sé sexual knowl edge, beli e

It is very important to be aware of the effects of these different sources of sexual information on
early adol escent sd k n otwitleatidly gvieich sobrees imgatt positvelyd b e h
(or negatively) their sexual health. On this note, Bleakley et al. found that some sources of
information for older adolescents (parents, grandparents, religious leaders) were associated with
delaying sexIn contrastpthersources such dgends, cousins and media increased the likelihood

of having sexual intercoursgB86]. Research indicatethat parents as a source of sexual
information associated witAnincrease in condom and contraceptive use and positive attitudes
towards condom use, sexual intentions and behavidi#3, 373] However, other studies
associate parents with sexual behaviours, probably because communication with parents occurs
after sexual initiatiof133]. Furthermore, research from Bleakley et al. indicates that exposure to
sexual content from media is associated with increased sexual activity, early sexual initiation and
unplanned pregnan¢¥31]. Onyeonoro et al. also found that media had a role to play in the sexual
exposure of irschool girls and their sexual behavio[f20]. Kemigisha et al. also point out that
media plays a role in providing inappropriate sexual information to early adolescents in Uganda
[75]. Learning from peers also may affextolescents' positive behavioural beliefs about having

sex and higher frequency of peers engaging in risky sexual behaviours, which results in performing

risky sexual behaviourgl33]. Concerning SRHR knowledge, Kyilleh et al. indicate that some
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sources may be associated with misinformafid?8]. In addition, professional sources such as
doctorshurseshave been associated with greater knowledge about contraceptive use and efficacy
[76]. The use of the internet to look for sexualiglated information was associated with a
decrease in the risk of poor sexuality knowlef#f]. However,AlQuaiz et al. indicatehatthe

internet is a risk factor for poor sexual knowledge and appears to be hargduhtpadolescents

because of the lack of explanation for better understafptidij.

11.4.7 Challenges and strategies to develop culturally and agwppropriate SRHR

intervention

Good quality CSE is gee and developmentally and culturally relevant and context
appropriateDeveloping culturally and agappropriate SRHR interventisrior early adolescents
presents various challenges. The first challenge is cultural sensitivity and variability. Culture has
been reported in research as a challenge to delivering sexuality ed{@38&90]. A strategy to
address cultural challenges may involve condudsgessments and community consultations to
understand specific attitudes, values, and concerns related to sextialgywould require
engaginglocal leaders, community members, and cultural mediators to ensure the intervention
aligns with the cultural context38]. Religious beliefs have also been highlighted as challenges
to appropriate sex educatifitDO, 138] A strategy to overcome religious challenges may involve
framing CSEinterventionregardingpublic health, human rights, and safety rather than promoting
particular moral or lifestyle choiceénother challenge is tregigma and taboos around sexuality
[388], wherediscussions on sexuality, especially among young peagde/ieweds tabod389,

391]. A strategy to overcome this stigma might involeemalisingconversations on sexuality by
framing them in terms of health, wddeing, and empowermenising nonthreatening language

and approaches (e.g., focusing on health outcomes, family planning, or reproductiventighith)
mitigate culturakesistanceln addition, ages a challenge thaeflects differenneedsandmany

people are left ouf391]. Age groups require distinct approaches to sexuality education and
intervention. Younger children need basic information on body awareness and safety, while
adolescents require moredepth discussions on consent, relationships, and reproductive health.
Tailoring content to developmental stages can be challengingtrategy to align sexuality
education to age is to organise content bythe age of the learners and define specific teaching

methods to impart this content. There is guidance on what ¢b tgavhat ages, including the
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International Technical Guidance on Sexuality Educafiotb], t Stamdards for Sexuality
Education in Europ#146] and the one provided by the Rwanda Education Board in Ryja8da

392]. Furthermore, research highlights parental and community resistance as challenges to
developing adolescent SRHR interventi¢h@0]. They oppose thaching of some topics and
believe that some adolescents are too young to discuss sexual matters and that SRHR information
may induce adolescents into sexual behavigL@®]. Therefore, interventions shouldviolve

parents and community members early in the prodessents should berqvided with clear
information about the objectives and content of the intervention and demonstrate how the program
fosters healthy development rather than promoting sexual activity. Offering parent education
workshops and informational sessions can help ease conEerntisermore, technological and
resource barriers challenge the development of SRHR intervgB&8j Access to resources such

as textbooks, trained professionals, or digital technology may be limited, which affects the
developmentimplementation and effectiveness of sexuality interventi@rsrategy to overcome

this challenge may involve usidgw-cost, communitybased methods such as peer education,
printed materials, or radio programs when resources are scarce. When technology is accessible,
use interactive platforms like mobile apps or online workshops for engagement, particularly for
adolesent pgulations.Finally, legal and policyestrictionshave been included aballengs to
developng SRHR interventions for adolescemg enabling or hampering information delivery
[138, 286, 38B91] A strategy to address this challenge may consist of revisléggl
frameworks to provide evidendmsed education that promotesiolescent sexual and
reproductive health and rightgVhere possible, advocate for policy change by highlighting the
importance of comprehensive sexuality education in reducing unintended pregnsmdaiedy

transmitted infectionsSTls), and sexual violence
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11.5 STRENGTHS AND LIMITATIONS OF THE RESEARCH
SRHR policy and laws

The deskreview focused on the content of policy documgmégon how the policy provisions are
implemented. Therefore, there might 8ferencesin policy content and its implementation

because this review does not assess the implementatibrs @fender and sexuality policin

addition, the review was conducted from 2008 to 2018, and therefore, we might have missed some
othervital documents arising after the year 2018 or might not have exhausted eligible documents.
Despite such | imitations, this review provide

Rwanda, especially regarding gender and sexuality i$euésis age group
Perceived determinants of access to SRHR information

The results could have been enriched by perspectives from vardiigonal participants,
including youngadolescents' parents, healthcare providers and schooltedetrers the limited
generalisation of the findings. Furthermores tlesearcheliessolely on theSRHR stakeholders'
perspectivesollectedusing a qualitative approach. Quantitative studies are important to ascertain
the importance of eadfliscussed factan supporting or hindering access to SRHR information
amongyoung adolescents. Dedpi these limitations, the studyives insightsfrom a broader
perspective on the factomsfluencingaccess to SRHR information amoygungadolescentin

Rwanda
Content of SRHR messages

Concerning the content of messages conveyed to early adolescents, this tessaahclaim to

hawe exhausted the analysis of all topics covered by comprehensive sexuality education as
reflected in the competendmsed curriculum in Rwand&focusedonly onthe competenebased

curriculum published by the Rwanda Education Board, the only institution mandated to develop
and distribute curricula documents to Rwanda
curricula were not included in thsgudy. Despite this limitation, this study provides an overview

of the scope ofhe CSE programme for eargdolescents for safe sexual and reproductive health

and the extent to which the competebesed curriculum aligns with international guidelines on

sexuality education. Further studies would assess the quality and chatiEimgelementing CSE
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among early adolescents. There is also a need to extend this study to eafhsahatol

adolescents.

Furthermore, this review was limited to the curriculum designed for public s¢chtblsugh some

private schools use the same curricul&oture research would also aim to understand how private
schools using other international curricula in Rwanda meet the educatinsof early
adolescentsegardingCSE coverage, which would provide additional findings to reflect on the
overall content of CSE for early adolescents in genEnadlly, there is a need to understand how
implementinghe Rwandan competesbased curriculum influences learning about CSE for early
adolescents. Specifically, studies should assess whether CSE competences described in the
curriculum correspond to what early adolescents learn in their schools or represent their actual
CSE compeincesand what factors influence the implementation toe CSE curriculum in

Rwanda.
SRHR knowledge, beliefsbehavioursand sexual experience

This study has some limitations. One of them is the use of-sea$®nal data to conclude
causality. Another limitation of this study is the generalizability of the findings to participants from
secondary schools under the international curricula in Raadowever, the selected number of
participants was representative of the study population and their data provided imsggtite
SRHR knowledge, beliefs, behaviours and sexual experience of early adolescents. In dulition, t
findings were obtainedsae d o n p a r-teportsabpua sexudity, wisich imight have been
affected by social desirabilitfunderreportingor girls and oveireportingfor boys),especially
when reporting sexual experiend@¥, 192] We minimised this limitation through privacy and
voluntary participationFinally, there is the possibility of recall bias because participants had to
remember and report abdbeir sexual healttDespite the limitationshis researcttontributes to
theexisting body of knowledge by providing andepth description dhe factors associated with
early adolescentsd SRHR knowl edg-8aharaa fAfticat ude s
specificallyRwanda.The study enriches the body of literature and provideeline information

for SRHR intervention to improve sexual health éarly adolescents Rwanda and elsewhere

Furthermore,Hisresearclprovides an overview of sexual behaviours and health outcomes among
early adolescents, a grouptbe population that is frequently thoudbtbe sexually inactive. As

expected, in a quantitative survey, a minority of the study participants yielded sexual behaviours

215



therefore, these results should be interpreted cautiddelyever, qualitative findings alloweds

to explore how participants benéditifrom SRHR knowledge gained.
Sources of SRHR information

Qualitative and quantitative method®re usedo enrich the findingsandthis study provided an

overview of current and preferred sources of SRHR information for early adolescents and how
these sources influence their gender and sexuality knowledge beliefs and behaviours in four
Districts of Rwanda. However, tlstudy desigrusedmay not fully contribute to showcasing the
influence of SRHR sources on early adaiddescent
mitigate the consequences resulting fréra sources with negative impaCtther study designs,

such as randomised clinical trials, may contribute more to showcasing these infaranogsthe

studied age group

Other strengths of this research include dissemigatindings in various international
conferences. In 2021intdings from this research were disseminated during the Consortium for
Advanced Research Training in Africa (CARTA) eigthnual Joint Advanced Seminars (JAS4)
Conferenceheld virtually on 23 September 2021. In 20Zhdings from this research were
disseminate@nd discussenh Kigali on October 57th, 2022 during an international conference
organisedby the Centre for International Reproductive Health Training at the University of
Michigan In addition part of the findings were presented and discussed duriyitedResearch

Day organised in Johannesburg on Septembdi5142023. In additionFinally, two publications
emerged from this research. Thes@ersverepublished in interational peereviewed journals,
namely BMC Public Healtrandone manuscript is under reviewh.OS ONE.
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CHAPTER 12

CONCLUSION AND RECOMMENDATIONS
12.1 INTRODUCTION

The current chapter provides a conclusion on this research. Kighdights recommendations for

policy and practice.

12.2 CONCLUSION

This research focused on early adolescentsd Kk
and sexuality and analysed how these are associated with sexual experiences and health outcomes
in Rwanda. The research adopted a pragmatic approach and usegulaatory mixeemethod

design to achieve this aim. Through this combination of research approaches, the study
demonstrates, from the beginning, the pathways through which adolescent sexual and reproductive
health and rights were brought to the intermai@nd nationapublic health and developmental
agenda. It explores the extent to which gender and sexuality policies and programmes in Rwanda
cater for the specific and different sexual and reproductive health and rights needs of early
adolescents about which they neediake informed decisions. The study highlights some barriers

to accessing SRHR information for this age group. In addition, in light of international guidelines,
this research analysed the topics covered during gender and sexualityioedwéaearly
adolescents in Rwanda and identified that comprehensive sexuality education (CSE) for this age
group needs to accommodate some other topics not adequately addressed by the CSE curriculum.
Since knowledge and attitudes are determinants of SBRviours, the research also assessed
SRHR knowledge, beliefs, behaviours, sexual experiences and health outcomes of early
adolescents. The overall findings for this were that early adolescents lack adequate SRHR
knowledge and attitudes and that earlylasioents have started engaging in-penetrative and
penetrative sexual activity, with gender differences in findings. The research highlighted the role
of sociatecologicalffactors in the sexual experience of early adolescents. Girls reported no lifetime
pregnancy, but few boys indicated involvement in pregnancy. Early adolescents describe how the
SRHR knowledge acquired from various sources influences their sexual anduotipeotealth

and rights, sexual experiences and health outcomes. The studyr fnditated that sources of

SRHR information for boys and girls differ. This research indicated that to achieve global and

national developmental targets, early adolescents are not sexually naive and raised the need for
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adequateSRHR policies and programmes to address their particular and different needs as

compared to older adolescents.

12.3 RECOMMENDATIONS FOR POLICY AND PRACTICE

Given the sociakcological environment of adolescent sexual and reproductive health and rights,
most of the recommendations from this research require a$egltoral approach toe achievel

and, therefore, concern multiple institutions/organisations and require collaboration between these
institutions. First, gender and sexuality policies should dedicate specific lines about promoting
sexual and reproductive health and rights during eardyeadence, given that SRHR needs for

this period are differentém those in late adolescence. In addition, people from multiple layers of
the population should be involved in gender and sexuality poligking to increase the relevance

of SRHR policies. Specifically, early adolescents should be involved in polgyng processes

to make their voices heard and considered. Early adolescents should be counted and consulted
when developing, implementing, monitoring and evaluating policies that intend to respond to their
specific needsln addition,the SRHR policymaking process should involve a wide range of
stakeholders actively delivering SRHR information, mainly schoolteachers, family and
community members, and those from the media sdétothermore, a muksectoral approach is
needed to address soe@dological factors hindering access to SRHR information by early
adolescents. Implementation of comprehensive sex education (CSE) should be enhanced, and
particularfocus should be put on embnag all recommended topics and alignirigein with
international sex educati standardskurthermore, SRHR education should aimstengthen
preferred sources of information and thadat positively impact adolescentsknowledge,
attitudes and behavioursincluding parents and schoolteachétealthcare providers should be
trained to deliver services that attact early adolescents and that build trust i lieser sources

should be trained to overcome CSE challenges, patiguhose related to culture andigsbus

beliefs. In addition, shools should involve healthcare providers inivdglng CSE in school
settings, which might increase trust and make these providers preferred to other Sourieely,

having CSE instilled in other subjects has its challenges, and efforts should be made to overcome
these challenges, especially by making CSE an independent and examined subject. Efforts should
equally be undertaken to address the samalogcal factors associated with sexual experience,

especially penetrative experience, which is associated with risks of sexually transmittechimfectio
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and early pregnancy. Finally, effort should be made to monitor the quality of SRHR information

for early adolescents and the sources of inadequate aydality information.

