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Abstract

Objective:

This study aims at analyzing the effectiveness of combined SRHR sessions by assessing sessions of

youth champions with young boys and girls and their parents/caregivers in Matiari and Qamber

Shahdadkot districts of Sindh, it compares two different strategies, "Youth independent awareness

sessions" and “Youth awareness sessions with parental involvement” in order to find out the most

effective strategy.

Methods:

Primary data was collected from the participants of awareness sessions about SRHR and Self Esteem and

Self Confidence in Matiari and Qamber Shahdadkot districts. Quantitative data was collected from 1440
respondents, through structured questionnaires before and after the sessions; qualitative data was
collected through Focus Group Discussions with the participants of these sessions. The empirical

analysis of data was conducted in SPSS software version 21. General Linear Model technique was used
to compare the effectiveness of two groups of participants, "youth independent sessions" and “youth
sessions with parental involvement”. Thematic analysis was used to analyze the qualitative data for
finding out the existing barriers preventing young people from accessing SRHR services, based on three
themes: Cognitive Accessibility, Psychosocial Accessibility and Geographical Accessibility.

Results:

The empirical analysis of data shows that “youth sessions with parental involvement” are more effective
than "youth independent sessions"”. Hypothesis was tested by comparing mean values of data collected
from these two groups which resulted in marginal difference between the means of "youth independent
sessions" and “youth sessions with parental involvement” related to the knowledge around various SRHR
themes and their attitude towards the stigma associated with SR( p value < .05). Moreover, thematic
analysis of the Focus Group Discussion provided understanding of barriers faced by participants in
accessing SRHR services and awareness. The qualitative findings have also highlighted the need of
involving family, parents, and society in SRSH awareness sessions to eliminate stigmas and taboos
associated with Sexual and Reproductive Health Rights, child marriage, domestic violence, early

marriage, self-esteem, and self-confidence.
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Introduction
Sexual and reproductive health (SRH) is an important element of adolescent development and is protected by

sexual and reproductive health rights (SRHR) promoting equality. These were defined during the 1994
International Conference on Population and Development (ICPD) under the 'rights-based approach," and are
also recognized in the 96th article of the 1995 Beijing Platform for Action in a similar fashion to human
rights (Burke JP, 2014;). Adolescents (ages 10 to 19) have unique health hazards, particularly in terms of
reproduction and sexuality. 11% of all births and 14% of maternal fatalities worldwide are among 15-19year,
females with 95% of adolescent births taking place in developing countries. (Patton GC, Coffey C, Sawyer
SM, et al 2009). Unwanted pregnancies affect adolescent girls as well; each year, 7.4 million (IPPF 2010),
and 3 million girls have unexpected pregnancies (WHO 2011) and unsafe abortions, respectively. Human
immunodeficiency virus (HIV) infects an estimated 1,300,000 teenage girls and 780,000 adolescent boys
worldwide (UNICEF 2011).

In Pakistan, which has yet to complete its demographic transition, the proportion of adolescents and young
people in the population is even higher: according to the 2017 Census. Youth have unique health care
concerns. Youth' transition into adulthood is focused on reproductive health and full enjoyment of associated
human rights. They play an important role in youth identity, health, happiness, and personal fulfilment
throughout their lives. The lives of young peoples will be significantly impacted unless reproductive health
and rights are supported and defended across a range of dimensions and situations. A substantial number of
Pakistani adolescents and youth are at risk of poor reproductive health, which has a number of negative
consequences for adolescents and youth, as well as society at large (IPPF and UNFPA 2017). It is
considerably more difficult for young people to get reproductive health services in conservative nations like
Pakistan, where cultural sensitivities restrict discussion of sexual and reproductive health and sexuality

education is a contentious topic (Khan and Pine 2003).

Access to youth friendly health services is vital for ensuring sexual and reproductive health (SRH) and well-
being of adolescents. Since the ICPD, the global community has made key strides in promoting AYSRH;
however, millions of disadvantaged adolescents lack the autonomy to access comprehensive SRH
information and services, due to the taboo nature of the subject (UNFPA, 2015). According to WHO,
Adolescence is a period associated with a multitude of dramatic changes, leading to curiosity and
experimentation, during which adolescents are not well informed about their SRH needs (UNICEF, 2012).
Moreover, the taboo status of SRHR and the lack of a conducive environment, particularly for acquiring
practical knowledge and services to protect themselves from negative outcomes, make adolescents more

vulnerable than adults to infections, exploitation, and abuse (Roberts C, 2007).



