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ABSTRACT

The study was to investigate the factors influegdime implementation of reproductive health
education in public secondary schools in Uriri Bgdt Migori County. The study was
investigated through the following objectives; tetablish the extent to which the school
curriculum influence the implementation of reprotive health education in public secondary
schools, to determine the extent to which schoahagament influence the implementation o
reproductive health education, to investigate heachers influence the implementation of
reproductive health education, to establish thergxto which resource materials influence the
implementation of reproductive health education &ndlly to determine how school sponsors
influence implementation of reproductive health @tion in public secondary schools. This
study is to help students acquire health educakioowledge, enhance wellness behavior,
promote healthy situations, facilitate helpful telaship and enable students make responsible
decisions. Health instructions help learners toetlgy resistance skills when appropriate,
promote protective factors, ensure resilience mmseof the ability prevent or recover fro
sickness. The research will experience limitatiohson response from respondents, error or the
potential of substituting a sampling unit in theldi. The study will be limited to all public
secondary schools in Uriri district. The study a&sed the school administrator allowed the
teachers and the pupils to participate in the stuglyresentative sampled, instruments valid and
reliable, and respondents were to give informationestly and directly. Literature has been
discussed in terms of school curriculum, school agament, teachers, resource materials and
school sponsors. The study was conducted througbrigéve research survey and correlation
research design to examine and describing the iatisos and relationships between two
variables. 17 public secondary schools with 3@etimanagers and 120 teachers were targeted
and a sample size of 108 was picked. The targedpdlation was stratified according to wards
the school managers and teachers were samplectbemplete census was applied to get 150
respondents. The data was collected through seifrastered questionnaires. The data collected
was presented using the chi-square tables basirtheoresearch hypothesis. Quantitative data
was analyzed using statistical package for socighses (SPSS) version 19 both for windows,
while qualitative data was presented by way of ateon. It was found out that there was
significant relationship between the curriculunadeers, resource materials, school management
and to some extent the school sponsors with impMaien of reproductive health education.
Due to results of the study, it was recommendetirdoductive health education to be; taught
and examined, mainstreamed in the curriculum, &acko be trained. Thus, a study to be
conducted to establish factors promoting adolesgarggnancy in the country and another study
to establish low uptake of reproductive health mewvamong adolescents in Kenya.
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CHAPTER ONE
INTRODUCTION
1.1. Background of the Study

Reproductive health education is taught in our sdaoy schools through family life education
whilst in some schools it is offered by Non-Goveemtal organizations since it is not in the
mainstream curriculum, despite this, there are maogeproblems associated with reproductive
health that face youths in Uriri District and theuaotry at large. There is rampant teenage
pregnancy reported in the media, journals and gexats. Sexually transmitted infections, high
school drop outs and high incidences of abortiomragmothers, then, why are these problems
bedeviling the youths despite the interventions dmhool teachers and NGOs. Are the
implementers concentrating more on the examinaliigests or Are the school managers not
giving enough support for the implementation ofrogluctive health or are the teachers more
engaged with the examinable subjects or are thaitgpand teaching materials not available or
the school sponsors exerts a lot of pressure angbdihe school managers and teachers not to

implement the reproductive health in the school?

Globally, all U.S students receive some form of education at least once between grades 7 and
12; many schools begin addressing some topicsadegr5 or 6 (Family planning perspectives
32(5) September/October 2000). However, what stisddearn varies widely, because
curriculum decisions are so decentralized. Maniesthave laws governing what is taught in sex
education classes or allowing parents to opt comestate laws leave curriculum decisions to
individual school districts htp://www.kff.org/org/youthhivstds/upload/Sex-E@tion-in-théJ-

S-Policy-and-Politics.pdf). For example, a 1999dgtlby the Guttmacher Institute found that
most U.S. sex education courses in grades 7 thr@@gtover puberty , HIV, STIs, abstinence,

implications of teenage pregnancy, and how to resier pressure.