12.4RECOMMENDATIONS FOR FUTURE RESEARCH
The following are recommendations for future research, which should focus on the following

topics:

Exploring how SRHR policies can valaad integrate explicitlthe specific needs of early

adolescents;

- Extending the study to neschooling early adolescents, those who are agetil18nd
those that attend schools governed by international curricula in Rwaodase the current
research did not cover these populatjons

- Assessing how Faithased Organizations (FBOs) can contribute more to imparting
comprehensive SRHR knowledge among adolescents, specifically the very young ones;

- Assessing the effects of CSE on sexual and reproductive health behaviours and sexual
experiences among early adolescents

- Understanding the challenges related to the implementation of CSE for early adolescents
from a broader perspective of schoolteachezalthcare providerparents, policymakers
and other stakeholders;

- Explore approaches to imparting highality SRHR information among early adolescents
and mitigating the effects of misinformation among this age group

- Assessing the individual effects of SRHR

attitudes and sexualell-being
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Phone Number (in Rwanda): 0788490718

Email: 1584607 @students.wits.ac.za

o o B

Primary Research Supervisor:
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d. Email: daphney.conco@wits.ac.za

7. Research Collaborators:
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Section ll: Research Information

1. Research Area:Health Sciences

2. Research Title: Early adolescents’ knowledge beliefs and behaviours regarding gender
and sexuality in Rwanda: implications for their sexual experiences and

health outcomes.
3. Affiliating Rwandan Institution: UR - CMHS

4. Rwandan Supervisor:

a. Names: Prof. Laetitia Nyirazinyoye
b. Occupation: Professor
-C. Phone Number:078868309 d. Email:inyirazi@nursph.org

5. Fieldwork Location:
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6. Research Period:
a. From: August 5, 2019

b. To: August4, 2020

Section lll: Other Important Notes

. The researcher will seek appropriate permission from concerned institutions before beginning
eld work.

2. Participants under the age of 18 will only participate after their parents / guardians sign a
consent form.

Section IV: Signature

This permissicn to conduct research in Rwanda is issued in accordance with Ministerial
Instructions 003/2010 of 09/12/2010 regulating research activities in Rwanda.

Kigali, on August 5, 2019 " "~~~ NCSTRef. .. ./NCST.2019

P
KALISA M. Felly
Ag. Executive Secre

:»//

Page |2
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APPENDIX 10: APPROVAL OF ATITLE

‘E’ Private Bag 3 Wits, 2050

UNIVERSITY OF THE (& Fax: 027117172119

WITWATERSRAND, & Tel: 02711 7172076
JOHANNESBURG

Reference: Mrs Sandra Benn

E-mail: sandra.benn@wits.ac.za

11 April 2019
Mr V Mbarushimana Person No: 1584607
Kamonyi District, Southern Province-rwanda PAG
Runda Sector
3286
Rwanda

Dear Mr Valens Mbarushimana
Doctor of Philosophy: Approval of Title

We have pleasure in advising that your proposal entitled Early adolescents' knowledge, beliefs and
behaviors regarding gender and sexuality in Rwanda: implications for their sexual experiences and
health outcomes has been approved. Please note that any amendments to this title have to be endorsed
by the Faculty's higher degrees committee and formally approved.

Yours sincerely

lsZ ecnn

Mrs Sandra Benn
Faculty Registrar
Faculty of Health Sciences
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APPENDIX 11: APPLICATION FOR DATA COLLECTION IN GASABO DISTRICT

A S § e

1 DISTPICT B tnEARD l‘
| o L—., /(cig __ Date: 03/01/2019

Mayor

Gasabo District
Kigali City
Rwanda

Dear Sir,

RE: Request for the permission to collect data from students in lower level (O’Level) of
secondary schools

I am a Lectrer at the School of Public Health, College of Medicine and Health Sciences,
University of Rwanda. | am currently enrolled as a doctoral (PhD) student at the University of the
Witwatersrand, Johannesburg, South Africa.

As part of my PhD studies, I would like to conduct a study entitled Early adolescents’
knowledge, beliefs and behaviors regarding gender and sexuality in Rwanda:

implications for their sexual experiences and health outcomes. The aim of this study
is to describe the Rwandan early adolescent girls® and boys’ knowledge, beliefs and behaviors
related to gender and sexuality and analyze how these are associated with their behaviors, sexual
experiences and health outcomes in the context of the multiple sources of communication they are
exposed to.

The purpose of this letter is to request your authorization to collect data related to my research
study from lower level (O’Level) students of secondary schools located in your District. If you
grant the permission, female and male ecarly adolescents will respond individually to a set of
questions related to the study.

Find attached a copy of ethical approval of my research protocol by the Institutional Review Board
of the University of Rwanda College of Medicine and Health Sciences.

Your permission to conduct the study will be highly appreciated.

Yours smccrely,

)% N "‘“’V =

Valens Mbarushnmana
Mobile: 4250 788490718 | +250 728490718
Email: mbavalens@gmail.com | vmbarushimana@cartafrica.org
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APPENDIX 12: APPLICATION FOR DATA COLLECTION IN NYARUGENGE
DISTRICT

Date: 03/01/2019

Mayor
Nyarugenge District
Kigali City

Rwanda

Dear Madam,

RE: Request for the permission to collect data from students in lower level (O’Level) of
secondary schools

I am a Lecturer at the School of Public Health, College of Medicine and Health Sciences,
University of Rwanda. I am currently enrolled as a doctoral (PhD) student at the University of the
Witwatersrand, Johannesburg, South Africa.

As part of my PhD studies, I would like to conduct a study entitled Early adolescents’
knowledge, beliefs and behaviors regarding gender and sexuality in Rwanda:

implications for their sexual experiences and health outcomes. The aim of this study
is to describe the Rwandan early adolescent girls’ and boys’ knowledge, beliefs and behaviors
related to gender and sexuality and analyze how these are associated with their behaviors, sexual
experiences and health outcomes in the context of the multiple sources of communication they are
exposed to.

The purpose of this letter is to request your authorization to collect data related to my research
study from lower level (O’Level) students of secondary schools located in your District. If you
grant the permission, female and male early adolescents will respond individually to a set of
questions related to the study.

Find attached a copy of ethical approval of my research protocol by the Institutional Review Board
of the University of Rwanda College of Medicine and Health Sciences.

Your permission to conduct the study will be highly appreciated.

Yours sincerely,

Valens Mbarushimana
Mobile: +250 788490718 | +250 728490718
Email: mbavalens@gmail.com | vinbarushimana@cartafrica.org
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APPENDIX 13: APPLICATION FOR DATA COLLECTION IN RUHANGO DISTRICT
Date: 03/01/2019
Mayor
Ruhango District

Southern Province

Rwanda

oyleAnels

Dear Sir,

RE: Request for the permission to collect data from students in lower level (O’ Level) of
secondary schools

| am a Lecturer at the School of Public Health, College of Medicine and Health Sciences,
University of Rwanda. | am currently enrolled as a doctoral (PhD) student at the University of the
Witwatersrand, Johannesburg, South Africa.

As part of my PhD studies, | would like to conduct a study entitled Early adolescents’
knowledge, beliefs and behaviors regarding gender and sexuality in Rwanda:
implications for their sexual experiences and health outcomes. The aim of this study
is to describe the Rwandan early adolescent girls’ and boys’ knowledge, beliefs and behaviors
related to gender and sexuality and analyze how these are associated with their behaviors, sexual
experiences and health outcomes in the context of the multiple sources of communication they are
exposed to.

The purpose of this letter is to request your authorization to collect data related to my research
study from lower level (O’Level) students of secondary schools located in your District. If you
grant the permission, female and male early adolescents will respond individually to a set of
questions related to the study.

Find attached a copy of ethical approval of my research protocol by the Institutional Review Board
of the University of Rwanda College of Medicine and IHealth Sciences.

Your permission to conduct the study will be highly appreciated.

Yours sinccrcly,

gﬁéé\, /-ﬁ,\ L

Valens Mbarushimana

Mobile: +250 788490718 | +250 728490718
Email:_ mbavalens@gmail.com | vmbarushimana@cartafrica.org
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APPENDIX 14: APPLICATION FOR DATA COLLECTION IN RWAMAGANA
DISTRICT

Date: 03/01/2019

e T.IZT:?T.‘..S.-«H::“}
K _:_;:‘.;.".i..l".'f"dﬂﬁl’wﬁ

Mayor

Rwamagana District

b
!
’ »

Eastern Province

Rwanda

Dear Sir,
RE: Request for the permission to collect data from students in lower level (O’Level) of
secondary schools

I am a Lecturer at the School of Public Health, College of Medicine and Health Sciences,
University of Rwanda. I am currently enrolled as a doctoral (PhD) student at the University of the
Witwatersrand, Johannesburg, South Africa.

As part of my PhD studies, | would like to conduct a study entitled Early adolescents’
knowledge, beliefs and behaviors regarding gender and sexuality in Rwanda:
implications for their sexual experiences and health outcomes. The aim of this study
is to describe the Rwandan early adolescent girls’ and boys” knowledge, beliefs and behaviors
related to gender and sexuality and analyze how these are associated with their behaviors, sexual
experiences and health outcomes in the context of the multiple sources of communication they are
exposed to.

The purpose of this letter is to request your authorization to collect data related to my research
study from lower level (O’Level) students of secondary schools located in your District. If you
grant the permission, female and male early adolescents will respond individually to a set of
questions related (o the study.

Find attached a copy of ethical approval of my research protocol by the Institutional Review Board
of the University of Rwanda College of Medicine and Health Sciences.

Your permission to conduct the study will be highly appreciated.

Yours sincerely,
(W

AT e
== ,/,f-r"'

=
Valens Mbarushimana

Maobile: +250 788490718 | +250 728490718

Email: mbavalens(@gmail.com | vimbarushimana@cartafrica.org
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APPENDIX 15: APPROVAL OF DATA COLLECTION IN NYARUGENGE DISTRICT

REPUBLIC OF RWANDA Kigali,..J6./€4/2019
Réf n°.. L2.2CS...101.01/08

KIGALI CITY
NYARUGENGE DISTRICT

TO: MBARUSHIMANA Valens
TEL: 0788949071/0728490718

RE: Acceptance to conduct research in Nyarugenge District

This comes to inform you that you have been accepted to conduct research in Nyarugenge District
as requested in your application letter. You will be collecting data in Nyarugenge District on your
project entitled: “Early adolescents’ knowledge, beliefs and behaviours regarding gender and
sexuality in Rwanda: implications for their sexual experiences and health outcomes,”” This
Research will conducted not exceeding this year (2019).

You will be expected to have Maximum co-operation with the Employees as requested and to

return the copy of your research to the District.

Yours sincerely, \ }4
-

HATEGEKIMANA Fred \ G
Executive secretary of Nyarugenge Dis_trict.

B.p1092Krali E-mail: info@nyarugengedistrict.gov.rw, web-site: www.nyarugenge.gov.rw

274



APPENDIX 16: RENEWAL OF APPROVAL OF DATA COLLECTION -NYARUGENGE
DISTRICT

REPUBLIC OF RWANDA Kigali on. A7./04.72020
REN S0/ 0.

KIGALI CITY
NYARUGENGE DISTRICT

Mr.MBARUSHIMANA Valens
Tel:0788490718

Re: Acceptance to collect data for your research

Dear sir,

Reference to your letter of December 17, 2019 requesting for authorisation to collect data for the
remaining phases of your research entitled “Early adolescents” knowledge, beliefs and behaviors

regarding gender and sexuality in Rwanda”

This serves to inform you that you are athourised to collect data for your research in Nyarugenge
District us requested, in the year 2020.

Regards,
A_;'f_,_-’: X
/,//‘-7//

“MUSAFIRI Leonidas

Ce:
-Mayor of Nyarugenge District
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APPENDIX 17: APPROVAL OF DATA COLLECTION IN GASABO DISTRICT

REPUBLIC OF RWANDA Gasabo, .[.2..1.8.[.../12019
0 L o e ?

CITY OF KIGALI
GASABO DISTRICT

WEBSITE: www.gasabo.gov.rw
E-mail: info@gasabo.gov.rw
BP. 7066 KIGALI

Dear Valens MBARUSHIMANA
University of Rwanda
Email:mbavalens@gmail

Subject: Response to your letter.

Dear Sir,

With reference to your letter requesting for the permission to carry out your research in Gasabo District
on « Early adolescents’ knowledge, beliefs and behaviors regarding gender and sexuality in
Rwanda: implications for their sexual experiences and health outcomes >>;

INGABIRE Augustin et
Executive Secretary of Gasabo District
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APPENDIX 18: APPROVAL OF DATA COLLECTION IN RWAMAGANA DISTRICT

R guM ol o/
REPUBLIC OF RWANDA B Lol o/

RWAMAGANA DISTRICT
P.O BOX 24 RWAMAGANA
TO

Mr.Valens MBARUSHIMANA
A PhD Student

16" January, 2019

Dear,

RE: Response to yvour letter

Reference to your letter dated on 3™ January; 2019 requesting for permission to collect data
from students in lower level (O’ Level) of Secondary schools in order enable you to conduct a
study entitled “Early adolescents’ knowledge, believes and behaviors regarding gender and
sexuality in Rwanda,

I’ am pleased to inform you that you are allowed to conduct the study stated above and hope
you will share with us findings after the study completion.

We wish you all the best.

Done at Rwamagana on 16" January ,2019

2 b o~ ’
e
:‘.u'fffl)’, ’

e =

g e ey
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APPENDIX 19: APPROVAL OF DATA COLLECTION IN RUHANGO DISTRICT

REPUBLIC OF RWANDA Ruhango 16% January 2019
N!/éq,OZOGIDRIOG

SOUTHERN PROVINCE
RUHANGO DISTRICT
P.0. Box 12 RUHANGO

To: Mr. Valens MBARUSHIMANA,
Re: Acceptance of data collection

Dear,

Reference made to your letter of 3" January 2019 requesting authorization to collect data from students
in lower level of Secondary Schools in Ruhango District;

| am pleased to let you know that the requesting authorization is approved and | wish you the success
during your data collection.