Moreover, the several studies were conducted on the role of parents, and they are playing an essential role to
discuss with their children on SRHR related issues. In Pakistan, cultural sensitives exist among people living
in conservative societies, which is greatly affecting the adolescent and Youth SRHR rights. It is essential to
improve access to SRHR rights and services for all youthful people in Pakistan, but it is especially critical for
the most vulnerable groups, whose current needs and the barriers to access the SRHR services and
information are greater due to interconnecting factors such as gender discrimination, poverty, and poor

education, lack of awareness and lack of avenues to access SRHR information (Khan and Pine 2003).

The key contributors in educating youth people about SRHR related rights are parents and caregivers. Young
females, on the other hand, rarely discuss sexuality openly with their parents due to cultural constraints.
Teachers, likewise, are frequently unable to counsel youth about sexuality due to their discomfort with
discussing such topics (Mustafa MC, Ismail KH, 2015). Furthermore, past research has shown that young
females have less awareness on key SRHR themes including bodily changes during and after and puberty, m
bodily autonomy and menstrual health and care (Ali TS, Ali PA, 2006). Youth are not receiving age
appropriate sexual and reproductive health awareness session from the media, parents, or the educational
system. Pakistan has a significant youth population; in 2000, the number of people aged 15 to 24 years was
predicted to be around 27 million. In barely 20 years, there has been a 39 percent growth (Ajmal F, Agha A,
Zareen N, Karim MS, 2011).

Youth comprises one third part out of total population of Pakistan. In Pakistan, adolescents make up 23% of
the population (Svanemyr J, 2015). Nevertheless, they have poor access to SRH knowledge and services,
which is evident from the trends of early marriage, unintended pregnancy, gender discrimination, violence,
and low rates of contraception and literacy (PDHS, 2013). Within the Islamic context of Pakistan, the subject
of human sexuality is considered a societal taboo and associated with strong ideology and moral values,
restricting open discussion (Chandra-Mouli V, 2015). Also, there are various misconceptions, especially
among lower and middle-income groups that unmarried and under 18 years of adolescents are too young to
require SRH-related information and services. Furthermore, laws and policies are generally restrictive, and

environment is not conducive to acknowledge ASRHR for healthy development (Rutgers, 2013).

Youth friendly health services (YFHS) are meant to provide youth with equitable, effective,
accessible, acceptable, and appropriate health services, since youth have developmental needs that
may not be met by standard health services (Tylee A, 2007). Improving access to and use of
AYSRHR services depends not only on improving service delivery, but also on the context in which
adolescents and youth live and interact. It is therefore essential to also create demand, provide
adolescents and youth with information and knowledge, and change attitudes and behaviors like
gender inequalities, sociocultural barriers of parents so that they recognize the merits of youth

accessing youth friendly services, and to reduce preconceptions about contraceptives.



Research Objectives:
e To compare effectiveness of "Youth independent awareness sessions" and “Youth sessions with

parental involvement” related to Sexual and Reproductive Health (SRHR) in Matiyari and Qamabar-
Shahdadkot

e To identify barriers preventing young people from accessing SRHR services in both project districts

Hypothesis:

“Youth sessions with parental involvement” are more effective than ""Youth independent SRHR

awareness sessions"

Methodology

Research setting
The research was conducted in selected Union councils (UCs) of two major districts of Sindh, Pakistan i.e.,
Mitiari and Qambarshadadkot.

Study Rationale:

The rationale for selecting the latter lay in the fact that, taken together, these groups contribute to create an
enabling environment for providing SRH information and services to adolescents. For instance, At family
level, parents/caregivers being the Gate keepers are the primary source of information who can influence
adolescents’ physical and psychoscoial development. Likewise, Youth Champions who are providing SRHR

awareness to youth are influential at community level.

Sample size
A sample size of 1440 households was determined for the survey. Along with this, 95% level of significance,

95% level of confidence, and design effect of 3.0 was accounted for sampling.

