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Introduction

Reproductive health is a state of complete physical, mental, and 
social well-being and not merely the absence of disease or infir-
mity, in all matters relating to the reproductive system. It is 
critical during youth age and affects the health of the next gen-
eration.1 Every year, an estimated 1.7 million youths lose their 
lives prematurely related to reproductive health problems.2 
Globally, more than 25% of the world’s population is between 
the age of 10 and 24 years; of those 86% of them are living in 
developing countries including Ethiopia.3
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Objective: Despite the reproductive health needs of youth having been supported by different organizations, youths 
continue to fall victim to sexual and reproductive health problems, and utilization of those services remains low. All efforts 
have not been felt across the Ethiopian learning institutions as is evidenced by persistent reproductive health problems. This 
study was aimed to determine sexual and reproductive health service needs among preparatory school youths of Debre 
Tabor town, Ethiopia.
Methods: Facility-based cross-sectional study design was conducted in Debre Tabor town from 15 to 30 February 2020. A 
simple random sampling technique was used to access a total of 850 preparatory school students. The data were collected 
using pre-tested, structured, and self-administered questionnaires. Data were entered into EpiData v. 4.6 and exported to 
SPSS version 25 software for analysis. Binary logistics regression was used for analysis. Adjusted odds ratio along with 95% 
confidence interval was estimated to measure the strength of the association. The level of statistical significance was declared 
at a p value of 0.05.
Results: The overall magnitude of sexual and reproductive health service needs was found 61.5% at 95% confidence interval 
(58.2%, 64.8 %). Being married (adjusted odds ratio = 2.24; 95% confidence interval: 1.10, 4.55), having information about 
sexual and reproductive health (adjusted odds ratio = 2.56; 95% confidence interval: 1.85, 3.55), youth discussion with families 
on sexual and reproductive health (adjusted odds ratio = 1.52, 95% confidence interval: 1.11, 2.10), and having a history of 
sexual intercourse (adjusted odds ratio = 2.19; 95% confidence interval: 1.53, 3.13) were found significantly associated with 
sexual and reproductive health service needs of youths.
Conclusion: the overall need for sexual and reproductive health services among youths was found high. Therefore, managers 
and health workers need to prioritize an intervention that can improve youth-friendly service, information dissemination, 
and counseling, promoting discussion among family members on the sexual and reproductive health needs of the youths.
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Youth is characterized by significant physiological, psy-
chological, and social changes. Ethiopia has a rapidly grow-
ing population, especially the adolescent and youth age 
group population that makes up 33.8% of the Ethiopians.4 
Young people experience many significant sexual reproduc-
tive health challenges as inadequate access to youth-friendly 
services (YFSs) as well as information on growth, sexuality, 
and family planning.5 This has led youth into risky sexual 
behaviors resulting in high sexually transmitted infection 
(STI) and HIV prevalence, early pregnancy, and vulnerabil-
ity to delivery complications resulting in high rates of death 
and disability.5–7

Parents, teachers, and other adults widely fail to prepare 
young people with the information, skills, and resources needed 
to plan a steady, healthy course through the transition to adult-
hood.8 As a result, youths are experiencing different health out-
comes related to sexual and reproductive health (SRH).9

YFS should be accessible, acceptable, and appropriate to 
the needs of young people. The World Health Organization 
(WHO) definition of YFS requires that such services should be 
in the right place, at the right time, at the right price, and deliv-
ered in the right style to be acceptable to young people. In addi-
tion, the services should be effective, safe, and able to meet the 
individual needs of young people—who will then return when 
they need to and recommend these services to friends.10

Nationally, in Ethiopia, different promising practices are 
implemented, and direction and activities are done to imple-
ment SRH services to youths like accessing YFS, developing 
national adolescent and youth SRH strategies, developing a 
health sector transformation plan (HSTP), and universal 
health coverage through sustainable development goals 
(SDG) and formulate family law.7

Generally, there is little evidence on these services and 
the local information required on the SRH needs of school 
youth. Therefore, this study was aimed to assess the repro-
ductive health service needs of youths in Debre Tabor town 
preparatory school students, and it identified important fac-
tors that need to be addressed and make a difference in the 
youths’ health service needs satisfaction.