Sincerely yours,

DUKORANE UMURAVA DUTERE IMBERE
Website :www.ruhango.gov.rw

Email : ruhango@ruhango.gov,rw, Tel : 07 88 40 11 99
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APPENDIX 20: QUESTIONNAIRE FOR QUANTITATIVE SURVEY ( ENGLISH

VERSION)
1 Individual, behavioural, family and socioeconomic characteristics
1.1 Sex of respondent Male 01
Female 02
1.2 Age of respondent (in years) years
1.5 Type of school Public 01
Private 02
1.6 Level (year) of study Senior 1 01
Senior 2 02
1.7 What is your religion? Catholic 01 | Jehovah Witness 05 1.7
Protestant 02 | None 06 —»
Muslim 03| Ot her ééééé énd
Adventist 04 | (SPECIFY)
1.8 How important is religion in your life? Very important 1
Important 2
Not important 3
Economic status
1.9 What is the soci@conomic(Ubudehg category of your| Category 1 1
household? Category 2 2
Category 3 3
Category 4 4
Do not know 5
Relationships
1.10 Is your father alive? Yes 1 1.11
No 2—>
1.11 Does your father live in the same household as you? | Yes 1
No 2
1.12 Do you find it difficult or easy to talk with your fathg Very easy 1 | Difficult 4 1.10
about things that are important to you? Easy 2 | Very difficult 5
Average 3 | Do not see him 6
113 What is your fatherds | e|Primary 1
Technicaleducation and vocational training 2
Secondary 3
Higher 4
Ot heréééeeceeceeececee. 5
1.14 Is your mother alive? Yes 1
No 2—» 1.15
1.15 Does your mother live in the same household as you?| Yes 1
No 2
1.16 Do you find it difficult or easy to talk with your mothg¢ Very easy 1 | Difficult 4
about things that are important to you? Easy 2 | Very difficult 5
Average 3 | Do not see her 6
117 What is your motherds | e| Primary 1
Technical education and vocational training 2
Secondary 3
Higher 4
Ot her ééééeéeéeeececée. 5
1.18 Do you have brothers or sisters? Yes 1
No 2
1.19 Do you find it difficult or easy to talk with your brothe| Very easy 1 | Difficult 4
or sisters about things that are important to you? Easy 2 | Very difficult 5
Average 3 | Do not seghem 6
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2 Sources of information on reproductive health

21Have you ever | ear|yYes 1 2.3
No 2 —p»
body changes?
2.2 Where did you learn about puberty or bc Source of information on puberty and body changes Preferred
| source
_changes_’? Where would you prefer to get s-ororer ol 0L
information from? Mother 02 02
Father 03 03
Brother 04 04
Sister 05 05
Other family members 06 06
Friends 07 07
Doctors/Nurses 08 08
Books/magazines 09 09
Films/Videos 10 10
Internet (social media, website) 11 11
Television 12 12
Radio 13 13
Other( Speci fyéeéeéeé) 14 14
eéé. ..
2.3 Have you ever leaedabout how pregnancy occury Yes 1 2.10
No 2 —)
2.4 Where did you learn about how reproduction g§ Source of information on how reproduction and pregna Preferred
pregnancy happen? happens source
School teacher 01 01
Mother 02 02
Father 03 03
Brother 04 04
Sister 05 05
Other family members 06 06
Friends 07 07
Doctors/Nurses 08 08
Books/magazines 09 09
Films/Videos 10 10
Internet (social mediayebsite) 11 11
Television 12 12
Radio 13 13
Ot her (Specifyééd 14 14
2.5 Have you ever attended classes on puberty, sg Yes 01
and reproductive systems and relationships betw No 02
boys and girls? Not sure 03
2.6 Do you think that there should be (more) classeg More 01
these topicspr fewer classes or were the nundq Less 02
about right? About right 03
2.7 Do you ever use a mobile phone? Yes 01
No 02
2.8 Have you ever usedhe internet to seek fol Yes 01 Section 3
information? No 02—»
2.9 Have you ever usethe internet to seek sexual ar| Yes 1 Section 3
reproductive health information? No 2
Facebook 01 |Instagram 05
2.10Did you use any of the following media? Whatsapp 02|Website (godgl e
YouTube 03 |Other 07
Snapchat 04|Specifyééééeéeé
Own phone 01
2.11How did you access the internet? Parentsd computers/ phoORe
Internet (cyber) café 03
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School computers 04
Ot her éééééééécéécéééeééeées.
Often 1
2.12Have you ever discussed setated matters witt Occasionally 2
your father? If YES Often or occasionally? Never 3
Often 01
2.13Have you ever discussed sestated matters with Occasionally 02
your mother? If YES Often or occasionally? Never 03
Often 01
2.14Have you ever discussed sestated matters with| Occasionally 02
your brothers or sisters? If YES Often or occasion| Never 03

3 Sexuality knowledge

Now | have some other questions on sex and reproduction. Please tell me whether you think the stateroefélisevuehether

you don't know.

3.1A girl can get pregnant the very first time that she has se True False Don't Know/ Not Sure
. 15 25 3%
intercourse.

3.2A woman stops growing after she has had sexual interct 18 2 3
for the first time.

3.3Masturbation causes serious damage to health. 15 28 3
3.4 A girl is most likely to get pregnant if she has sex 13 2 3
intercoursehalfwaybetween her periods.

3.5A girl cannot get pregnant if shessexual intercourse in 13 2 3
standing position

3.6 A girl can get pregnant through kissing or touching 1% 2 3

4 Knowledge of contraceptive methods
| now have some questions about contraceptibmean ways in which men and women can avoid getting pregnant.
Which methods have you heard of? Do you know where (source) you can obtain the method? What other methods have
you heard ofZirclecode 1 (YES)n COL. 2 for each method known. Indicate in COL 3 whether you know or do not know the source

for each method mentioned in COL. 1

COL 1. COL. 2. COL. 3.
6.1 The pill Knowledge of Method Knowledge ofSource
"Do you know any place or person whe
Women must take a pill every day Yes 1 —p| young people could obtain this method?
No 2 Yes 1
No 2
6.2 Injection Yes 1 — | "Do you know any place or person whe
Women can have an injection evewo or | No 2 young people could obtain thisethod?
everythreemonths Yes 1
No 2
6.3 Condom Yes 1 —» | "Do you know any place or person whe
No 2 young people could obtain this method?
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A man can put a rubber device on his pe Yes 1
before intercourse No 2
6.4 Emergency Contraceptive Pills Yes 1 —» | "Do you know any place or person whe
A woman can take pills soorafter | No 2 young people could obtain this method?
intercourse Yes 1
No 2
) Yes 01
6.5 Withdrawal No 02
A man can pull out of a woman befo
climax
6.6 Periodic Abstinence/Rhythm Yes 01
A couple can avoid sex on dayghen| No 02
pregnancy is most likely to occur.
6.7 What other methods have you heard ( IUD 01
(CIRCLE EACH METHOD THAT APPLY Implant 02
Jelly/foam 03
Female Sterilization 04
Male Sterilization 05
Lactation amenorrhea method 06
Other( SPECI FY) ééeéééeée. 07
_ o _ Pill 01
6.8 Which method do you think is most suitak injection 02
for young people?
Condom 03
CIRCLE ONE ANSWER Emergency Pills 04
Withdrawal 05
Periodic Abstinence 06
Ot her éééeééééeeéé. . 07
Dondét know 08
Pill 01
6.9 Have you ever used any dffie —
contraceptive methods? If YES, Injection 02
which method did you use? Condom 03
Emergency contraceptive Pills 04
Withdrawal 05
Periodic abstinence 06
Other 07
Specify ééééééeéééecéé
5 Condom knowledge and attitudes
Yes 1
5.1 Have you ever seen a condom? No 2
People have different opinions about condoms. For each oppleasetell Agree Don't know/not  Disagree
me whether you agree or disagree or whether you don't.know sure
5.2 Condoms are an effective methodooéventing pregnancy 1 2 3
5.3 Condoms can be used more than once 1 2 3
5.4 A girl can suggest to her boyfriend that he use a condom 1 2 3
5.5 A boy can suggest to his girlfriend that he use a condom 1 2 3
5.6 Condoms are an effective way of protectagginst HIV 1 2 3
5.7 Condoms are only suitable for casual relationships 1 2 3
5.8 Condoms are suitable for steady, loving relationships 1 2 3
5.9 It would be too embarrassing for someone like me to buy or 1 2 3

obtain condoms
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5.10If a girl or boy suggested using condomigh her partner, it 1 2 3
would mean that she didn't trust him
5.11Condoms reduce sexual pleasure 1 2 3
5.12Condoms can slip off the man and disappear inside the woman's 1 2 3
body
5.13If unmarried couples want thave sexual intercourse before 1 2 3
marriage, they should use condoms
5.14Condoms are an effective way of protecting against sexually 1 2 3
transmitted diseases
6 Knowledge of HIV/AIDS and sexually transmitted diseases
6.1 Have you heard of HIV or AIDS Yes 1 6.9
No 2 —»
I am now going to read you some statements about HIV/AIDS. Please tell me whether you think the statementfidsieoe whether you don'
know.
True False Don't know
6.2 Itis possible to curdIDS
1 2 3
6.3 A person with HIV always looks slim or unhealthy in some
way 1 2 3
6.4 People can take a simple test to find out whether they have
HIV 1 2 3
6.5 A persongetsHIV from mosquito bites
1 2 3
6.6 Shaking hands or hugging can transmit HIV
1 2 3
6.7 People get HIV by sharing food with a person who has HIV
1 2 3
6.8 HIVis curable
1 2 3
6.9 People camvoid sexually transmitted diseases and HIV
1 2 3
6.10Apart from HIV/AIDS, there are other diseases that men and
women can catch by having seximtlercourse. Have you Yes 01 7.13
heard of any of these diseases? No 02 R
6.11Which other sexually transmitted diseases have you heard of? Gonorrhoea 01
Syphilis 02
Chlamydia 03
Genital herpes / sore 04
Ot her ¢ééeéeéeéeé 05
6.12How can you know that a man has a sexually transmitted Discharge from penis 01
disease? (Tick all that apply) Pain during urination 02
Ulcers/sores in genital area 03
Ot her ééééeéeéeécéece 04
Donét Kknow any si @d&s
6.13How can you know that a woman hasexually transmitted Vaginal discharge 01
disease? (Tick all that apply)? Pain during urination 02
Ulcers/sores in genital area 03
Ot her ééééeéeéeéeceeceé 04
Do not know any signs 08
6.141f a friend of yours needed treatment for a sexually Shop 1
transmitted disease, where could he or she go? Pharmacy 2

283




Public hospital/healthentréclinic 3
Private doctor/nurse/clinic 4
Ot her (SPECIFY)ééé&éeeéeé

6.15Have you ever had a sexually transmitted disease? IF YES Once 1

?
Once or more than once? More than once2 Section 7

Never 3—»

6.16(On the last occasiom)id you seek treatment? Yes 1
No 2—p 7.17

6.17Where did you seek treatment? Shop 1
Pharmacy 2
Public hospital/healtbentréclinic 3
Private doctor/nurse/clinic 4
Ot her ééééééeécééeeéesds

6.18Did your sexual partnen( any of your partners) also obtain Yes 1

treatment? No 2
Don't know 3
7 Personal Attitudes towards Sexuality & Gender
Sexual Norms Strongly Agree Disagree Strongly disagree
Most people at my school think that agree

7.1 1t is ok for unmarried young people swcialise
with the opposite sex

7.2 Unmarried girls should have boyfriends

7.3 Unmarried boys should have girlfriends

7.4 It is ok if unmarried touch, kissor hug the
opposite sex

7.5 Itis ok if unmarried to have sex

7.6 My friends think that | should remaavirgin until
| marry.

7.7 My friends think that it is fine for a girl to sugge
to her sexual partner that he use a condom.

7.8 My friends think that boys and girls can have
before marriage if they use methods to prev
pregnancy.

7.9 My friends think that it is fine for a boy to sugge
to his sexual partner that she use a condom.

Personal attitudes

Young people have various views about relationships. What ispgysonal opinion of the following statements?

Strongly
agree

Agree

Disagree

Strongly disagree

7.10 think that it is acceptable for young people
socialisewith the opposite sex.

7.1 think that it is all right for unmarried boys to ha)
girlfriends.

7.12 think that it is all right for unmarried girls to hay
boyfriends.

7.13 think that it is wrong for boys and girls to haj
physical intimacy, such as touching, kissing &
hugging the opposite sex.

7.14 think it is wrong forunmarried boys and girls t
have sexual intercourse, even if they love e
other.
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7.18 think that girls should remain virgins until the
marry.

7.16 think that it is all right for boys and girls to hay
sex before marriage if they use methodgrevent
pregnancy.

7.17 t hink
possession.

t hat virgini

7.18 think that my religious beliefs are agair
premarital sex.

7.19 think that it is okay for boys to have sex befi
marriage but not so for girls.