Research Design

A cross-sectional study using mixed-methods explanatory research design, wherein both quantitative and
qualitative data were collected conducted concurrently to produce a more holistic understanding to aid in
reaching conclusions. Considering local cultural norms and values and the nature of topic and associated
taboo related to SRHR themes, three key stakeholders including adolescents 10-25 years, parents/ caregivers
and youth champions were included in the research. Primary data was collected with the help of structured
guestionnaires and Focus Group Discussions. For Quantitative data collection, semi structured pre and post
analysis tools were used after consulting previously implemented assessment tools on AYSRH in Pakistan
and other geographical settings. (WPF, 2010) Separate questionnaire was designed for each session/topic to
gauge change in their understanding related to SRHR theme. Questionnaires were translated in Sindhi
language for the ease of respondents. Demographic data was collected to produce descriptive statistics and

demographic profiling of respondents. Hypothesis were tested and data was analyzed using empirical



analysis through SPSS software and tools like GLM (General Linear Model) to compare the results between
two groups through mean value comparison. The sessions were facilitated by one of the implementing
partners RSPN (Rural support programme Network). For Qualitative data collection, Focus Group
Discussions (FGDs) were done with key stakeholders i.e., adolescents, their parents/caregivers and youth
champions after their scheduled session to find out barriers based on both the cognitive accessibility (lack of
knowledge / lack of awareness) and psychosocial accessibility (feelings of shyness and shame caused by
negative cultural attitudes, and the fear of parents finding out about visits to public sexual and reproductive
health services, due to lack of confidentiality in the services and among health providers) Also other barriers
like geographical accessibility (mainly insufficient availability of youth friendly services or youth health
centers).

Reliability Statistics

Instrument internal consistency and reliability was tested using Cronbach Alpha. The value of 0.88 indicated
that acceptable internal consistency

Data Analysis and Results

Demographic Profile of Participants
Graph-1 shows the demographic statistics of study participants. A total of 1440 respondents participated in

this study, out of which 60% were females and 40% were males in both the youth and parents’ groups.
Graph-1: Demographics
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Graph-2: Qualification of the study participants
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Graph-2 depicts the educational background of the respondents. Most of the study participants i.e., 66.83%
parents and 37.38% youths have not completed their basic education and were “uneducated” whereas,
14.88% parents and 44.56% youth participants have completed primary level of education, around 9.51%
parents and 11.17% of youth participants have completed their matriculation. A very small percentage of
respondents i.e., 6.51% parents and 6.12% youth participants have completed their intermediate, few

participants i.e., 2.20% parents and 0.78% youth reported that they have completed a bachelor’s degree.

Comparative analysis of Youth awareness sessions vs. Youth awareness
sessions with parental involvement

To evaluate the effectiveness of both the sessions, the mean values of two groups (youth independent
sessions v/s youth sessions with parental involvement) was measured between intervals (pre and post
sessions) through change in knowledge and behavior. The changes in mean values of Knowledge and
attitude related to stigmatized SRHR topics before and after the session can be evidently seen in the Tablel.
The total average mean of youth independent group related to pre-existing SRHR knowledge on themes like
Puberty, Sexual and reproductive health and rights, Gender inequality and discrimination, Gender based
violence and Child early and forced marriages before the session was 3.30 whereas the change in knowledge
after the session in the youth independent group can be seen by a mean value of 4.10. However, the total
mean of youth group with parental involvement of both young boys and girls along with their parents related
to preexisting SRHR knowledge on various themes before the session was 3.65 and after attending the

session it has drastically increased to 4.30.

Similarly, the total average mean of youth’s attitudes towards stigmatized SRHR topics in youth independent

group before the sessions was 3.32 whereas change in attitude can be seen after the session with a mean



value of 3.71. The total mean related to youth and parents attitude related to the need and importance of
SRHR knowledge among youth group with parental involvement before the session was 3.52 and after

attending the session slight change in attitude can be seen with a mean value of 3.77.