In India, there is a huge debate on the curricubfnsex education and whether it should be
introduced at all. Attempts by state governmentstimduce sex education as a compulsory part
of the curriculum have often been met with harshcesm by political parties, who claim that

sex education “is against Indian culture” and womidlead children (Leepson 2002). The state

of sex education programs in Asia is at variougesaf development. In Germany sex education
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has been part of school curriculum since 1970. Thyerl992 sex education was by law a
government duty. It normally covers all subjectsxa@rning the growing-up process, body
changes during puberty, emotions, the biologicalcess of reproduction, sexual activity,
partnership, homosexuality, unwanted pregnancie$ e complications of abortion, the
dangers of sexual violence, child abuse, and smstnitted diseases, but sometimes also things
like sex positions. Most schools offer courses ¢ tcorrect usage of contraception

(Sexualkunde-SchmutzigeGedanken (German)).

Indonesia, Mongolia, South Korea have a systenmtlicy framework for teaching about sex
within schools. Malaysia and Thailand have asseadettscent reproductive health needs with a
view to developing adolescent-specific training ssages and materials. Bangladesh, Myanmar,
Nepal and Pakistan have no coordinated sex educdtioJapan, sex education is mandatory
from age 10 or 11, mainly covering biological tapisuch as menstruation and ejaculation
(United Nations Social and Economic Commission, B00n Finland, sexual education is
usually incorporated into various obligatory cogtsmainly as part of biology lessons (in lower
grades) and later in a course related to geneadihhissues (Wikipedia, Free encyclopedia). Sex
education in France has been part of school cuargince 1973, schools are expected to provide
30 to 40 hours of sex education, and pass out ensdto students in grades eight and nine (
UNESCO Courier).

In the Netherlands it is subsidized by the Dutckiegoment, the “Long leve de liefde” (“Long
Live Love”) package, developed in the late 1980ssao give teenagers the skills to make their
own decisions regarding health and sexuality. yeall secondary schools provide sex
education as part of biology classes and over bfalprimary schools discuss sexuality and
contraception (The Dutch model UNESCO Courier 2007)Sweden, sex education has been
mandatory part of school education since 1956.Stitgect is usually started between ages 7 and
10, and continues up through the grades, incorparato different subjects such as biology and
history and in Switzerland, it has been there sit@®0s. Interventions in primary schools were
started more recently, with the objective of makuigldren conscious of what is and isn’t

allowed, and able to say “No”.

Sex educationin Poland has never actually develofethe time of the People’s Republic of

Poland, since 1973, it was one of the school stdjeowever, it was relatively poor and did not
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achieve any actual success. After 1989, it prattieanished from the school life-it is currently
an exclusive subject (callegichowanie do zycia w rodzinie/family life education rather than
edukacjaseksualna/sex education) in several schools their parents must give canserthe
headmasters so that their children may attendadtrhuch due to the strong objection against sex
education of the Catholic Church; the most inflieEnnstitution in Poland. It has however, been
changed and since September, 2009 sex educatibrbedbme an obligatory subject in the
number of 14 per school year — unless parents tlavaot their children to be taught. Objecting
parents will have to write special disagreementsetsieobowiazkowo w szkole, 2009).

In Egypt they teach knowledge about male and femgbeoductive systems, sexual organs,

contraception and STDs in public schools at thesg@nd third years of the middle-preparatory
phase (when students are aged 12-14). A coordipatgptam between UNDP, UNICEF, and the

ministries of health and education promotes segdatation at a larger scale in rural areas and
spreads awareness of the dangers of female gemtdhtion (UNICEF, 2004).

For the majority of young South Africans, sexudiiaty starts in the mid-teens. Based on the
most representative studies, it is reasonablenalade that the national average age of the most
representative, it is reasonable to conclude ti@hational average age of first intercourse is 15
years for girls and 14 years for boys. There is énmw, great variability around these figures.
Significant numbers of young people have their sédebut well before age 14, while many are
virgins at age of 18. Boys start to have sex sigaitly earlier than girls do, and in greater
numbers. However, adolescents’ knowledge on remtodgufunction and sexuality is generally
poor. A substantial number of young people havecatdd that they need information on matters

such as pregnancy, STDs, sexual intercourse aatioreships.(Ladh andTetteh, 2000).