8 Sexual experiences and behawios

Sexual experiences

8.1 Do you have or have you ever had a girl/boyfriend/partner (someoney Yes 1
you 'dated' (Datinggoing out together unaccompanied by other adilts | No 2
8.2 How old was/is your boy/qgirlfriend/partner? Age in years:
8.3 Did you andyour boy/girlfriend/partnethave any physical contact, such| Yes 01
hugging No 02
8.4 Did you andyour boy/girlfriend/partnethave any physical contact, such| Yes 01
holding hands No 02
8.5 Did you andyour boy/girlfriend/partnehave any physical contact, such| Yes 01
caressing each otherés bodies? No 02
8.6 Did you ever kisyour boy/girlfriend/partneon the lips? Yes 1
No 2
8.7 Did you ever touchyour boy/girlfriend/partnés vagina/penis with yoy Yes 1
hand? No 2
8.8 Did you ever strokgour boy/girlfriend/partneés vagina/penis so that she/ Yes 1
climaxed? No 2
8.9 Did your boy/girlfriend/partnerever touch your penis/vagina with her /| Yes 1
hand? No 2
8.10Did your boy/girlfriend/partneever stroke your penis/vagina so that y Yes 1
climaxed? No 2
Homosexual experience
8.11Some young people are sexually attractefeople of the same sex. Ha Yes 1
you ever been sexually attracted to a boy/qgirl? No 2
8.12A. MALES: Have you ever had any sexual contact, such as hudigsmg,| Yes 1
touching or caressing, with a boy? No 2
B. FEMALES: Have you ever had arsexual contact, such as huggil Yes 1
L . . . . No 2
kissing, touching or caressing, with a girl?
8.13Would you say that you are mostly attracted to people of the opposit| Opposite sex 1
more attracted to people of the same sex, or attracted to both sexes € Samesex 2
Both equally 3
Sexuality behaviors
8.14Do you ever go to clubs or parties where young people dance? IF YES Yes 1
many times in the last month? No 2
8.15Do you ever drink alcohol? Yes 1
No 2
8.16Do you ever smoke cigarettes? IF YES. How many have you smoked Yes 1
lastsevendays? No 2
Number of cigarettes
8.17Do you use other drugsuch as cannabis? Yes 1
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No 2
8.18How often have you seen filnos photographs that show sexual activity] Never 01
Once or twice 02
3 or 4 times 03
Five times or more 04
8.19Have you ever had oral sex? (oral sex is when a partner ewehipfer| Yes 1
mouth on your sex organs or you put your mouth on his/her sex orgar] No 2
8.20Have you ever had anal intercourse? (when a man inserts his penis i Yes 1
partnerd6s anus) No 2
8.21Have you ever had vaginal intercourse with anyone? (Vaginal intercol Yes 1
when a boy/man inserts his penijpg 2 | 38.19
8.22How many people have you had sexual intercourse with? Number:
8.23Some young people are forced to have sexual intercourse against th{ Yes 1
by a stranger, a relative or an older person. Has this ever happened tq g 2
8.24Some young people/females are touched on the breast or some other Yes 1
the body when they do not want to be, by a stranger, a relative or ar| yg 2
person. Has this ever happened to you?
8.25 Would you say this has happened often, sometimes, or rarely? Often 1
Sometimes 2
Rarely 3
8.26 Some young people pay money or gifts in exchange for sexual interc| Yes 1
Has this ever happened to you? No 2 —T»
8.27 Some people receive money or gifts in exchange for sexual intercours v 1 8.37
this ever happened to you? es
No 2 — 1>
8.28How many women/men have you had sex with for money or gifts? Number:
8.29Did you or the sexual partner do anything to avoigregnancyon these Always 1
occasions? IF YERIways or sometimes? Sometimes 2
Never 3
8.30What method was used the last time you had sexual intercourse? Condom 1
Pill 2
Injection 3
Withdrawal 4
Safer Period 5
Ot her éééeéeée. ééeéééeé.

8.31How would you rate your experience the last time you had sq Positive experience 1
intercourse? Not a special experience 2
Bad experience 3
Do not know 4
FOR THOSE WHO HAVE EXPERIENCED PENETRATIVE SEXSeX in which the penis penetrates the vagina or an
8.32Did you regret having intercourse that first time? Yes, regretted 01
No, not regretted 02
8.330n that first timedid you or your partner do anything to avoid a pregnar Yes 1
No 2
8.34Think back to the first time you had sex witbur boy/girlfriend/partner |
mean the first time that the penis was in the vagina. Would yé&u say
(a) |forced her/him to have intercourse against her/his will
(b) | persuaded her/him to have intercourse (a) I forced 1
(c) Helshe persuaded me to have intercourse (b) | persuaded 2
(d) He/she forced me to have intercourse (c) Helshe persuaded 3
(e) We were both equally willing (d) He/she forced 4
(e) Both willing 5
8.35 How wouldyoudescribe your relationship to the first person you had s¢ Boy/girlfriend 1
intercourse with? Stranger/relative/other person 2

286




One night stand 3
Commercial sex partner 4
8.36 How old was the first person you had sexual intercourse with? Age
8.37How old were you the first time you had sex? Age in years
8.38Did you ever discuss contraception wjtbur boy/qgirlfriend® IF YES Did| Before first intercourse 1
you discusgontraception before or after you first had intercourse? After first intercourse2
Never 3
8.39How many times have you had full intercourse in your liee2ifnatg Number of times 1

FOR THOSE WHO HAVE NEVER EXPERIENCED SEXUAL INTERCOURSE (See 8.16))

People may have mixed reasons for not having intercourse. H Applies Not applies Don't Know/ Not
tell me for each reason whether it applies to you or not. Sure
8.401 don't feel ready to have sex. 1 2 3
8.411 have not had the opportunity. 1 2 3
8.421 think that sex before marriage is wrong 1 2 3
8.431 am afraid of getting pregnant 1 2 3
8.441 am afraid of getting HI or another sexually transmit 1 2 3
infection.
8.45And now | have a question about your plaios sexual
intercourse. Which of these statensbest describes yoy
plan® (@) Marriage 1
(a) | plan to wait until marriage (b) Engagement 2
(b) I plan to wait until | am engaged to be married (c) Love 3
(c) | plan to wait until | find someone | love (d)  Opportunity 4
(d) I plan to have sexual intercourse when an opportu
comes along
8.46Do you feel any pressure from others to have se A great deal 1
intercourse? IF YESA great deal or a little? A little 2 Section 9
None 3
8.47From whom do you feel pressure? CIRCLE ALL TH4 Friends 1
APPLY Relatives 2
Partner/special friend 3
Ot her éééeééééecéééecééée 4
8.48Do you think that sexual intercourse could be a pos| Yes 1
experience? No 2
Health outcomes
3.19 A. MALES: Have you ever made a girl or woman pregnant? Number: 9.4
B. FEMALES: Have you ever been pregnant? Never
Not Sure
3.20 What happened to the pregnancy? Currently pregnant
Abortion
Miscarriage
Live-birth
Not sure

3.21 Were you ever concerned that you might catch HIV or ang
sexually transmitted disease frgmour partne?

Very concerned
Somewhat concerned
Not concerned

3.22 Have you ever done an HIV test? Yes
No

3.23 Have you ever had a sexually transmitted disease? Yes
No

3.24 Have you ever needed to seek medical care or advice regarding | Yes
and reproductive health matters? No

NEFEINRERINRERW N - o
abhwnN R

Thank you.

END OF QUESTIONNAIRE
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APPENDIX 21: QUESTIONNAIRE FOR QUANTITATIVE SURVEY ( KINYARWANDA

N

VERSION)
UBUMENYI , | MYl ZERERE NOI MYI FATI RE YOABANGAVU
NOUBUZI MA BW6l MYOROROKERE MU RWANDA:
MI KORESHEREZE YOI BI TSI NA NO KU BUZI MA BWABO.
IGICE CYA 1: IBIRANGA USUBIZA
1.1 | zi nAkararey 6 Akarere:
12 lzina rydlshuri Izina:
1.3 lgitsina cyob6usubiza Gabo 01
Gore 02
14 | myaka ydusubi za Imyaka
1.5 lcyicirodishuli Ishuli rya Leta 01
Ishuli Ryigenga 02
1.6 Umwaka wigamo umwaka wa mbere 01
Umwaka wa kabiri 02
1.7 Usengera murihe dini? Gatolika 01 | Umuhamya wa Yehova 05 1.9
Umuporoso 02 | Nta na rimwe 06 —»
Umusilamu 03|l rindi (Ri varg
Umudivantisite 04
1.8 Idini rifite akahe gaciro mu buzima bwawe Ni kanini cyane 1
Ni kanini 2
Ntako 3
Ibyerekeye ubukungu
191 wanyu muba mu ki he cyi ci lcyicirocyamberel 1
Icyiciro cya kabiri 2 2
Icyiciro cya gatatu 3 3
Icyiciro cya kane 4
Ntabwo mbizi 5
Ibiranga amasano
1.10Papa wawe aracyariho? Yego 1 1.14
Oya 2—>
1.11Ese ubana na papa wawe mgo? Yego 1 1.14
Oya 2 —»
1.12Ese ubona bikoroheye cyangwa bigukomerera kuganiri Biroroshye cyane 1 | Biragoye 4
papa wawe ibintu bigufitiye akamaro/agaciro? Biroroshye 2 | Biragoye cyane 5
Biraringaniye 3 | Sinjya mubona 6
1.13Papa wawe yize ayahe mashuli? Ntabwo yigeze yiga
Abanza 1
Imyuga 2
Ayisumbuye 3
Amashuli Makuru na Kaminuza 4
Ayandi (Yavuge)éeéeéééececéélr
1.14Ese mama wawe aracyariho? Yego 1
Oya 2—» 1.8
1.15Ese ubana na mama wawe mgo rumwe? Yego 1
Oya 2
1.16Ese ubona byoroshye cyangwa bikomeye kuganirg Biroroshye cyane 1 | Biragoye 4
Mama wawe ibintu bigufitiye akamaro? Biroroshye 2 | Biragoye cyane 5
Biraringaniye 3 | Sinjya mubona 6
1.17Mama wawe yize ayahe amashuli? Ntabwo yigeze yiga
Abanza 1
Imyuga 2
Ayisumbuye 3
Amakuru na Kaminuza 4
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Ayandi ééééééééééééé. . 5
1.18Ese ufite abavandimwe? Yego 1
Oya 2
1.19Ese ubona byoroshye cyangwa bikomeye kuvug Biroroshye cyane 1 | Biragoye 4
néabavandi mwe bawe i bi nt ( Biroroshye 2 | Biragoye Cyane 5
Biraringaniye 3 | Sinjya mbabona 6
| GI CE CYA 2: | SOKO YO ANBAKURLY ORODRBWZEIRMA
2.1 Waba warigeze wigishwa ibyerekeye imihindagurif Yego 1 2.3
" S " Oya 2 —>
ydbumubiri wédumuhungu cyangy
2.2 Nihehe wigiye ibyerekey Ahowigiyei byerekeye &i mpinduk Aho
Wumva ari he wakwishimira kuvana ayo makuru? wal|<(W|sh|m|ra
uvana
amakuru
Mwarimu wo kwishuli 01 01
Mama 02 02
Papa 03 03
Umuvandi mwe wanjy 04 04
Umuvandi mwe wanjy 05 05
Undi wo mu muryango 06 06
Inshuti 07 07
Muganga/Umuforomo 08 08
Ibitabo/ ibinyamakuru 09 09
Filimi/ videwo 10 10
Interineti (social media, website)/ 11 11
Television/ Isakazamashusho 12 12
Radio/ Insakazamajwi 13 13
Ahandi (havugeé.) 14 14
eéé. ..
2.3 Waba warigeze wigishwko gutwara inda bigenda yego 1 2.7
Oya 2 —p»
2.1 Ni hehe waba warigiye ibyerekeye imyororokere cyang Aho wakuye amakuru yerekeye imyororokere no gutw Aho
uko gutwara inda bigenda? inda wakwishimira
kuvana
amakuru
Mwarimu wo ku ishuli 01 01
Mama 02 02
Papa 03 03
Umuvandi mwe wanjy 04 04
Umuvandi mwe woumy 05 05
Undi wo mu muryango 06 06
Inshuti 07 07
Muganga/ Umuforomo 08 08
Ibitabo/ ibinyamakuru 09 09
Filimi/ videwo 10 10
Interi neti (social media, website)/ 11 11
Television/ Insakazamashusho 12 12
Radio/ Isakazamajwi 13 13
Ahandi (havugeé.) 14 14
2.2 Mwaba mwarigeze kwiga mu ishuli rivuga k Yego 01
bugi mbi/ubwangavu, i mi k| Oya 02
néi mi banire hagati y 6umul Simbizineza 03
2.3 Ese ubona amasomo kuri izo ngingo akwiye kuba me| Menshi 01
kurushaho? Make 02
Arahagije 03
2.4 Waba warigeze gukoresha telefone igendanwa? Yego 01
Oya 02
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2.5 Waba warigeze ukoresha interineti mu gushaka amaku| Yego 01 2.12
Oya 02
2.6 Waba warigezekoresha interineti mugushaka amakuru| Yego 1 2.12
buzi ma bwodéi myororokere Oya 2
Fesibuku 01 |insitagaramu 05
2.7 Waba warakoresheje izihe mbuga nkoranyambaga? | wotsapu 02 |Gugo06
Tutube 03l zi ndi (Zi vuge)
Sinapucati 04
Telephone yanjye 01
2.8 Wakoreshejéki kugirango ujye kuri internef? Mudasobwa/ telefoni yo@ba
Inzu zicururizwamo interneti 03
Mudasobwa z6i shuli 04
Ahandi (havuge) éééééééws.
Kenshi 1
2.9 Waba warigezeuganira na papa wawe ku ngin{ Rimwe narimwe 2
yerekeranye nodi mi kor er e y Ntanarimwe 3
kenshi cyangwa ni rimwe na rimwe?
Kenshi 01
2.10Waba warigeze uganira na mama wawe ku ngi| Rimwe narimwe 02
yerekeranye noimi kor er e  Ntanarimwe 03
kenshi cyangwa ni rimwe na rimwe?
Kenshi 01
2.11Waba warigeze uganira ha musaza/mushiki wawe| Rimwe na rimwe 02
ngingo yerekeranye noiyego| Ntanarimwe 03
byabayekenshi cyangwa ni rimwe na rimwe?