Table-1 Change in Knowledge and attitudes towards SRHR between the groups

Pre-Post Youth-Parents Mean
Existing SRHR Pre Independent Youth group 3.30
Knowledge Youth and Parents group 3.65
Total 3.38
Post Independent Youth group 4.10
Youth and Parents group 4.30
Total 4.16
Total Independent Youth group 3.65
Youth and parents’ group 3.95
Total 3.74
Attitude related to|Pre Independent Youth group 3.32
SRHR Youth and parents’ group 3.52
Total 3.38
Post Independent Youth group 3.71
Youth and parents’ group 3.77
Total 3.72
Total Mean Pre and Post Independent Youth group 3.5025
Youth and parents’ group 3.6397
Total 3.5418

Table-2 depicts the total magnitude of change in means through pair wise comparisons among estimated
marginal means. In below table, significant marginal difference can been seen in means of preexisting SRHR
knowledge and their attitudes towards needs and importance of SRHR information for youth between
intervals (pre and post session) The marginal difference in knowledge () and attitudes () of youth and
parents group is greater than youth independent group . It indicates the strong evidence and supports the
hypothesis that “Youth sessions with parental involvement” are more effective than *"Youth independent
sessions' The results are statistically significant with a p value of less than 0.05. Similarly, Qualitative
analysis of Focus Group Discussions with youth also supports the results of quantitative analysis. According
to the youth participants:
“Involving parents and community members seems to be a more effective strategy. This helps in

overcoming the shyness to discuss such stigmatized topics with parents.



Table 2: Marginal Change in Means between groups through Pair-wise comparison

Dependent Variable (1) PrePost (J) PrePost Mean Difference (I-J) Std. Error | Sig.?
Knowledge Pre Post -.738" .050 .000
Post Pre 738" .050 .000
Attitude Pre Post -.315" .042 .000
Post Pre 315" .042 .000

Change in Preexisting knowledge and Attitudes towards the need for

and importance of SRHR information

Graph 3 depicts the fact that after attending these SRHR awareness sessions, participants’ (both youth and
Parents) knowledge related to various sexual and reproductive themes has increased. 60% of the youth and
57.07% of the parents has reported that they have become more aware about SRHR topics.

Graph 3: Improved Knowledge among youth and Parents
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Similarly, 68% youth from youth and parents’ group has “strongly agreed” and 25.89% of the youth has
“agreed” that their learning has increased in the presence of their parents as shown in Graph 4
According to the Youth:

“Seeing parents engaged in such topics increased our motivation parental involvement. I saw my mother

asking questions from Madam Nazo made me realize that | can approach my mother for such issues”



Moreover, 59.69% parents “strongly agree” whereas 32.98% “agree” that their knowledge about SRHR is
increased after attending the awareness session.

Graph 4: Improved learning Outcomes
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According to a mother:

“l had so many myths related to gender discrimination and girls’ early marriages. | believed its better for
a girl to get married as soon as she starts having her period and its okay for my son to go to school or help
his father in farms. But I was unaware of the consequences and effects on reproductive health due to
early marriages. | thought bad nutrition is the reason of miscarriages in early age but that was a myth,

and the reality is far beyond this”

Focus group discussions with parents also revealed that they were unaware about the need to discuss sexual
and reproductive health issues with their daughters and sons from early age. As a part of qualitative study,
the parents mentioned that they need to equip themselves first with the right knowledge before sharing and
teaching their children about the subject. A father commented,
“"It is important for parents to attend these sessions with youth to break the barrier of shyness. This
session has helped me in a way that now | will be able to at least start the conversation with my son,
and similarly my son will be able to freely communicate his concerns and issues related to sexual and

reproductive health.”

One of the fathers who participated shared:

“l have 4 daughters and one son. Me and my son eats together after which my wife and daughters have
their meals from what is left in handi (cooking vessel) assuming that they eats what we eat. But honestly |
don’t know whether there is enough food for them to satisfy their hunger or not. | never realized before
these sessions that it is one type of violence which | have been unintentionally doing with all my daughters

and wife. And not only that this is what I am unknowingly teaching my son”