Methods and materials

Study area and period

The study was conducted in Debre Tabor town from 15 to 30 
February 2020 G.C. It is the seat of the South Gondor admin-
istrative zone. This town is 676 km away from the capital 
city of Ethiopia (Addis Ababa), and 103 km away from the 
regional capital city of Amhara (Bahir Dar). According to the 
2007 central statics agency report and current projection in 
2019, Debre Tabor town has a total population of 60,563 
where 33,651 are males. The town had one general hospital, 
three health centers (HC; only one HC provides YFS), and a 
family guidance association of Ethiopia that delivers YFS. 
The town had three preparatory schools and there were 

around 3438 students, of which 2021 students were males 
(South Gondor education bureau report, 2020).

Source and study population

All the three Debre Tabor preparatory school students (age 
15–29 years) were considered as the source population, while 
the randomly selected Tewodros, the 2nd preparatory school, 
was used as the study population of this study.

Eligibility criteria

All Debre Tabor preparatory school students aged ⩾15 were 
included in the data collection process of this study, while 
those who were severely ill during the data collection period 
were excluded from the study.

Sample size determination and sampling 
procedure

The sample size required for this study was calculated using 
a single population proportions formula considering the fol-
lowing assumptions. Prevalence of SRH needs was 76.3%,11 
95% confidence level, 10% non-response rate, and 3% mar-
gin of error
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Adding a 10% non-response rate, the final sample size 
used for this study was 850 samples.

Debre Tabor town has three preparatory schools; among 
these, Tewodros, the 2nd preparatory school students, was 
selected by lottery method (considering feasibility) as a 
study population. Here in this school, there were 1178 stu-
dents; of these, 632 were males, and 639 were grade 11 stu-
dents. Then, the sample size was proportionally allocated to 
each grade (11 and 12) based on the number of students 
available in each grade level. Then, 461 and 389 students 
were sampled from grades 11 and 12, respectively. The lot-
tery method was applied to access the study participants in 
each grade taking the roster as a sampling frame. Finally, 454 
and 384 students were involved in the study from grades 11 
and 12, respectively.

Operational definitions

Youth is the age between 15 and 29 years.4

SRH needs: Youths who have a perceived need for at least 
one of the following SRH service components: abortion, STI 
diagnosis and treatment, condom use, voluntary testing and 
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counseling (VTC) with HIV counseling and testing, RH 
information, counseling, contraception, and maternity care 
(pregnancy test, antenatal care (ANC), postnatal care (PNC)) 
were considered having SRH need (yes/no).4

Attitude: Seven questions which have five ordered 
responses were used to measure the attitude of respondents 
toward SRH service needs and use. Respondents who have 
scored above or equal to the median value were considered 
as having a favorable attitude, while those who scored below 
the median value were considered as having an unfavorable 
attitude toward SRH service need and use.10

Knowledge: Eight questions were used to measure the 
knowledge of the respondents on SRH needs. When respond-
ents get the right answer, it was coded as yes “1”; if not it 
was coded as no “0” for the eight questions. Respondents 
who scored above the mean value were regarded as knowl-
edgeable, whereas those who scored below the mean value 
were considered as not knowledgeable about SRH health 
service needs.12

Data collection tools and procedures

The data were collected by using pre-tested, structured, and 
self-administered questionnaires prepared from reviewing 
previous similar literature.12–14 The questionnaires were 
composed of socio-demographic factors, health system ser-
vices accessibility, behavioral factors, sexual history, and 
family-related factors. Four diploma nurses were recruited as 
data collectors and two health officers were also recruited as 
supervisors. The questionnaires were developed in English 
and then translated into Amharic language and again trans-
lated back into English to ensure consistency. The 1-day 
training was given to data collectors and supervisors on the 
techniques of respondent approach, research ethics, and data 
collection procedures including how to ensure confidential-
ity and privacy. The data were pre-tested among 43 (5%) stu-
dents in ferrite preparatory school and then necessary 
modification was made. The collected data were checked 
daily for completeness by the principal investigators and 
supervisors.

Statistical analysis

Data were cleaned and entered into EpiData v. 4.6 and 
exported to Statistical Package for Social Sciences (SPSS) v. 
25 for statistical analysis. Descriptive statistics, such as fre-
quency, proportion, and summary measures, were used. The 
association between independent variables and reproductive 
health service needs was made using a logistic regression 
model. All independent variables having a p value ⩽0.25 in 
binary regression were included in the multivariable logistic 
regression. Multicollinearity was checked using standard 
error, while Hosmer and Lemeshow tests15 were used to 
check model fitness. Statistical significance was determined 
using an odds ratio with a 95% confidence interval (CI) and 

a p value of <0.05, and adjusted odds ratio (AOR) with a 
95% CI was used to declare factors of statistical significance 
with SRH service needs of students.