3 IGICE CYA 3: UBUMENYI KU BYEREKEYE IGITSINA

Mfite ibindi bibazo ku mi bnfurakatoganingpnud karto kanya.iurarabwinaduko noywmvaonibaaki ekurie
atari ukuri cyangwa niba utabizi ukoresheje akamenyesio ka

3.1 Umukobwa ashobora gusama igihe akoze imibonano mpuzabitsin| True/Nibyo False/ Sibyo Simbizi
mbere 15 2 ¥
3.2 Umukobwa/Umugore arekeraho gukura iyo akoze imibonal 18 28 3P
mpuzabitsina kunshuro ya mbere

3.3 Kwikinisha byangiza bikomeye ubuzima 18 25 3P
3.4 Umukobwa aba afite ibyago byinshi yo gusama iyo akoze imibo 13 28 3P
mpuzabitsina hagati mu kwezi k we

3.5 Umukobwa ntashobora gusama iyo akoze imibonano mpuza K 13 28 3P
ahagaze

3.6 Umukobwa ashobora gusama asomanye cyangwa akorg 13 28 3P

néumuhungu

IGICE CYA 4: UBUMENY| KUBURYO BWO KUBONEZA URUBYARO

Vuga niba uzi uburyo bukurikira kwo kuboneza urubyaro unavuge niba uzi aho wabukura igihe wabukenera

Uburyo bwo kuboneza urubyaro

4.1 Ibinini
Umugore agomba gufata ikinini buri munsi

Ubumenyi ku buryo bwo kuboneza urubyaro

Ese uzi aho wabukura igihe wabukenera

Yego 1 —»

Yego 1
Oya 2
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Oya 2

4.2 Urushinge Yego 1 — | Ese uzi aho wabukura igihe wabukenera
Umugore ashobora guhabwa urushinge | Oya 2 Yego 1
gihe cyagenwe Oya 2

4.3 Agakingirizo Yego 1 —» | Ese uzi aho wabukura igilveabukenera?
Umugabo agomba kwambara agakingiri Oya 2 Yego 1
mbere yo6i mibonano Yego 2

44 1 binini by éi ngobo Yego 1 —» | Ese uzi aho wabukura igihe wabukenerg
kuboneza urubyaro Oya 2 Yego 1
Umugore ashobora gufata ibinini ako kan Oya 2
amaze gukora imibonano mpuzabitsi

4.5 Kwiyakana Yego 01
Umugabo ashobora gukuigitsina cye mu| oyq 02
mugore mbere yo gusohora/kurangiza

4.6 Kwifata mu bihe Yego 01
cybuburumbuke Oya 02
Abaskakanye bashobora kwirinda gukc
imibonano  mpuzabitsina mu  min|
ybuburumbuke bwdum

4.7 Ni ubuhe bundi buryo bwo Agapira ko mu mura 01
kuboneza 5 uhru.byaro , Wabi Agapira ko mu kaboko 02
warumvise?(Shyira - uruziga  ku Jelly/foam/ geli (Amavuta) 03

gisubizo cyawe)

guhagarika urubyaro burundu ku mugore 04
Guhagarika urubyaro burundu ku mugabo 05

Uburyo bwo konsa 06
Ubundipuvuge) éeééeéeé 07
4.8 Ni ubuhe buryo bwo kuboneza lbinini 01
urubyaro ubona ari bwiza ku Urushi 02
rubyiruko? Shyira uruziga ku rusilngt_e
gisubizo cyawe Agakingirizo 03
Il binini bydingobokal4
Kwiyakana 05
Kwi fata mugi he cydulbu
Ubundié é é é ééééééé 07
Ntabwo nzi 08
4.9 Waba warigeze gukoresha bumwe lbinini 01
muri ubu buryo bwo kuboneza Urushi 02
urubyaro?Niba ari yego, ni ubuhe rus_lng§
buryo wakoresheje? Agakingirizo 03
I binini bydingobokaddm
kwiyakana 05
Kwifatamugi he cyéubur urb
Ubundi (Buvuge) ¢éée@eé
| GI CE CYA 5: UBUMENYI N6l MI TEKEREREZE KU GAKI
Yego 1
1.1 Waba warigeze ubona agakingirizo? Oya 2
Abantu bagira imyumvire itandukanye ku gakingirizo. Kuri myumvire, ndifuzg Ndabyemera Simbizi Simbyemera
umbwira nibauyemera, utayemera cyangwa utabizi (shyira uruziga ku gisy
cyawe)
1.2 Agakingirizo ni  uburyo bwizewe bwo kurinda 1 2 3
gusama/gutwara inda
1.3 Agakingirizo gashobora gukoreshwa inshuro irenze imwe 1 2 3
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1.4 Umukobwaas hobora kugira i nama um 1 2 3
ngo bakoreshe agakingirizo

15Umuhungu ashobora kugira inam 1 2 3
ngo bakoreshe agakingirizo

1.6 Agakingirizo ni uburyo bwizewe bwo kwikingira agakoko 1 2 3
gatera virusi ya SIDA

17 Agakingirizo gakwiye gukoresh 1 2 3

1.8 Agakingirizo gakwiye gukoreshwa kubakundana birambye 1 2 3

1.9 Biteye isoni ku muntu nkanjye kugura cyangwa kugira 1 2 3
agakingirizo

1.10lyo umukobwa cyangwa umuhungu asabye umukunzi we 1 2 3
gukoresha agakingirizo biba bishatse gusobanura ko
atamwizera

1.11Agakingirizo kagabanya ibyishimo bituruka ku mibonano 1 2 3
mpuzabitsina

1.12Agakingirizo gashobora kunyerera kakava ku gitsina 1 2 3
cybumugabo kagahera mu mugor e

1.13Igihe abantu batashyingiranwe bashatse gukora imibonano 1 2 3
mpuzabitsina bakwiye gukoresha agakingirizo

1.14Agakingirizo ni uburyo bwizewe bwo kwirinda indwara 1 2 3
zandurira mu mibonano mpuzabitsina.

| GI CE CYA ©6: UBUMENY I KU GAKOKO GATERA SI DA N
MU MIBONANO MPUZABITSINA
6.1 Wwaba warigeze mwumva ibyerekeye agakoko gatera SIDA Yego 1 6.10
cyangwa SIDA Oya 2 —»
Hari imyumvigaekygykWabgaterak8l DA na SIDA. Vuga niba wuyifata nkf¢
1- Nibyo 2- Sibyo 3- Ntago mbizi
6.2 Birashoboka kuvura SIDA
1 2 3
63 Umuntu ubana nbagakoko gater
ananutse asa nudafite ubuzima bwiza 1 2 3
6.4 Abantu bashobora gukoresha icyizamini cyoroheje
kugirango bamenye ko undi agendana agakoko gatera SIDA 1 2 3
6.5 umuntu yandura agakoko gatera SIDA binyuze mu kurumwa
néumubu 1 2 3
6.6 Guhana ibiganza cyangwa guhoberana bishobora
gukwirakwiza agakokgatera SIDA 1 2 3
6.7 Abantu bandura agakoko gatera SIDA igihe basangira
amafunguro ndumuntu ufite aga 1 2 3
6.8 Agakoko gatera SIDA karavurwa kagakira
1 2 3
6.9 Birashoboka ko abantu bakwirinda indwara zandurira mu
mibonanompuz abi t sina nbébagakoko ga4 1 2 3
6.10Ur et se Agakoko gatera SIDA ng¢g
bashobora kugira izindi ndwara zandurira mu mibonano Yego 01 71
mpuzabitsina. Haba hari iyo waba warumvishije muri zo? Oya 02 N
6.11Ni izihe ndwarazandurira mu mibonano mpuzabitsina zindi Imitezi 01
waba warigeze wumva? Mburugu 02
Kalamidiya 03
Uduheri/ibisebe ku gitsina 04
l zindi (zivuge) éééé a%
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6.12Wamenya ute ko umugabo afite indwara yandurira mu Ururenda ruturuka mu gitsina gabo 01

mibonano mpuzabitsina? Shyiekamenyetso ku bisubizo Kubabara igihe cyo kunyara 02
byose byawe Udusebe cyangwa uduheri mu gitsina 03
I bindi (bivuge) éééémé
Ntabyo nzi 08
6.13Wamenya ute ko umugore afite indwara yandurira mu Ururenda ruturuka mu gitsina gore 01
mibonanompuzabitsina? Shyira akamenyetso ku bisubizo Kubabara igihe cyo gusoba 02
byawe byose Udusebe cyangwa uduheri mu gitsina 03
i bindi (bivuge) ééeéé@eé
Ntabyo 08
6.14Ese inshuti yawe iramutse ikeneye ubuvbzivd i n d wa r ¢ Iguriro/butike 1
zandurira mu mibonano mpuzabitsina yabukura he? Farumasi/ inzu icuruza imiti 2
Ivuriro/ibitaro/ ikigo nderabuzima bya L&a
ivuriro ryigenga 4
Ahandi (Havuge) ééé&ééé
6.15Waba warigeze urwara indwara yandurira mibonano Inshuro imwe 1
mpuzabitsina? Niba ari Yego, wayirwaye inshuro imwe Inshuro nyinshi 2 71
cyangwa nyinshi? . )
Nta narimwe 3—»
6.16Ubwo uheruka kuzirwara waba warivuje? Yego 1 71
Oya 22—
6.17Nihehe wivuje? Iguriro 1
Farumasi/ Aho bacururiza imiti 2
Ivuriro/ibitaro/ikigo nderabuzima bya Lega
Ivuriro ryigenga 4
Ahandi (havuge) ééé&ééé
6.18Ese uwo mwakoranye imibonano mpuzabitsina yaba Yego 1
yarivuje? Oya 2
Ntabwo mbizi 3
| GI CE CYA 7: | BI TEKEREZO BWI TE KU BYEREKERANY
AKAMENYETSO KA &8 MU KAZU GAKWI YE)
Indangagaciro zerekeye ku gitsina 4- 3- Ndabyemera | 2- Simbyemera 1-  Simbyera
Abantu benshi ku ishuli ryanjye batekereza ko: Ndabyemera na gato

cyane

7.1 Gushyikirana ku bantu badahuje igitsina kal
batarashyingirwa ntacyo bitwaye.

7.2 Umukobwa utarashyingirwa akwiye kugira insh
ybumuhungu

7.3 Umuhungu utarashyingirwa akwiye kugira insh
ybumukobwa

7.4 Ntacyo bitwaye ko abantu batashyingi
bakorakoranaho, basomana cyangwa bahobg
nbabo badahuje igitsi

7.5 Ntacyo bitwaye kuba abatarashyingiranwe bak
imibonano mpuzabitsina

7.6 Inshuti zanjye zitekereza ko nkwiye kudakc
imibonano mpuzabitsina kugeza nshyingiwe

7.7 Inshuti zanjye zitekereza ko ntacyo bitwaye ki
umukobwa yasaba uwo bagiye kugirane
imibonano mpuzabitsina gukoresha agakingiriz

7.8 Inshuti  zanjye zitekereza ko abahun
ndbabakobwa bashobor a
mpuzabitsina mbere yo gushyingirwa igi
bakoresheje uburyo bwo kwirinda gutwita.
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7.9

Inshuti zanjye zitekereza ko ntacyo bitwaye ku
umuhungu yasaba uwo bagiye gukorg
imibonano mpuzabitsina ko bakores|
agakingirizo

Imitekerereze bwite

Abantu bakiri bato bafite ibitekerezo binyuranye ku bl
akamenyesto ka 8 mu kazu gakwiye)
Ndabyemera | Ndabyemera Simbyemera Simbyemera
cyane namba

7.10Ntacyo bitwaye ko urubyiruko rusabana nuy

badahuje igitsina

7.1INtacyo bitwaye ku muhungwdé i ngar a|

i nshuti yédumukobwa

712Nt acyo bitwaye ku mul

i nshuti yédumuhungu

7.13Ntibikwiye ko umuhungu cyangwa umukoby

bahuza imibiri nko gukorakoranaho, gusoma
guhoberana nuwo badahuje igitsina

7.14Ntibikwiye ko umuhungu cyangwa umukoby

utarashyingirwa akora imibonano mpuzabitsi
kabone nubwo yaba ak
bayikorana.

7.15Umukobwa akwiye gukomeza kuba isugi kuge

ashyingiwe

7.16Ntacyo bitwayeku mukobwa cyangwa umuhung

kugira imibonano mpuzabitsina mbere
gushyingirwa, igihe cyose bagakoresha ubu
bwo kwirinda gutwita

71MWbusugi bufite n i

ntagereranywa ku mukobwa

7.18myemerereyanjye ishingiye ku idini inabanye 1

gukora imibonano mpuzabitsina mbere
gushyingirwa

7.19Ntacyo bitwaye ku bahungu gukora imibong

mpuzabitsina mbere yo gushyingirwa ari
ntibikwiye ku bakobwa.