To evaluate the effectiveness of combined SRHR Sessions (youth and parents’ session) 70% male (young
boys and their fathers) and 100% female (young girls and their mothers) from Matiari district agreed that
there should be combined sessions for both youth and parents, while 60% (young boys and their fathers) and
90% (young girls and their mothers) agreed on having combined SRHR sessions as shown in Graph 5.
Participants preferred and looked these combined awareness sessions as an opportunity to improve their
knowledge and will be able to bring positive change in the attitudes of communities.
One of the participant mother from Matiari district stated that:
“l am committed to encourage both my daughters to attend these kinds of sessions. They are getting
information which I never got when | was of their age. Many young women/girls are facing health
problems because of lack of knowledge”

Graph 5: Strategy Effectiveness
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Quantitative Results Discussion

As the objective of this research was to compare two different strategies, "Youth independent sessions"” and
“Youth sessions with parental involvement” to find out the more effective strategy. In empirical part of the
study, General Linear Model procedure was applied to find out the difference within groups (pre and post
awareness session evaluation) and between the groups (Youth independent group and youth with parents
group).

As per empirical results of General Linear Model for multiple variables variance, it is proved that there is
difference between pre and post sessions knowledge and attitude among both groups. However, the
difference in greater in Youth and Parents group which shows that conducting combined Youth and parents
SRHR sessions not only increases the confidence of young boys and girls but taking parents on board will

help in destigmatizing the conversation around SRHR topics.



Moreover, the empirical analysis shows that after comparing mean values of data collected from these two
groups there is a is marginal difference in means of knowledge (MD=.293, p< .05) and attitude (MD=.137,
p< .05) among both the groups. This shows that youth sessions with parental involvement have exhibited

better results in terms of change in their knowledge and attitude about SRHR topics.

The results of our study is significant with one of the study conducted in China in September 2002, a parent
poll at an urban middle school in which concluded that AYSRH training of adolescents was supported by

67.6% of parents, whereas 72.4% of parents have committed to participating in the programme.

Furthermore, a study conducted in 2019 concluded that 45.7% of parents believe that communication related
to sexual and reproductive health between mother and daughter is preferable, 43.8% believe that both parents
should address AYSRH with their children, and 8.6% believe that either parent could discuss the topic with a
daughter or son. More parents of girls said that communicating with a child of the same sex is best (60.8% of
girls' parents), while more parents of boys said that both parents should discuss the matter (53.7%of boys'
parents). In addition, the study found that parents’ role cannot be undermined, and it must be open
communication between parents and children. Parents can have a significant impact on adolescents' attitudes,
values, and beliefs about SRH by supervising adolescent activity, communicating appropriate sexual health
information to their children (Akers AY, 2011; Widman L., 2019).

According to meta-analyses, SRH programmes involving parents improve SRH communication between
parents and adolescents. (Santa Maria D, 2015). As per study conducted by (Othman et al. 2020) he claimed
that while Jordanian and Syrian parents recognize the importance of AYSRH, the majority of parents do not

feel competent or comfortable discussing such matters with their children because of the lack of awareness.

Quialitative Results Discussion

In-depth interviews with young boys and girls and their parents' (mothers and fathers) separately indicated
that it is vital to have regular sessions with youth and parents. Our study findings were supported by another
study conducted in 2012 which concluded that youth seldom discuss sexuality concerns with their parents,

according to a study conducted in a remote part of Pakistan. Wong LP (2012)

This conclusion is supported by a number of other research, a research on reproductive health knowledge
among females conducted in Peshawar indicated that females were embarrassed to discuss about their sexual
and reproductive health issues with their mothers. This clearly demonstrates the importance and need of
advocacy campaigns around various themes of SRHR. In addition, Bashir Q, Usman A, Amjad A, Amjad U
(2017) in their survey findings also found that friends, media, and the internet are the primary sources of

knowledge on SRHR issues which is not always the reliable source of information. Even though most people



in Pakistan live in conservative family systems, youth rely on their peers or internet to gain knowledge about
SRHR.

Existing barriers preventing young people from accessing SRHR
services

Thematic analysis was used to analyze the qualitative data for finding out the existing barriers preventing
young people from accessing SRHR services, based on three themes: Cognitive Accessibility(lack of
knowledge / lack of awareness) ,Psychosocial accessibility (feelings of shyness and shame caused by
negative cultural attitudes, and the fear of parents finding out about visits to public sexual and reproductive
health services, due to lack of confidentiality in the services and among health providers) and Geographical

accessibility (mainly insufficient availability of youth friendly services or youth health centers).