In Senegalese study, 4% of adolescent women andf78dolescent men surveyed have ever
visited a family planning clinic. Reasons cited fam-use of services include unmarried status
(among women), embarrassment, cost, poor recepyoriinic staff, lack of knowledge about

sexuality, concern about the efficacy and sidectsfef contraceptives, and contradictory social

perceptions around premarital sex and contracepsed Nare, Katz and Tolley, 2006).

Nigeria has taken a number of important policy stepsupport youth reproductive health care

which includes: The government formulated and l&edca national youth reproductive health



policy, reproductive health is on the concurremjidiative list in Nigeria, and, therefore , the
three tiers of government, including the states lacdl governments, are expected to formulate
independent policies to guide their programs amdice delivery and in 2002, the Federal
ministry of Education approved the teaching of sdity and life planning education in the
secondary schools.This policy directive paved thg Wr development of a national curriculum,
recently approved after extensive stakeholder vexdrd debate (Rosen, Murray and moreland,
2004).

In Tanzania, then School Health Education Progr&HHEP) reachesl16,000 students in 35
secondary schools with a school-based campaignotalize young people against HIV/AIDS.
Involvement of the wider community has been aa@ltprogram element, yet one that program

officials see as demanding and time-consuming (WBénk, 2003).

In Kenya reproductive health needs for most youthsecondary schools and out of school
focused on promotion of responsible sexual behawouths in schools are reached through
family life education, components of which are greged in carrier subjects (GoK, 2004). Peer
education programmes are also being implementsdrre schools across the country by Kenya
Adolescent Reproductive Health Project (KARP) (AgkeChege, Njue and Radeny, 2004),
Rapado, Aphia Plus among others. These programmog&lp youth with life saving skills they
need to protect themselves from unplanned pregesn8TI/HIV/AIDS. Reproductive health
education needs for youth out of schools are peaVidt youth friendly clinics and at youth
centers established in some districts within thenty. Call-in weekly programmes targeting the
youth are also aired on the national radio thd@briskenya case citizen radio station (Tijuana et
al., 2004). Despite these efforts, newspaperspogieals, journals and magazines often carry
sensational stories of teenage sex escapades,apgs, sexually transmitted diseases like
gonorrhea, syphilis and herpes among youths inadsH&DHS, 2008-2009 and Fabiyi, 2005),
most recently (relatively) but more dangerous dre teported cases of Acquired Immune
Deficiency Syndrome (HIV-AIDS), while the report$ expulsion of pregnant students by
school authorities are also common, just to meniioriKwale County it was reported that a 14
year old girl has been living in agony after sheswavolve in love affair with a teacher who
impregnated her, the girl is traumatized after tdecher forced her to abort. When the teacher

got the wind that the girl is pregnant, the teadmeare her a pill and after a few hours she started



bleeding. For two weeks since the abortion ord#ed, bleeding has not stopped despite her
mother taking her to hospital. The girl admittedytlihad an explicit affair with the teachers but
the parents of the girl declined to give furtheformation they had been compromised by the
teacher (Standard Newspaper, March, 25, 2012). kéasintly (relatively) but more dangerous
and disturbing is that one in eight teenage dalg¢eare by caesarean section, which indicates
complicated births, and highlights the risk thabladcents place themselves at becoming
pregnant at such an early age and reported casAsqofired Immune Deficiency Syndrome
(HIV/AIDS), while the reports of expulsion of pregmt students by school authorities are also

common (Momodu, 2008).