IGICE CYA 8: IMIKORESHEREZE NO&6 1 MY

FATI RE | SHI NGI YE KU Gl

I mi koreshereze yo6igitsina

81 Waba wufite cyangwa warigeze k | Yego 1
mwasohokanaga nta wundi muntu mukuru muri kumwe? No 2
82l nshuti yawe ydumukobwa/umuhung|l myaka yo6inshuti yawse
83 Waba warigeze uhuza umuburi noi| Yego 01
Oya 02
84 Waba warigeze uhuza umuburi noi| Yego 01
Oya 02
85 Waba warigeze uhuza umuburi noéi| Yego 01
Oya 02
86 Waba warigeze usomana nodéinshuti| Yego 1
Oya 2
8.7 Wa b a warigeze ukor a k u g i| Yego 1
wéumukobwa/umuhungu ndéintoki za|Oya 2
88 Waba warigeze wukinisha igitsingYego 1
kugeza ubwo arangiza? Oya 2
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89 Ese inshuti yawe yoObumuhungu/ umy Yego 1
cyawe nodintoki ze? Oya 2
8.10Ese inshutiyawgy 8 u muhungu/ umukobwa vyabj Yego 1
cyawe kugeza urangije? Oya 2
Ku baryamana bahuje ibitsina
8.11Bamwe mu rubyiruko bagira amaranagmutima yerekeye imibo| Yego 1
mpuzabitsina nabo bahuje igitsina. Ese wowe waba warigeze w| Oya 2
wakorana imibonano nuwo muhuje igitsina?
8.12A. ABAHUNGU : Waba warigeze wugira i Yego 1
muhoberana, musomana, cyangwa mukorakoranaho? Oya 2
B. ABAKOBWA: Waba warigeze wugira i s|Yego 1
muhoberana, musomana, cyangwa mukorakoranaho? Oya 2
8.13Esewumvamubyi yumviro byawe u k ur ur| Uwo tudahuje igitsina 1
igitsina, umuntu muhuje igitsina cyangwa bose mu byereker, Uwo duhuje igitsina 2
nNdi shi misha mubiri? Bose 3
Imyi fatire ijyanye nbéigitsina
8.14Waba warigeze ujya mkabyiniro cyangwa ahandi urubyiruko rubyinir| Yego 1
Niba ari yego byabaye inshuro zingahe mu kwezi gushize? Oya 2
Inshuro byabaye:
8.15Ese Unywa ibinyobwa bisembuye? Yego 1
Oya 2
8.16Ese unywa itabi? Niba ari yego, warinydsgngahe muri iyi minsi 7 ishize Yego 1
Oya 2
Umubare wdamasegereti
8l7TEse ujya ukoresha ibindi biyoby|Yego 1
Oya 2
8.18N i kangahe uj ya ureba f i I i m| Ntanarimwe 01
byoéi shimi shamubiri rishingiye Kk|Inshuroimwe cyangwa ebyiri 02
Inshuro 3 cyangwa 4 03
Inshuro 5 cyangwa zirenga 04
8.19Waba warigeze ugira imibonano mpuzabitsinanygkanwa? (Imibonan{ Yego 1
mpuzabitsina yo mu kanwa ni igihe inshuti yawe ishyira umunwa mu gi Oya 2
cyawe, cyangwa wowe ushyira umunwa wawe mu gitsina cye)
8.20Waba warigeze ukora imibonano mpuzabitsina mu kibuno ( Igihe umull Yego 1
yinjiza igitsina cye mu mukibuno cyumukunzi we) Oya 2
8.21Waba warigeze gukora imibonano mpuzabitsina ku buryo igil Yego 1
cybumuhungu cyinjiye mu gitsinalOya 2—>8.23
8.22Mu buzi ma bwawe, umaze gukor an| umubare:
bangahe kugeza ubu?
823Bamwe mu bangavu néingi mbi baj y| Yego 1
abo mumuryango cyangwa abantu bakuru) gukora imibonano mpuzal Oya 2
batabishaka. Byaba byarigeze bikubaho?
8.24Bamwe mu bangavu/ingimbi bajya bakorakorwa ku mabere cyal Yego 1
kubindi bice byoumubiri ndabash gy 2
bakuru batabishaka. Byaba byarigeze bikubaho?
8.25 Wavuga inshuro ibi byakubayeho?Kenshi, rimwe narimwe, cyangwa ¢ Kenshi 1
Cyane Rimwe na rimwe 2
Gacye cyane 3
826Bamwe mu rubyiruko batanga amal Yego 1
kugira ngo bakore imibonano mpuzabitsina. Waba warigeze utangd qy4 2 — 1>
kiguzi? y 8.40
8.27 Bamwe mu rubyiruko bahabwa amafaranga cyangwa impano kugir; yego 1
bakore imibonano mpuzabitsina. waba warigeze uyahabwa? Oya 2— 1>
8.28Ni abantu bangahe mwagiranye imibonano mpuzabitsina nyuma yo g Number/umubare:

cyangwa kwakiranafaranga cyangwa impano?
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8.29 Ese inshuti yawe mwakoranye imibonano mpuzabitsina hari icyo ijya| Buri gihe 1
ngo irinde gusama/gutwara inda? Niba ari yego buri gihe, cyangwa 1| Rimwe na rimwe 2
na rimwe? .
Nta narimwe 3
8.30Ni ubuhe buryo bwo kwirinda inda itateguwe walarakoresheje ubw| Agakingirizo 1
uheruka gukora imibonano mpuzabitsina Ibinini 2
Urushinge 3
Kwiyakana 4
I minsi itari iyoéubbury
Ubundi (buvuge) é¢é. é¢é
8.31Ni ku ruhe rugero wanyuzwe imibonano mpuzabitsina uheruka gukor] Numviseari byiza 1
Nta kidasanzwe numvise 2
Numvise ari bibi 3
Ntago mbizi 4
| BI BI BAZO BI SUBI ZWA NO6ABAKOZE | MI BONANO MPUZABI TSI NA AHO
MUNTU (MU GITSINA CYANGWA MU KIBUNO) REBA 8.20 NA 8.21
8.32Waba waricujije igihevakoraga imibonano mpuzabitsina bwa mbere? | Yego naricujije 01
Oya, ntabwo nicujije 02
8.33Ese ubwo wakoraga imibonanano mpuzabitsina ku nshuro ya mberg Yego 1
mwayikoranye hari icyo yakoze kugira ngo abuze gutwita/gusama? Oya 2
8.34Ibuka igihe wakoraga imibonano mpuzabitsina bwa mbere, ubwo ig
gabo cyari mu gitsina gore. Wvuga ko byagenze gute?
(f) Nahatiye mugenzi wanjye gukora imibonano mpuzabitsina atabis
(9) Naramwigishije kugeza yemeye ko dukora imibonano mpuzabity (a) Narabimuhatiye 1
(h) /Yaranyigishije kugeza nemeye ko dukora imibonano mpuzabit| (b) Naramwigishije 2
(i) Yampatiye gukora imibonano mpuzabitsina (c) Yaranyigishije 3
() Twese twarabishakaga (d) Yampatiye kubikora 4
(e) Twese twarabishakaga 5
835Wumva gute ubucuti bwawe noéuwo|Umuhungu /umukobwal wg
bwa mbere? Umushyitsi/umuvandimwe/ undi muntu 2
Umuhisi/ Uwigenderaga 3
Twaraguraga 4
8.36 Uwo mwakoranye imibonano mpuzabitsina bwa mbere yarafite im Imyaka yari afite
ingahe?
8.37Wowe se wari ufite imyaka ingahe ubwo wakoraga imibonano mpuzab Imyaka wari ufite
bwa mbere?
838Waba warigeze wuganira no6inshut i|Mbere yo gukora imibonano mpuzabitsina
ari yego, mwabiganiriye mbere cyangwa nyuma yo gukora imiboni mbere 1
mpuzabitsina ya mbere? Ny uma yo6i mi bonano mp
2
Ntitwigeze tubiganiraho 3
8.39Ni inshuro zingahe wabashije gukora imibonano mpuzabitsina ukarg Umu b ar e woéi nshur o N
mu buzima bwabwe?(gereranya)

| BI BAZO Bl SUBI ZWA NO6 ABATARI GEZE BAKORA | MI BONANO MPUZABI
(REBA IBIBAZO BYA 8.20 NA 8.21)

Abantu bashobora kugira impamvu zitandukany&uaakora imibonano 1- Nibyo 2- Sibyo | 3- Ntago mbizi

mpuzabitsina. Watubwira izishoboka kuri wowe ukurikije izivugw

zikurikira? Shyira uruziga ku gisubizo cyawg

8.40Numva ntarageza igihe cyo gukora imibonano mpuzabitsina 1 2

8.41Sinigeze mbona uburyo/amahirwe yo kubikora 1 2

8.42Ntekerezako bidakwiye ko nkora imibonano mpuzabitsina mber 1 2 3
gushyingirwa

8.43Ngira ubwoba bwo kuba natera changwa ngaterwa inda 1 2

8.44Ngira ubwoba bwo kuba nakwandura agakoko gatera SIDA cya| 1 2
izindi ndwara zandurira mu mibonano mpuzabitsina
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8.45lbibazo bikurikira bijyanye na gahunda yawe ku mibon|
mpuzabitsina mu gihe kizaza. Muri izi nteruro ni iyihe igarag
kurusha izindgahunda yawe mu gihe kizaza?
(e) Nzakora imibonano mpuzabitsina nyuma yo gushyingirwa
() Ndateganya gutegereza kugeza igihe nzabonera

tuzarushingana

(g) Nzategereza kugeza mbonye uwo nkunda
(h) Nzakora imibonano mpuzabitsina igihe cyose nzaba mbonye|

(e)  Gushyingirwa

) Igihe nzabonera uwo tuzarushingana
(99 Uwo nkunda

(h)  Mbonye uwo tubikorana

A WN P

tuyikorana
8.46Ese ujyaushyirwaho igitutu/agahato n 6 ab an di b a r Nikenshi cyane 1
imibonano mpuzabitsina? Niba ari yego, ni kenshi, rimwe na rif Rimwe na rimwe 2 |8.48
cyangwa nta na rimwe? Nta na rimwe 3>
8.47Ni bande bagushyiraho igitutu/agahato? Shyira uruziga ku bisi| Inshuti 1
byose bishoboka Abavandimwe 2
Inshuti zihariye 3
Abandi éééééeéééeécéééeéeé 4
8.48Ese utekereza ko hari icyo wakungukira mu gukora imibor Yego, hariicyo byamarira 1
mpuzabitsina? Qya, ntacyo byamarira 2

IGICE CYA 9: INGARUKA KU BUZIMA

9.1 A. UMUHUNGU: Waba warigeze utera umukobwa/umugore indg Umubare: 9.4
B. UMUKOBWA: Waba warigeze utwara/usama inda? Nta na rimwe L
Simbizi
9.2 lyo nda byayigendekeye gute? Ubu ndatwite

Indayavuyemo ku bushake
Inda yikuyemo ntabushake
Umwana naramubyaye
Simbizi

9.3 Wigeze impungenge ko ushobora kwandura agakoko gatera |
cyangwa izindi ndwara zandurira mu mibonano mpuzabitsina zitu
ku muntu mwakoranye imibonano mpuzabitsina?

Yego nagize impungenge cyane
Nagize impungenge mu rugero
Nta mpungenge nagize

9.4 Waba warigenze kwipimisha agakoko gatera SIDA?

Yego
Oya

9.5 Waba warigeze kwandura indwara zandurira mu mibor
mpuzabitsina?

Yego
Oya

9.6 Waba warigeze ukenera ubuvuzi cyangwa ubujyanama bwerg

ubuzi ma bwéi myororokere?

Yego

NEFE| NREPINFRW DN P o
abrhwnNBE

Oya

Murakoze gusubiza ibi bibazo
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APPENDIX 22: INFORMATION SHEET AND ASSEN T FOR EARLY ADOLESCENTS
Study Title

Early adolescentsd knowledge, beliefs and beh
implications for their sexual experiences and health outcomes

Invitation to participate
Greetings,

| would like to invite you to participate in this stully answering the interview questiorour
parents/guardians are aware of the study and have accepted that we ask you to participate if you
so wish.Before this, you need basic information about the study. Please take time to read and
understand that information. You can ask questioypsufwant to You can decide whether or not

to engage in the studyhe total interview will take about 40 minutes

What is involved in the study

Involving you requires your assent. If you assent, we willsaskequestionsaboutyour sources

of information about sexual and reproductive heatbly sexuality and gendénowledge, beliefs,
behavioursandhealth outcomeuestions will be administered to you by myself. The total time
of theinterview will not exceed 40 minutes.

Why have | been selected?

You are the right persoto answerquestiongelated to the studyyour answers will be useful in
understanding yolknowledge, beliefsand behaviours about gender and sexuality, as well as your
sexual experiences and health outcomes. The resuitbe used to improve early adolesagnts
sexual and reproductive health

Voluntary participation

You are free to decide whether or notpiarticipate in the studyYour assentshould be given
voluntarily. If youassentyou have the right to withdraw yoassentt any time without giving
reasonand with no penaltyYour withdrawal will not affect you in any way.

Risks of being involved in the study

Duringthedata collection process, your child may feel uncomfortable to provide answers to some
interview questions. Do not worrywe will not forceyou to provide informationlf you feel
uncomfortable, counders are available to assist you

Benefits ofbeing in the study

You will get no direct benefit from yaoparticipation However, the information you provide is
usefulto understandnd promotee ar | y a dkodwledgeandbelisf$ about gender and
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sexuality, and improve your sexual experiences and health outcomes. The results will also be used
for policy formulation and interventions.

Confidentiality

The nterview will be conducted ithe strictest confidencen a private and secure room. Oglyu

and theinterviewer will be in the roomAll information you will provide will be strictly kept
confidential and will not be disclosed to anyotharing and after the study. Only the research team
members will be grantecteess tdhe collected information.

Anonymity

Data will be collected anonymously. Yooames will not be collected; rather a code will be used
to identify you. Your identification will be used in reporting the results of the study

Contact details of the researcher

If you wish to obtain more information about the study, you may contact the researcher, Mr. Valens
Mbarushimana, School of Public Health, University of Rwanda College of Medicine and Health
Sciences, telephone: +250 788 490 718, emainbavalens@gmail.com or
vmbarushimana@ur.ac.rwyou can also contaehy supervisorspr Daphney Nozizwe Conco,
Senior Lecturer, First Floor Room 104, Health and Society Division, School of Public Health,
University of the Witwatersrand, 27 Saint Andrews Road, Parktown, 2b®3nnesburg, South
Africa, email: daphney.Conco@wits.ac,zelephoneTel: +27 11 717 2502 / 083 282 4320; or
Prof. Susan Goldstein, telephone: +27 11 717 2681 or +27828514080, email:
drsuegoldstein@gmail.cam

Outputs of the research

The results of this research will be communicated to you at the school. In addgioesults will

be shared with different authorities in Rwanda. Furthermore, thepeavplublished as academic
work in academic journalg-inally, the results will be compiled in a report that will be submitted

to the University of the Witwatersrand, Johannesburg, South Africa for assessment and online
publication.