Cognitive Accessibility

Focus group discussions with Youth and Parents showed discrepancy between their stated beliefs and their
behaviors in accessing SRHR services. Although majority of the young boys and girls (65%) had sexual and
reproductive health literacy. It was reported that ongoing sessions has changed their beliefs, but their parents
and other family members still lack knowledge about various SRHR themes. When specifically asked from
parents they seemed to have some information about topics related to puberty, but their knowledge was
insufficient in many areas like menstrual health and hygiene, consequences of child early and forced
marriages which makes them prone to health risks including unwanted / unintended pregnancies. The
respondents appeared poorly informed about reproductive health. Most did not recognize the health and
social risks associated with unprotected sex, early marriage, early pregnancy, and childbirth, and STI. It was
also reported that both Youth and Parents don’t seek information from healthcare service providers. They
only sought help from SRH services when they experienced a problem with their SRH; they did not try to

obtain information before a problem arose.

Nevertheless, lack of appropriate education was mentioned as a reason for their insufficient knowledge
mainly by parents. Most adolescents suggested a need for more education and regular sessions about various
SRHR themes including bodily changes, menstrual health and their sexual and reproductive health and
Rights, and how to talk about SRH issues.

Our results also showed that adolescent girl who were forced to get married at early age do not always have
the power of decision about the use of contraceptives. It is recommended that efforts should be increased to
provide knowledge and communication skills to adolescent girls from early age about their sexual and

reproductive rights so that they can make healthy choices and informed decisions.



Psychosocial Accessibility

A perceived negative cultural attitude of community people towards youth friendly spaces was felt specially
by females both adolescent girls and their mothers. Young girls feeling shy or ashamed because of prevailing
negative cultural attitudes towards accessing SRH services. Mostly, they feared that their parents especially
fathers would find out about their visit to the Youth friendly spaces, due to lack of privacy and a perceived
lack of confidentiality.

It was recommended by both young boys and girls and their parents during the combined awareness session
to involve parents in these sessions to overcome cultural barriers in accessing SRHR services and
information. However, Adolescents mentioned that a cultural transition was underway mainly due the
ongoing sessions, the current adolescent generation was more open and accepting and normalizing the

conversation around SRHR topics, compared to older generations.

Geographical Accessibility

Geographical accessibility was not perceived as a barrier to access SRH services in both Mitiari and Qambar
ShahdadKot. However, both young boys and girls has mentioned about the inconvenient timings of Youth
friendly spaces. Evening timings are preferable by youth. Adolescents also reported the need for more youth

friendly spaces in the designated healthcare facility to guarantee privacy and confidentiality.

Conclusion
Our study concluded that parental involvement during the youth sessions found to be an effective strategy in

normalizing the conversation around sexual and reproductive health among youth and their parents. Taking
parents on board has provide opportunities for parents/caregivers to enhance their knowledge, to know the

difference between reality & myths and to effectively communicate with their children.

The parent—child relationship is critical in shaping children's adolescent paths (WHO 2007). According to
research conducted in Ethiopia, young people who participated as peer educators in an SRH programme
gained confidence, allowing them to speak up in meetings and discuss sexuality issues with their parents.

Almost all parents discussed issues connected to bodily changes throughout puberty.

The study done in United States of America reveled those combined sessions are more effective in helping
youth with parents understand the importance of Sexual Reproductive Health Rights and self-esteem and
self-confidence. Parents and youth are frequently unable to play an effective role in raising awareness among
youth in Pakistan due to the societal stigma and taboo associated with SRHR, self-esteem, and self-

confidence. The awareness sessions encouraged participants to seek out more sources of information.

A multi-component strategy should be developed including promotion of YFHCs in the community; a formal

referral system between the community and the YFHCs; and community support interventions.



The government and its partners could consider a SRH mobile clinic in cooperation with school
health services, to be taken to schools on specific days as an interim measure to developing youth
friendly services.

Existing FP and SRH services are not promoted at all to adolescents and youth, so links between
information and services should be strengthened. The youth friendly health services should be
integrated into existing reproductive health services at provincial, district, and health centre levels.

Research is needed on the applicability of above mentioned methods in multiple districts of Sindh,
Pakistan
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