Across the district during the prize giving cerenesn district education days and chiefs’
barazas, teenage pregnancy is a matter that i$ylimked about, school drop outs among girls
and some attempting abortions, to add salt to thend some teenage girls have been diagnosed
with HIV/AIDS and they are not ready to take the \ AR they are highly stigmatized. It is upon
this background that factors influencing impleménota of reproductive health education in

public secondary schools in Uriri District of Mig&@ounty to be investigated.
1.2. Statement of the Problem

The governmental and non-governmental efforts doice the spread of AIDS, the incidence of
HIV/AIDS and sexually-transmitted diseases amongtlyan Uriri District- especially girls-
does not seem to be abating (KAIS, 2012). Moreotrer,rates of unintended pregnancies and
unsafe abortions among the girls in Uriri distiace very high (Uriri District Education Report,
2012). The rate of disease transmission and und@gregnancies among these youths continue
to rise despite implementation regarding youth aétguand contraception, life skills that enable
them to resist peer pressure and asserting theessalvd accessibility of appropriate sexually
transmitted diseases and contraceptive informadioth services among others. Many youths/
adolescents are still vulnerable and still suffiemf the consequences of coerced, undesired
and/or unprotected sex. It is upon this backdra tactors influencing the implementation of
reproductive health education in public secondahpsls in Uriri District, Migori County would
like to be investigated.



1.3. Purpose of the Study

The purpose of this study was to investigate thetofa influencing implementation of

reproductive health education in public secondahpsls in Uriri District of Migori County.
1.4. Objective of the Study

1. To establish the extent to which school curtiaulinfluence implementation of reproductive

health education in public secondary schools imi Wistrict Migori County.

2. To determine the extent to which school manageniefluence implementation of

reproductive health education in public secondahpsls in Uriri district of Migori County.

3. To investigate how teachers influence impleneriaof reproductive health education in
public secondary schools in Uriri district of Mig&@ounty.

4. To establish the extent to which resource magemfluence implementation of reproductive
health education in public secondary schools imi District of Migori County.

5. To determine how the school sponsors influeingglementation of reproductive health

education in public secondary schools in Uriri Biegtof Migori County.
1.5. Research Hypotheses

Ho;. There is no significant relationship between schoamiriculum and implementation of

reproductive health education in public secondahpsls in Uriri District Migori County.

Ho,. There is no significant relationship between schmalhagement and implementation of

reproductive health education in public secondahpsls in Uriri District Migori County.

Hos. There is no significant relationship between teexlad implementation of reproductive

health education in public secondary schools imi Wistrict Migori County.

Hos. There is no significant relationship between reseumaterials and implementation of

reproductive health education in public secondahpsls in Uriri District Migori County.

Hos. There is no significant relationship betweenosthsponsors and implementation of

reproductive health education in public secondahpsls in Uriri District Migori County.



1.6. Significance of the Study

This study may help students acquire health edutamnowledge, enhance wellness behaviors,
promote health situations, facilitate healthfultEnships and enable students make responsible
decisions. Health instruction help learners to tgveesistance skills when appropriate, promote
protective factors, ensure resilience in termshefdbility to prevent or to recover from sickness
and to promote health literacy if implemented bynpetent instructors, since students are
brought up now days in societies and families inctwldomestic violence and drug or chemical
dependency are the rule rather than the exceplioa.study may also give governments’ good
return on investments from improved health and cedumedical cost. There are also economic
benefits of averted HIV infection and benefits dher potential program outcomes such as
increased education, reduced STIs, and reducedpregmancies and abortions.The study may
make teachers, parents and students alike moreocatie with their bodies, and so more able
to communicate wishes to others including safer aed to resist coercion, this is a public health
benefit. Lastly the study may help teachers devetogidence to the teaching of sexuality issues

and that they had also learnt skills in their negains for safer sex.
1.7. Limitations of the Study