Contact details of the Research Ethics Committees

The study has been approved byrisearch committees in Rwanda and South Africa. A principal
function of this Committee is to safeguard the rights and dignity of all human subjects who agree
to participate in a research project and the integrity of the research For Ry@andan contact
Professor Jonas Njunwa Kato @tinwakato@gmail.conor call him at +250 788490522; or
Professor Jean Bosco Gahutubathutu@yahoo.comr call +250 78334004@0r South Africa,

please contact Professor Clement Pehpyelephone number 011 717 2301, or bynail at
Clement.Penny@wits.ac.zdhe telephone numbers for the Committee secretariat are 011 717
2700/1234 and the -mall addresses  are Zanele.Ndlovu@wits.ac.za and
Rhulani.Mukansi@wits.ac.za
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Expenses and payments?
The study will involve no expense on your behalf.

What will happen if | do not carry on with the study?

If you do not carry on the study, all information collected with you will be destroyed and will not
be used for final reporting of results.

What will happen to the results of the research study?

The results of this research will be communicated to you. In addition, they may be published as
academic work. Finally, the results will be compiled in a report that will be submitted to the
University of the Witwatersrand, Johannesburg, South Africaseessment and publication.

Further information and contact details:

If you wish to obtain more information about the study, you may contact the reselfictatens
Mbarushimana, by telephone: +2Z&8B8490718, email: mbavalens@gmail.com or
vmbarushimana@ur.ac.rwwou can also contact Dr Daphney Nozizwe Conco, Senior Lecturer,
First Floor Room 104, Health and Society Division, School of Public Health, University of the
Witwatersrand, 27 Saint Andrews Road, Parktown, 218Bannesburg, South Africa, email:
daphney.Conco@wits.ac,ztelephoneTel: +27 11 717 2502 / 083 282 432€x, Prof. Susan
Goldstein, telephone: +27 11 717 2681 or +27828514080, einailegoldstein@gmail.com

Thank you for reading this study information document.
PARTICIPANT ASSENT SHEET

Project Title: Ear ly adol escent sd kn orslegaddigpee genddr andi e f s
sexuality in Rwanda: implications for their sexual experiences and health outcomes.

1. | have been given a Participant Information Sheet for Minors, which explains what this
study is about;

2. The study was explained to me and | understand what will happen if | take part;

3. | was given time to ask any questions | wanted to and was happy with the answers | was
given;

4. | understand that | will not benefit from the study, should | agree to take part. | also
understand that | will not be paid to take part in the study; taking part will not cost me
anything either;

5. | have been given a range of contact details, repeated below, should I require further
information at a later stage, or have any cause for concern over anything which is done to
me during the study; and

6. | understand that even if | agree to take part in the study, | can change my mind later and
stop being a part of the study

7. My parent(s) or guardian(s) know that | have been invited to take part in the study. They

agree that | may do so, but the decision to take part is also mine.
Contact details:

Valens Mbarushimana, Principal Investigator, telephone no. +250 788490718, or by email:
mbavalens@gmail.com
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Dr Daphney Nozizwe Conco, Senior Lecturer, First Floor Room 104, Health and Society Division,
School of Public Health, University of the Witwatersrand, 27 Saint Andrews Road, Parktown,
2193,Johannesburg, South Africa, emadittphney.Conco@wits.ac,azelephoneTel: +27 11 717

2502 / 083 282 4320;

Prof. Susan Goldstein, telephone: +27 11 717 2681 or +27828514080, email:
drsuegoldstein@gmail.cam

Professor CB Penny, Chairperson of the Human Research Ethics Committee (Medical) at the
University of Witwatersrand, on telephone no. 011 717 2301, or byaik at
Clement.Penny@wits.ac.za

Ms. Z Ndlovu or Mr Rhulani Mkansi, Committee Secretariat, telephone nos.: 011 717 2700 or
1234, or by email at: Zanele.Ndlovu@uwits.ac.zar Rhulani.Mkansi@wits.ac.za

Print name of Participant Place Signature Date (day/month/year)
Print the name ofParent or Guardian Place Signature  Date
(Day/month/year)
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APPENDIX 23: PARTICIPANTS INFORMATION SHEET (KINYARWANDA
VERSION)
AMAKURU KU BUSHAKASHATSI

Umut we woOéubudbaknasalyat siimyi zerere noéimyifatire
nébubuzi ma bwodéi myororokere mu Rwanda: |l ngar uka
bwabo.

Gukangurira gusubiza

Muraho,

Ni fuza ko mwasubiza ibibazo bijyanye nbéubu |
ibijyanye nabwo, kandi bemeye ko twabasaba gusubiza ibibazo bijyanye nabwo. Namwe mufite
uburenganzia bwo kubaza i1 bibazo bijyanye na!
kubisubiza ku bushake. Gusubiza ibi ibibazo bimara nibura iminota 40.

Ibisabwa usubiza

Mur asabwa kwemera gusubiza ibibazo bydubushak

Uko abangavu noéingi mbi batoranyi j we

Abangavu noingimbineradoi bobgroebpashbi bashaka
bi zagira uruhare mu kwita no guhindura ubuzim
Ubushake bwo gusubiza

Ufite uburenganzira ku gufata icyemezo cyo gL
ushobora kureka gusubiza ibi ibibazo isaha iyo ari yo yose nta bisobanuro utanze, kandi ibi nta
ngaruka bizakugiraho.

Ingaruka zo gusubiza ibibazo.

Nta ngaruka zizava ku gusubiza ibibazo byubu bushakashatsi. Nta gahato karimo. Niwumva
utishimiye gusubiza bimwe mu bibazo bijyanye nabwo, ubitumenyeshe turagufasha.

|l nyungu z6ubu bushakashat si

Nta nyungu zitaziguye uzakura muri ubu bushakashatsi. Nyamara amakuru uzatanga azafasha mu
guteza I mbere ubumenyi, i myi zerere, néi myi f at

ingaruka bahura nazo mu buzima bwabo.
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Ibanga mu bushakashatsi

Amakuru mutanga azabikwa mu ibanga rikomeye kandi ntago azahabwa uwo ari we wese haba
mu bushakashat si ndetse na nyuma yabwo. 't sin
ibisubizo byanyu.

Kudashyira amazina yanyu ku bisubizo

Amazina yanyu ntago azashyirwa ku bisubizo byanyu. Hazakoreshwa imibare mu kugararagaza

umwirondoro wanyu ndetse no mu kwandika ibyavuye mu bushakashatsi.

Umwi rondoro woéitsinda ryb6abashakashatsi

1. Mbarushi mana Val ens, Kaminuza yo6u Rwanda,
+250 788 490 718, emaihbavalens@gmail.com

2. Dr Daphney Nozizwe Conco,; Kami nuza ya Witw
email:daphney.Conco@wits.ac,zelephoneTel: +27 11 717 2502 / 083 282 4320

3. Prof. Susan Goldstein, Kaminuza ya Witwatersfand | s h u | i ryoUbuzi meé

telephone: +27 11 717 2681 or +27828514080, emaliegoldstein@gmail.com

Komi te z6ubushakashat si

Ubu bushakashatsi bwemewe na Komite zishinzwe ubushakashatsi zo mu Rwanda na Afurika
yoEpf o. I z i Komite zishinzwe kugenzura 1yubah
bemera kugira uruhare mu bushakashatsi.

- Mu Rwanda: Uhagarariye Komite ni Dr Stefan Jansen, telefoni 0784575900,: email
sjansen.ur@gmail.com

- Mur i Afuri ka yOEpfo: Professor Cl-raihe nt P e
Clement.Penny@wits.ac.za Telefoni ya Komite ishinzwe Ubushakashatsi ni
0117172700/1234 naho -neail  ni Zanele.Ndlovu@wits.ac.za cyangwa

Rhulani.Mukansi@wits.ac.za

Ikiguzi

Nta kintu uzasabwa kwishyura kijyanye ndéubu b

Guhagarika gusubiza ibibazo

Amakuru yose watanze azirengagizwa mu gihe uzaba uhaghkutgean uruhare muri ubu

bushakashatsi.

Ibizava mu bushakashatsi
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Muzamenyeshwa ibizava muri ubu bushakashatsi. Hazakorwa kandi igitabo gikubiyemo ibizava

nu bushakashatsi kizahabwa Kaminuza ya Witwatersrand, ari nayo izagisdanagitangariza

abandi.

| bi ndi bi sobanuro bijyane ndubushakashat si

Ku bi ndi bi sobanur o, wabaza abagi ze itsinda
zOubushakashat si bavuzwe hejuru.

Mur akoze gusoma amakuru ajyanye ndébubu bushaka
KWIYEMERERA KUGIRA URUHARE MU BUSHAKASHATSI

Umut we woOéubudbaknaesnlyat siimyi zerere noéimyifatire

nébubuzi ma bwdéi myororokere mu Rwanda: |l ngar uka
bwabo.
Ndemeza ko
1. Nahawe amakuru ajyanye ndbubushakashat si noé
2. Nasobanuriwe kandi numvise neza ibizakorwa mu bushakashatsi
3. Nahawe umwanya wo kubaza ibibazo kandi nay
4. Numvise ko nta nyungu nzakura muri ubu bushakashatsi, ko ntacyo nzishyura cyangwa

ngo nishyurwe

5. Nahawe urutonde rwoéaho nabaza andi makur u ¢
cyose cyabuturukaho

6. Numvise neza ko nubwo nemeye kugira uruhare mu bushakashatsi nshobora kwisubiraho
nkabuvamo.

7. Abarezi banjye bazi ko nasabwe kugira uruhare mu bushakashatsi. Babyemeye kandi najye
nabyemeye.

Aho kubariza amakuru ku bushakashatsi:

1. Valens Mbarushimana, Umushakashatsi Mukuru, Kaminuza ya Witwatersrand, Afurika
yoEpfo, telephone: mbaalb@@dmiil&en® 0718; emai l

2. Dr Daphney Nozizwe Conco; Kami nuza ya Wit
+27117172502 / 083 282 432mail: daphney.Conco@wits.ac.za

3. Prof. Susan Goldstein, telefoni: +27117172681 cyangwa +27828514080, email:
drsuegoldstein@gmail.cam

4. Professor CB Penny, Umuyobozi wa Komite ishinzwe Ubushakashatsi mu Buvuzi,
telefoni: 0117172301 -mail: Clement.Penny@wits.ac.za

5. Ms. Zanele Ndlovu cyangwa Mr Rhulani Mkansi, Ubunyamabdavga Komite, telefoni
0117172700 cyangwa 1234; -ngil: Zanele.Ndlovu@wits.ac.za cyangwa
Rhulani.Mkansi@wits.ac.za

Amazina Ahantu Umukono Itariki (umunsi/ukwezi/Umwaka)
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APPENDIX 24: PARTICIPANT ASSENT SHEET

Project Title: Ear ly adol escent sd kn orslegaddigge genddr andi e f s
sexuality in Rwanda: implications for their sexual experiences and health outcomes.

8. | have been given a Participant Information Sheet for Minors, which explains what this
study is about;

9. The study was explained to me and | understand what will happen if | take part;

10.1 was given time to ask any questions | wanted to and was happy with the answers | was
given;

11.1 understand that | will not benefit from the study, should | agree to take part. | also
understand that | will not be paid to take part in the study; taking part will not cost me
anything either;

12.1 have been given a range of contact details, repeated below, should | require further
information at a later stage, or have any cause for concern over anything which is done to
me during the study; and

13.1 understand that even if | agree to take part in the study, | can change my mind later and
stop being a part of the study

14.My parent(s) or guardian(s) know that | have been invited to take part in the study. They

agree that | may do so, but the decision to take part is also mine.
Contact details:

Valens Mbarushimana, Principal Investigator, telephone no. +250 788490718, or by email:
mbavalens@gmail.com

Dr Daphney Nozizwe Conco, Senior Lecturer, First Floor Room 104, Health and Society Division,
School of Public Health, University of the Witwatersrand, 27 Saint Andrews Road, Parktown,
2193,Johannesburg, South Africa, emadiftphney.Conco@wits.ac,zelephoneTel: +27 11 717

2502 / 083 282 4320;

Prof. Susan Goldstein, telephone: +27 11 717 2681 or +27828514080, email:
drsueqgoldstein@gmail.cam

Professor CB Penny, Chairperson of the Human Research Ethics Committee (Medical) at the
University of Witwatersrand, on telephone no. 011 717 2301, or hyaik at
Clement.Penny@wits.ac.za

Ms Z Ndlovu or Mr Rhulani Mkansi, Committee Secretariat, telephone nos.: 011 717 2700 or
1234, or by email at: Zanele.Ndlovu@wits.ac.za Rhulani.Mkansi@wits.ac.za

Print name of Participant Place Signature Date (day/month/year)

Print name of Parent or Guardian Place Signature Date (Day/month/year)
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KWIYEMERERA KUGIRA URUHARE MU BUSHAKASHATSI

Umut we w6 ub u Ybuméng,sntyiaeresmi6:i my i f atire ybdabangavu

nébubuzi ma bwodéi myororokere mu Rwanda: | ngar uka
bwabo.

Ndemeza ko

8 Nahawe amakuru ajyanye ndbubushakashat si no
9. Nasobauriwe kandi numvise neza ibizakorwa mu bushakashatsi

10.Nahawe umwanyawokubaa 1 bi bazo kandi nayuzwe noi bis

11.Numvise ko nta nyungu nzakura muri ubu bushakashatsi, ko ntacyo nzisggngwva
ngo nishyuwe

12Nahawe urutonde rwb6baho nabaza andi makuru
cyose cyabuturukaho

13.Numvise neza ko nubwo nemeye kugira uruhare mu bushakashatsi nshobora kwisubiraho
nkabuvamo.