Ethical considerations. Ethical clearance was taken from 
the Ethical Review Committee of Wollo University Col-
lege of Medicine and Health Sciences with the APPROVAL 
NUMBER/ID: CMHS 465/02/12. A letter of permission to 
conduct the study was obtained from the Zonal Educa-
tional Administrative Office. After explaining the purpose 
of the study, written consent was obtained from partici-
pants before data collection. They were informed that par-
ticipating in the study was voluntary and the right to 
withdraw from the study at any time was explained. Pri-
vacy of the respondents and confidentiality of information 
was secured at all levels. The interviews were conducted in 
a private room and personal identifiers were not used dur-
ing the data collection process.

Results of the study

Socio-demographic characteristics of the 
respondents

A total of 838 respondents were included in this study mak-
ing a response rate of 98.6%. Among the study participants, 
495 (59.1%) were females and the mean (±SD) age of the 
respondents was 19.4 (±1.79) years. Regarding their reli-
gion, 762 (90.9%) were Orthodox Christian, and 548 (65.4%) 
reside in the urban area, most of the study participants were 
single in marital status (735 (87.7%)) (Table 1).

Sexual and family-related characteristics of the 
respondents

Among the study participants, 310 (37%) had a history of 
sexual intercourse in their life, and the mean (±SD) of first 
sexual initiation was 18.19 (±3.33) years. Regarding the dis-
cussion about SRH, 439 (52.4%) did not have a discussion 
about SRH with their families (Table 2).

Health service accessibility and behavioral 
characteristics of respondents

Among the respondents, 564 (67.3%) have access to SRH 
services (like information), and 554 (66.1%) say long wait-
ing time was one of the reasons that reduce their need for 
reproductive health services. Along with the knowledge sta-
tus, 589 (70.3%) were knowledgeable about SRH services, 
and 647 (77.2%) have a favorable attitude toward the need 
for reproductive health services (Table 3). About 265 (31.5%) 
of respondents had no information about SRHs, whereas 
about 203 (24.2%) and 124 (14.8%) of respondents got 
information from health professionals and mass media, 
respectively, about SRHs.
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SRH services need

The overall magnitude of at least one component of SRH 
service needs in life was 61.5 % with 95% CI: 58.2%−64.8%.

Components of SRH service needs

In all, 211 (25.2%), 195 (23.3%), and 181 (21.6%) respond-
ents had reported that STI diagnosis and treatment, VTC, 
and SRH information seeking were the most reported com-
ponents of SRH service needs, respectively.

Factors associated with SRH service needs

In the final multivariable regression model, having information 
about SRH, sexual history, discussion about SRH with fami-
lies, being married, and educational status of respondents’ 
fathers were significantly associated with SRH service needs.

The odds of needing SRH services for those fathers’ edu-
cation level was college and above were 73% less likely as 
compared to those whose fathers who cannot read and write 
(AOR = 0.27; 95% CI: 0.15–0.46). Regarding marital status, 
those who were married were 2.24 times more likely to need 
SRH services as compared to those who were single 
(AOR = 2.24; 95% CI: 1.10–4.55). The odds of SRH needs 

Table 1. Socio-demographic characteristics of students in Debre 
Tabor preparatory schools, Northwest Ethiopia, 2020 (n = 838).

Variable Category Frequency 
(n)

Percent

Age 15–19 132 15.8
20–24 457 54.5
20–29 249 29.7

Sex Male 343 40.9
Female 495 59.1

Grade of the 
student

Grade 11 454 54.2
Grade 12 384 45.8

Religion Orthodox 762 90.9
Muslim 39 4.7
Protestant 37 4.4

Educational 
status of mother

Cannot read and write 251 30
Can read and write 311 37.1
Primary school 106 12.6
Secondary school 92 11
College and above 78 9.3

Educational 
status of father

Cannot read and write 129 15.4
Can read and write 330 39.4
Primary school 148 17.6
Secondary school 91 10.9
College and above 140 16.7

Marital status of 
the student

Single 735 87.7
Married 76 9.1
Divorced 27 3.2

Occupation of 
the mother

Housewife 686 81.9
Governmental worker 92 10.9
Merchant 60 7.2

Occupation of 
the father

Daily laborer 15 1.8
Governmental worker 160 19.1
Farmer 478 57
Merchant 185 22.1

Residence Urban 290 34.6
Rural 548 65.4

Pocket money 
students

Have no income 482 57.5
Have income/pocket 
money

356 42.5

Table 2. Sexual and family-related characteristics among 
students of Debre Tabor preparatory school, South Gondor 
Zone, Northwest Ethiopia, 2020 (n = 838).