Mutai (2000) defines limitation as the limiting abtions or restrictive weaknesses. These
conditions are beyond the control of the researahdrmay place restrictions on the conclusions
of the study and their applications to other sitret. Mugenda and Mugenda (2003) posit that it
is an aspect of research that may influence thdtsesegatively but over which the researcher
has no control. In this respect the research wexjgkrience potent effect of non- response, error
or the potential of substituting a sampling unithe field because the respondents who are the
students might have been sent home for fees, ontrhigve been out the school for half-term
holiday and this might affect the accuracy of tesutts. In this case the researcher would carry
out the data collection at appropriate time wheh stilildents are at school. The school
management and teachers might bring the issuellofater on; the researcher would elaborate
the content of the questionnaire to the managemedtteacher respondents for him or her to
appreciate the importance of him or her filling tpgestionnaire or taking part in the research.
There would be the problem of both sampling and-sempling errors, this would affect not

only accuracy and precision of results but alsostepe of the interpretation, to counter this
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problem the researcher would perform complete cemsuselecting the schools and simple
random sampling in selecting the particular respoisl in the secondary schools. The sample
respondents that are the students, teachers, stlamalgement, and school sponsors are engaged
in many activities which are inter-twined, intetated and inter-dependent. The interaction of
these various influences may not be understoodcsarftly thus the researcher would strive to
elaborate the research topic to give the wholeupgctdf the study. Last but not least the time and
resources scheduled for this study are limited éenwen though every effort will be made to
cover crucial aspects associated with the resgaablem; it is not possible to cover each and

every aspect of issues in the field.
1.8. Delimitations of the Study

The study was basically concerned with factorsugricing implementation of reproductive
health education in public secondary schools imi Wistrict, Migori County. It was delimited to

all public secondary schools in Uriri District. TBestrict is cosmopolitan in the sense that it has
not only very many tribes and clans but also pasi-urban area. It has sixteen (16) secondary
schools with very high student populations sinckosting is compulsory for children aged
between six or seven years and seventeen yeaos(8nsth, Kippax and Aggletton, 2000). The
study would also be delimited to 115 teachers stheg are the gatekeepers of knowledge and
skills for the large majority of young people (Tapg, et al, 2004). The research would also be
done on the school administrators/ management whbloide principals and deputy principals
(31) since entry to school by the non-governmenitghnizations/reproductive health provider is
at their behest. The data of the study would b&ectd through use of questionnaires since all
the respondents are literate. It would be condudtedugh descriptive research survey

technique.
1.9. Basic Assumptions of the Study

It was hoped that the respondents would cooperdtetive researcher and the questionnaires
would be filled. The school administrators woultb@al the teachers and pupils to participate in
the study. The sample was representative, theumsints valid and reliable and the respondents

were to give information honestly and directly.



1.10. Definitions of Significant terms as used irhe Study

Reproductive Health Education: This is education which encompasses education atout
aspects of sexuality including information abfaunily plan
reproduction (fertilization, conception and dey@hent of
the embryo and fetus, through to childbirgiiis information
about all aspects of one’s sexuality includingdy image,
sexual orientation, sexual pleasure, valuessaecmaking,

noamunication, dating, relationships, sexually traitiad
infections (STIs) and how to avoid them, and baohtrol
methods.
Learning/ Teaching materials: These are materials which are used by those prayitiie
reproductive health education or sexuality etlanaThey

include videos, text books, films, handbooks pachphlets.
Resource persons:These those persons who are offering the sexualitigation to the students
they include teach¢he students themselves and other individuaised
to the school téeoftalks related to sexuality education for exasnmtrsons
from NGO dealinghvreproductive health or HIV/AIDS related issues.

School ManagementThis would compose of the school principal, theudgrincipal.

School Sponsor: This would be a representative of the church 8ho contact with the school

in its day to dayieities.