14. Abarezi banjye bazi ko nasabwe kugira uruhare mu bushaka8faigemeye kandi najye
nabyemeye.

Aho kubariza amakuru ku bushakashatsi:

6. Valens Mbarushimana, Umushakashatsi Mukifaminuza ya Witwatersrand, Afurika
y 6 E pelephpne: +250 788490718; emailbavalens@gmail.com

7. Dr Daphney Nozizwe Conco; Kami nuza ya Wit
+27117172502 / 083 282 432@mail: daphney.Conco@wits.ac.za

8. Prof. Susan Goldstein, telefoni+2711712681 cyangwa +27828514080, email:
drsuegoldstein@gmail.cam

9. Professor CB Penny, Umuyobozi wa Komite ishinzwe Ubushakashatsi mu Buvuzi,
telefoni:011712301,e-mail: Clement.Penny@wits.ac.za
10.Ms. Zanele Ndlovu cyangwa Mr Rhulani Mkansi, Ubunyamabanga bwa Komite, telefoni

011712700 cyangwa 1234; -mail: Zanele.Ndlovu@wits.ac.za cyangwa
Rhulani.Mkansi@wits.ac.za

Amazina Ahantu Umukono Itariki (umunsi/ukwezi/Umwaka)

306


mailto:mbavalens@gmail.com
mailto:daphney.Conco@wits.ac.za
mailto:drsuegoldstein@gmail.com
mailto:Clement.Penny@wits.ac.za
mailto:Zanele.Ndlovu@wits.ac.za
mailto:Rhulani.Mkansi@wits.ac.za

APPENDIX 25: LIST OF SECONDARY SCHOOLS SELECTED FOR THE STUDY

District Public schools Private schools
District Township | School name | Sector School name Sector
G.S Camp
Urban A Nyarugenge | G. S. APACE Nyakabands
Nyarugenge Kigali yartigend Y
G.S. Nzove Kanyinya G.S. Sainte Famille Muhima
Gasabo Urban G.S Kacyiru Il | Kacyiru G.S Kagugu Catholic | Kinyinya
G.S.Rugando | Kimihurura | G.S. Gihogwe Catholic | Gatsata
G.S. Rwamagana
Rural G. S.Bujyujyu | Muyumbu Catholic Saint Vincent Kigabiro
Rwamagana dePaul
. . G. S. Rwamagan| . _ .
G.SNyakaliro | Nyakaliro Protestant Kigabiro
Rural E.S Murama | Bweramana | G.S. Indangaburezi Ruhango
Ruhango College . . . .
Karambi Kabagari E. Science Byimana Byimana
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APPENDIX 26: SRHR KNOWLEDGE AND ATTITUDES IN CATEGORIES

SRHR knowledge domains Frequency Percentage
Sexuality knowledge (n=736)

Poor knowledge (<50%) 290 39.4
Moderate knowledge (509%) 368 50
Excellent knowledge (80%+) 78 10.6
Knowledge ofcontraceptive methods (=559)

Poor knowledge (<50%) 337 60.29
Moderate knowledge (509%) 211 37.75
Excellent knowledge (80%+) 11 1.97
Knowledge about HIV/AIDS and STDs (=615)

Poor knowledge (<50%) 116 18.86
Moderate knowledge (509%) 410 66.67
Excellent knowledge (80%+) 89 14.47
Knowledge about condoms (n=603)

Poor knowledge (<50%) 209 34.66
Moderate knowledge (509%) 382 63.35
Excellent knowledge (80%+) 12 1.99
Attitudes towards sexual norms (n=711)

Unfavourableattitude (50%) 73 10.27
Favourable attitude (>50%) 638 89.73
Attitudes towards gender (n=717)

Lessgenderequitableattitude (50%) 24 3.35
More genderequitableattitude (>50%) 693 96.65
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APPENDIX 28: EPOSTER ABSTRACT

OCTOBER 5 -7, 2022

ePOSTER ABSTRACTS

EPAGS

Does access to sexual and reproductive health and rights information affect
very young adolescents’ knowledge in Rwanda? Evidence from a school survey

Valens Mbarushimana'? Daphney Nozizwe Conco’, Sue Goldstein’
School of Public Health, University of the Witwatersrand, Johannesburg, South Africa. 2School of Public Health, College of Medicine and
Health Sciences, University of Rwanda, Kigali, Rwanda

Background: Access to sexual and reproductive health information,
especially during adolescence, is a universal right advocated by the United
Nations. SRHR information is crucial for young adolescents to increase their
xnowledge and reduce risks and negative sexual and reproductive health
outcomes, including HIV and unintended pregnancy. This study assessed
participants’ SRHR knowledge and investigated whether very young
adolescents (VYAs) with access to SRHR information have more knowledge
than those whe do not have that access.

Methods: We conducted a descriptive cross scctional study among 811 very
young adolescents aged 12-14 in 16 secondary schools in Rwanda, We used

a multi-level sampling strategy that involved two districts in urban and rural
settings, type of school (public versus private), school grades (grade 1 versus
grade 2}, and gender (male vercus female). The study sample consisted of
398 males (49%) VYAs and 413 female VYAs (S19%); 117 (14%) VYAs aged 12, 247
(30%} aged 13 and 447 (55%) aged 14, with cverall mean age of 13.41 (95%Cl:
13.36-13.46), 13.45 (95%CI: 13.38-13.52] for males and 13.37 (95%CI: 13.30-13.44)

for fernales. We self-administered the illustrative questionnaire for interview
Survey with young people developed by Cleland for the World Healtn
Organization. The questionnaire had items on participants’ characteristics
|age, grade, gender), ever access to SRHR information (puberty or pregnancy),
cexuality knowladge (Six itame with yee/ne answers, range: 0-6), knowledge of
contraceptive methods (12 items with yes/no answers, range: 0-12), condom
knowledge and attitudes {14 items with yes/no answers, range: 0-14), and

HIV and AIDS (13 items with yes/no answers, range: 0-13). Correct answers

to questions were scored as “1" and "0" otherwise. We summarized data

using frequencies, mean, standard deviation, 95% confidence intervals

and independent sample t-test. Institutional Review Board of the College

of Medicine and Health Sciences at the University of Rwanda {approval
notice number: 401/CMHS IR8/2018), the National Council for Science and
Technology in Rwanda {no. NCST/482/136/2019), and the Human Research
Ethics of the University of the Witwatersrand (study reference number:
M190303} approved this study. Before data collection, we sought parental
informed consent and very young adolescents' informed assent, Data
collection teok place in classrooms, but participants responded anonymously
and confidentially to the questionnaire and handed it to the research team
member after completion

Results: Most participants (92%, 95%Cl: 90-94%) declared having ever
attended classes on puberty or reproduction. Participants' overall mean
ccores were low on sexuality knowledge {2.8+1.3/6), condom knowledge
and attitudes (7.142.6/14), contraceptive methods [5.0+21/12}, and HIV and
AIDS (8.4:21/13). Access to SRHR information was significantly associated
with higher scores on sexuality knowledge (2.9+1.3 versus 2.2+1.4, p<0.001),
condom knowledge and attitudes {71+£2.5 versus 5.B+31, p<0.001). However,
participants’ knowledge scores were not significantly different on the
contraceptive methods {50421 versus 49419, p= 0787} and HIV and AIDS
{84421 versus 79422, p= 0182)

Conclusion: Despite high access to SRHR information, very young
adolescents in Rwanda have low SRHR knowledge, Educating very young
adolescents on SRHR may significantly increase their SRHR knowledge and
contribute to addressing SRHR risks and negative health outcomes during
adolescence,
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APPENDIX 29: PUBLISHED PAPER 1
Pepaicotorg/10.1BG12880022142569 BMC Public Health

RESEARCH Open Access

; - ®
‘Such conversations are not had et

in the families”: a qualitative study

of the determinants of young adolescents’
access to sexual and reproductive health
and rights information in Rwanda

valens Mbarushimana'””, Daphney Nozizwe Conco' and Susan Goldstein®

Abstract

Background: Access to sexual and reproductive hezlth and rights (SRHR) infarmaticn during adclescence has
become a glabal concern. This study explored tactors that enable or prevent young adolescents from accessing to
SRHR information from the perspective of the kay informants in Rwanda.

Methods: ‘We conducted g qualitative study wsing semi-structured interviews with 16 purposively selected key
informants fram public and private institutions in Bwanda. This selection was based on their positions and expertise
in delivering 581 R intormation o adolescents. The inferview guide questions were desigred based on the social
ecological theoreticsl framework of adolescent health, The interdew transcripts were recorded, transcribed, translated
and thernatically anabysed in Myvive 11,

Results: The study reflacted that multiplz enablers and kBarriers at the individual, relaticnship, community and
sacietal levels determined young adolescents’ access to SRR information. These determinants inclide informaticon
saaking behaviour and age of starting sexueality education at the individual level; and parents’limited communication
with young adelescents due totabaos, lack of skills, imited parental availability, beliefs, lack of approgriate language
ant peer norms art the relationships level, Fnablers and barriers at the community level were the diversity of SREHR
sources, the scope of sexuality education programimes, and cu'tural and religiows beliefs. Fnally, the perceived ena-
blers and bariers at the societal level consisted of inadeqguate rescurces, inaporopriate SRHR policy-rmaking processes
and unfriendly SRHR laws,

Conclusion: Fnabling access 1o SRHR information requires addressing multiple factors within the social-ecologica
environment of young adolescents, Addressing these factors may facilitate irmproved aocess to SEHE information for
this age group.

Keywords: Gender, Bwanda, Sexual and reproductive health and rights, Sexuality education, Young adalescent

Background

Access to sexual and reproductive health and rights
(SRHE) information during adolescence is a basic human
! senenl of Fubilic Health, Faculty of Health Sciences, Liiveniy right [1] that helps adolescents to fully develop their

af theWitwatersrand, Johannesoung, Sourth A7Tca : \ i f
Full kst of authar information is aval dole at the end of the amicle potential [2]. The International Conterence on Population
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and Development (ICFD) held in Cairo in 1994 called for
the comprehensive sexuality education (C5E) of adoles-
cents to respond to their need for information and skills
for a better adolescent SRHRE [3]. CSE aims to deliver
information on human scxuality and sexual and repro-
ductive health (SKH), gender equity, and human rights,
and to help adolescents adopt safe and responsible sexual
behaviowrs [3]. Timely aceess to high-quality SEHR infor-
mation plavs a central role in adolescents’ healthy behay-
iours and safer sexual practices [4]. Goal 3, targets 3-7,
of the Sustainable Development Goals seeks to ensure
universal access to SRHR information and the integra-
tion of SRH into national programmes by the year 2000
[3]. Research indicates that adolescents wish to receive
SRHR information, but that availahle SRHR information
sources may nol necessarily be acceptable Lo adoleseents
[6]. However, despite the benefits from SEHE informa-
tion, adolescents experience limited access to SRH infor-
mation, resulting in poor SEH knowledge, early marriage,
pregnancy, and poor decision-making in SRH matters [7].

Young adolescents need accurate information about
the biological, socio-cultural, psychological, relational
and spiritual dimensions of sexuality [#]. Early adoles-
cence provides a window of opportunity to intensily the
delivery of such SRHR information [9, 10]. Through this
socialisation process, voung adolescents hecome signifi-
cantly aware of thelr bodies, gender and sexuality [11].
Family members, media, and social institutions teach
young adolescents appropriate behaviours [12, 13] and
norms for interacting, forming relationships, and engag-
ing in social and sexual behaviours [11]. These learned
sexual behaviours may have implications on their future
senial health [12].

[t is important to understand the layers of voung
adolescents” access to SRHR  information. Sexuality
socialisation processes occur in young adelescents’ soci-
oecological environment [10]. This latge environment
consists of interrelated factors at individual, relation-
ship, community, and society levels [15]. In the current
study, we used the socicecological framework of adoles-
cent SEH [16] to understand young adolescents’ access to
SEHR information in Rwanda,

Access to information in Rwanda has significantly
improved over the last decade. There has been an
expansion in media and information and commu-
nication technology, and increased licensed radio
broadeasts, shows on television stations, internet sub-
seriptions, and mohile telephony penetration [17],
indicating an improved access Lo information for the
general population, including young adolescents. Fur-
thermore, Rwanda has created different policies to pro-
mote young adolescents’ health [18-20] and put youth
friendly corners in health facilities to educate young

Page T of 14

people about SRH [21]. In addition, CSE has heen
delivered in primary and secondary schools since 2006
[19, 22] with the aim to increase knowledge of sexual-
ity, gender, and other reproductive issues, including
sexually transmitted infections [23].

Despite the significant efforts to educate adolescents
on 5RHR in Rwanda, voung adolescents experience
adverse sexual health outeomes, Flve pereent of female
adolescents and 10% of male adolescents engage in sex-
ual activity before they are 15 years old [24]. Pregnancy
among schooling girls (1018 years) remalns a countey-
wide concern [18], Furthermaore, previous studies indi-
cate that young people lack adequate SRHRE knowledpe;
and social prohibition prevents them from obtaining
information on SRH |25] and HIV infection [21]; and
importantly, adolescents face cultural mores aned reli-
gious beliefs as major barriers to SRH services [21],
including SRHE information.

While the global developmental agenda focuses on
enabling universal access to SEH information [3, 3],
pxtant literature does not have sufficient evidence
on this aspect among young adolescents. Gener-
ally, research invalving voung adolescents in low- and
middle-income countries, including Rwanda, is scant
[11, 25]. Studies invelving voung adolescents have
focused on gender norms [9, 27, 28] and attitudes [14].
Asgessing sexual wellbeing during carly adolescence,
Kagesten et al. found that SEHR knowledge and com-
munication were generally low in urban Indonesia [11].
Koenig et al. assessed SREH communication patterns
in early adolescence and found that socioecological
factors such as older age and pubertal onset are asso-
ciated with SEH communication [2%]. Bankole et al.
studied sexual knowledge and information sources for
very young adolescents in four sub-Saharan countries.
lhey found that young adelescents lack deep knowl-
edge about pregnancy and HIY prevention and access
to multiple SRHR sources of information [30]. Finally,
Juariah conducted a baseline survey to assess the
reproductive health knowledge of voung adolescents
and found that their knowledge was poor [31]. It has
heen acknowledged that access to SEHE information
improves sexual knowledge [32, 33] and leads to posi-
tive SRHE outcomes [34]. However, there is no clear
evidence in the literature on the determinants of access
to 3EHRE information among young adolescents. This
study seeks to contribute to existing evidence on SEHR
for young adolescents, specifically on the determinants
ol access to SRHR information for this age group. From
a social-ecological perspective, this studv aimed to
explore key informants” views on the determinants of
accessing SRHE information among young adolescents
in Rwanda.
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