Variables Frequency (n) Percent

Discussion about SRH with peers
 Yes 391 46.7
 No 447 53.3
Discussion about SRH with families
 Yes 399 47.6
 No 439 52.4
Sexual intercourse history
 Yes 310 37
 No 528 63

SRH: sexual and reproductive health.

Table 3. Health service accessibility and behavioral related 
characteristics among students of Debre Tabor preparatory 
school, South Gondor Zone, Northwest Ethiopia, 2020 (n = 838).

Variables Category Frequency 
(n)

Percent

Information 
about SRH

Yes 564 67.3
No 274 32.7

Inconvenient 
service time

Yes 601 71.7
No 237 28.3

Poor Attitude 
of the service 
provided

Yes 497 59.3
No 341 40.7

Long waiting Yes 554 66.1
No 284 33.9

Length of 
time in min

<30 517 61.7
30–60 148 17.7
>60 173 20.6

Knowledge 
status

Knowledgeable 590 70.3
Not knowledgeable 248 29.7

Attitude 
status

Favorable 647 77.2
Unfavorable 191 22.8

Sources of 
information

No information 265 31.6
Health professionals 201 24.0
Peers 81 9.7
Parents 89 10.6
Mass media 124 14.8
Teachers 69 8.2
Others 9 1.1

SRH: sexual and reproductive health.
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were 2.56 times higher among those who had information 
about SRH as compared to those who have no information 
about SRH services (AOR = 2.56; 95% CI: 1.85–3.55). 
Those who had a discussion about SRH with their families 
were 52% more likely to need SRH services compared to 
those who had no discussion with their families about SRH 
services (AOR = 1.52; 95% CI: 1.11–2.10). Likewise, those 
who had a history of sexual intercourse were 2.19 times 
more likely to need SRH services as compared to those who 
had no history of sexual intercourse (AOR = 2.19; 95% CI: 
1.53–3.13) (Table 4).

Discussion

The overall magnitude of SRH service need was 61.5% at 
95% CI: 58.2–64.8. This figure is lower than a study con-
ducted in the Hadiya zone of 76.3%.11 This discrepancy may 
be due to sampling size variation and time variation due to 
the change in accessible health services.

However, the result is higher than studies conducted in 
Zimbabwe (20%) and Ghana (42%),15,16 respectively. The 
possible reason might be the study population difference; in 
the study conducted in Ghana, youth who live in urban set-
tings were included, but this study included those living in 
both urban and rural settings. Evidence revealed that youth 
who live in rural settings are more likely to need SRH ser-
vices when compared to those who live in an urban setting.17 
There is low awareness among youths about their SRH 

service in this study. Evidence showed that youth having low 
awareness about SRH services, especially those who lack 
poor educational awareness, protection, and counseling, 
were more exposed to sexually risky behavior; they need 
more services to get the solution, specifically abortion and 
contraceptive methods.6,8,18

Marital status was found statistically significant with the 
SRH need of youth students. Those who are married were 
more than two times more likely to need SRH services com-
pared to those who were single. This is in line with studies 
conducted in Zimbabwe.17 The possible justification may be 
married women need different services especially related to 
maternity care, family planning to build families, and hold-
ing activities as per their plan and they can freely discuss 
with their partner, families, and friends that create a good 
opportunity to adequate awareness and positive attitude 
toward SRH service needs. Evidence revealed that youth 
who are in a union or married have more to access and need 
SRH services, especially family planning and maternity 
care.2,13

The educational status of families was a significant pre-
dictor of the SRH needs of the youths. The odds of students’ 
father educational level of college and above were 73% less 
likely to need SRH service as compared to those whose 
fathers were unable to read and write. On the contrary, in a 
study conducted in Ethiopia19 and Uganda,20 youths within 
more educated families were more likely to need SRH ser-
vices. The possible justification might be that more educated 

Table 4. Factors associated with sexual and reproductive health service need among Debre Tabor preparatory school students, South 
Gondor Zone, Northwest Ethiopia, 2020 (n = 838).