Public Secondary SchoolsThose secondary schools run by the Government oy&e



1.12. Organization of the Study

The study started with introduction which contathe background information of the study,

statement of the problem of the study, purposehefstudy, objectives of the study, research
hypotheses, significance of the study, limitatidntlee study, delimitation of the study, basic

assumptions of the study, definitions of the sigaiit terms as used in the study and
organization of the study.Then there was literataxgew which was contained in chapter two of
the study and it was opened up by an introductitlowed by theoretical framework succeeded
by conceptual framework of the study and finallynsoary of the literature review closes the

chapter. The last content was research methodabgfye study contained in chapters three, it
was introduced, and then the following sub-topaikfv each other respectively research design,
target population, sample size and sampling praesguesearch instruments, data collection
procedures, data analysis techniques, and opeahti@finitions of the variables. Then the data
analysis, presentation, interpretation and disousgiere contained in chapter four of the study.
Last but not least there was chapter five which saehmary of the findings, conclusions and

recommendations for further study.
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CHAPTER TWO
LITERATURE REVIEW OF THE STUDY
2.1. Introduction

This chapter discusses the literature related ® fdctors influencing implementation of
reproductive health education in secondary schadliiri District, Migori County. In particular

it would focus on school curriculum since reprodegethealth education curriculum is not
examinable, so the school might be focused onxhemable curriculum. School management,
they are the overseer of the curriculum implemeéman the school. Teachers are normally the
gate keepers of knowledge in school and they aenthin implementers of the reproductive
health education in school.Resource materials, owith teaching-learning resources
implementation of reproductive health educationopees futile and school sponsors do interfere
with the implementation of reproductive health extian in schools as there have been a tussle
between the church and the state as most schdiisted to church. And how the variables so
far described influences the implementation of edpctive health education in the secondary

schools.
2.2. The Concept of Reproductive Health Education

Traditionally, adolescents were not given any infation on sexual matters, with discussion of
these issues being considered taboo. Such instrue8 was given was traditionally left to a
child’s parents, and often this was put off untitj before a child’s marriage. Most of the
information on sexual matters was obtained infolyniabm friends and the media, and much of
this information was of doubtful value. Much of bumformation was usually known to be

deficient, especially during the period followinglgerty when curiosity of sexual matters was
the most acute. This deficiency became increasiegigent by the increasing incidence of
teenage pregnancies, especially in Western cosrdfter the 1960s. As part of each country’s
efforts to reduce such pregnancies, programs ofeskication were instituted, initially over

strong opposition from parent and religious groWikipedia, the free encyclopedia). Base on
this, the World Health Organization (WHO) and othetergovernmental, international, and

bilateral organizations made a commitment to pramgothe principles of reproductive health at

the international conference on Population and ldpweent in 1994. Specific aspects of
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reproductive health endorsed included the ideaspilevention of unintended pregnancies must
be given the highest priority, and that every apieshould be made to eliminate the need for
abortion include freedom from risk of sexually samtted diseases, the right to regulate one’s
own fertility with full knowledge of contraceptivehoices, and the ability to control sexuality
without being discriminated against because of agerital status, income, or similar

considerations ( United Nations 1995). But effaadgpromote reproductive health should not be

limited to girls/ women-boys/men should also beoined.

The Cairo programme of 1994 acknowledges thatqudati attention needs to be given to the
reproductive health needs of adolescence as a gasupreviously their need for reproductive
health services had largely been ignored. To redclifs situation, the programme called on
governments to make accessible to young peoplenaiion and services on sexuality and how

to protect themselves from unwanted pregnanciesexwally transmitted diseases (UN 1994).

The five-year review of the Cairo programme of @act{ICPD +5) states that in order to protect
and promote the right of adolescents to the enjoynoé the highest attainable standards of
health, provide appropriate specific, user-friendhd accessible services to address effectively
their reproductive and sexual health needs, inolydeproductive health education, information,
counseling and health promotion strategies. Thesgices should safeguard the rights of
adolescents to privacy, confidentiality and infochw®nsent respecting their cultural values, and
religious beliefs and in conformity with relevankiging International agreements and

conventionsww.UNFPA, paragraph 73a).