Variables SRH service needs COR (95% CI) AOR (95% CI)

Yes No

The education level of fathers
 Cannot read and write 93 (18.1%) 36 (11.1%) 1 1
 Can read and write 213 (41.4%) 117 (36.2%) 0.70 (0.45–1.10) 0.83 (0.51–1.34)
 Primary school 94 (18.3%) 54 (16.7%) 0.67 (0.40–1.12) 0.68 (0.39–1.18)
 Secondary school 58 (11.3%) 33 (10.2%) 0.68 (0.38–1.20) 0.67 (0.39–1.17)
 College and above 57 (11.1%) 83 (5.7%) 0.26 (0.15–0.44)*** 0.27 (0.15–0.46)***
Sexual intercourse history
 Yes 242 (47%) 68 (21.1%) 3.32 (2.41–4.57)*** 2.19 (1.53–3.13)***
 No 273 (53%) 255 (78.9%) 1 1
Discussion with families
 Yes 278 (54%) 121 (37.5%) 1.95 (1.47–2.60)*** 1.52 (1.11–2.10)**
 No 237 (46%) 202 (62.5%) 1 1
Information about SRH
 Yes 393 (76.3%) 171 (52.9%) 2.86 (2.12–3.85) 2.56 (1.85–3.55)***
 No 122 (23.7%) 152 (47.1%) 1 1
Marital status
 Single 429 (83.3%) 306 (94.7%) 1 1
 Married 65 (12.3%) 11 (3.4%) 4.21 (2.18–8.11)*** 2.24 (1.10–4.55)*
 Divorced 21 (4.1%) 6 (1.9%) 2.49 (0.99–6.25) 2.12 (0.78–5.76)

SRH: sexual and reproductive health; COR: crude odds ratio; AOR: adjusted odds ratio; CI: confidence interval.
*p < 0.05; **p < 0.01; ***p < 0.001; Hosmer and Lemeshow test (x2 = 8.272, df = 8, and p = 0.407), 1 = reference category.
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families counsel their children and discuss at home about 
SRH sufficiently where they might not need SRH services 
from the outside; as a result that creates an opportunity for 
awareness and full source of information about SRH ser-
vices, then they could abstain from risky sexual behavior.

Youths who have a history of sexual intercourse were 
2.19 times more likely to need SRH service as compared  
to those who have no history of sexual intercourse. This find-
ing is consistent with studies conducted in Ethiopia, Uganda, 
and Ghana,11,21,22 respectively. The possible reason might be 
exposed to sexual intercourse may lead to the need for SRH 
services like contraceptives, condoms, abortion, maternity 
care, HIV and STI treatment and counseling to prevent 
unwanted pregnancy, complications, and bad health conse-
quences. Evidence shows that youth who had a history of 
previous sexual intercourse had frequently visited health 
facilities to get different SRH services particularly STI and 
HIV counseling and testing, and contraceptive services.2,14,23,24 
Moreover, evidence revealed that youth who had risky sexual 
behavior had more need for abortion and condom use.14

Having information about SRH was significantly associ-
ated with SRH service needs. This is in line with studies con-
ducted in Ethiopia.11 The possible explanation might be 
sufficient information about SRH that may increase the 
awareness and attitude of youth toward the need for SRH ser-
vice. Evidence revealed that youth having good information 
about SRH is not only important in addition to get and need 
SRH service timely, but also important for youth’s general 
health and well-being. It is central to their ability to make 
informed choices and decisions about their lives, including 
when and whether to consider having children. Moreover, it 
is a good chance to create healthy and respectful relation-
ships; health services that are inclusive, safe, and appropriate; 
access to accurate information; effective and affordable 
methods of contraception; and access to timely support and 
services concerning unplanned pregnancy. Having access to 
information about SRH that provides quality information 
about maintaining a healthy lifestyle and physical and mental 
health services can all help youth achieve optimal health, 
well-being, and more need SRH services.14,25

Discussion about SRH with families was significantly 
associated with SRH service needs. This is similar to studies 
conducted in Ethiopia.12 The possible explanation might be 
family’s engagement in youth SRH needs helps them to 
develop the confidence to get additional information and ser-
vice including the service delivery point. Evidence showed 
that parent–young people discussion and communication 
about SRH issues is crucial in not only increasing the need 
for SRH services but also creating good awareness and posi-
tive approaches to reduce risky sexual behaviors.25–28

Limitation of the study

The study was not supported by the qualitative part for aug-
menting the findings.

It might be affected by social desirability bias which 
could affect the validity of the result.

Conclusion

The overall need for SRH services among youths was found 
high. Therefore, managers and health workers need to prior-
itize an intervention that can improve YFS service, informa-
tion dissemination, and counseling, promoting discussion 
among family members on the SRH needs of the youths.
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