The world today is experiencing an unprecedenterkase in the number of young people. One
in every five persons in the world is a young per<of an estimated 1.2 billion young people in
the world today, 85% of these live in developingimies. The world Health Organization has
defined adolescents as persons in the age grolip-09 years, while “youth” has been defined
as the 15-24 years age group (WHO, 2006). Thesewedapping groups have been combined
into one entity that of “young people” as thosethre age range 10-24 years (WHO, 2006).
WHO defines health as a state of complete physioahtal and social well being, and not
merely the absence of disease or infirmity? Indbetext of this definition, reproductive health
is a condition in which the reproductive procesadsomplished in a state of complete physical,

mental and social well-being-not merely the abseiadisease or disorders of the reproductive
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system. Reproductive health implies that apart fthenabsence of disease or infirmity, people
must have the ability to reproduce, regulate igytiland enjoy sexual relationships. It further
implies that reproduction be carried to a succéssitcome through infant and child survival,
including growth with healthy development (Fathal@97). This reproductive concept is not
limited to girls or females of childbearing age.réicognizes that the special health needs of
adolescents, both females and males, girls and laogselated to their acquisition of sexual and
reproductive health capacity. It asserts furtheat tmales/boys need to be educated about
sexuality issues including the knowledge and wilan of contraceptives and the need to report

early signs of sexually transmitted diseases fompt treatment (WHO, 2006).

The Healthy development of children and adolesderitfluenced by many societal institutions.
After the family, the school is the primary instiin responsible for the development of young
people in the society. Schools have direct contattt more than 95 percent of our nations’
young people aged 5-17 years, for about 6 hourayaahd for up to 13 critical years of their
social, psychological, physical and intellectuatelepment. Equally schools play an important
role in improving students’ health and social outes, as well as promoting academic success
and that is why they have long been identified@®@priate environments in which to undertake
activities to promote HIV-related risk reduction @my young people. Given that in the majority
of countries young people between the ages fivethingen spend relatively large amounts of
time in school, school environments can also pmvakource-efficient access to large numbers
of young people from diverse social backgroundsi{tgnKippax and Aggleton, 2000). School
as (Lloyd, 2004) puts it is an institution outsitie family that plays the most important role in
the socialization of the young, has the potentmlirtfluence directly students’ aspirations,

motivation and risk taking behaviors.

Limited access to education and to economic regsuwrbaracterizes the lives not only of women
but also of young people of both sexes. Young mEsdimited access to resources gravely
undermines their health and healthcare-seekingvimhavost young people are aware of the
dangers of HIV/AIDS but continue to be involvedsexual behaviors that place them at high
risk of contracting the disease (Hulton, Cullen adithlokho, 2000). There is also a growing
body of evidence confirming that in many countriemst young people do not routinely seek

appropriate sexual and reproductive health infolanadnd care. The overburdened and under-
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financed public health and education systems tfatiraplace are often unable or reluctant to

provide such services-let alone high-quality sexsido young people (Kiapi and Hart, 2004).

Advocates worldwide recognize the need to addiiesspolitical and social context in which
young people make decisions about sex and repiliodudElobally, commitment to meeting
youth reproductive needs has never been higharniational Conferences and agreements such
as the 1989 convention on the Rights of the Chihd 1994 International Conferences on
Population and Development (ICPD), the U.N. WortddgPam of Action for Youth to the year
2000 and Beyond, and the 2001 U.N. General Asser@picial Session on HIV/AIDS have
affirmed the needs of young people for informatioaunseling, and high-quality sexual and
reproductive health services. Therefore Sexuality @eproductive health education is one of the
most important and widespread ways to help yourgpleeimprove their reproductive health.
Against the background of these international agesds, to which most countries both
developed and developing are signatory to, goventsnef these countries have organized
sexuality education programs of one type or anot8ach programs, if thoughtfully designed
and well implemented, can provide young people waitsolid foundation of knowledge and

skills (Rosen, Murray and Moreland, 2004).

Sex education in Africa has focused on stemminggtbeiing AIDS epidemic. Several statistics

show that in sub-Saharan Africa, about 14 millianintended pregnancies occur every year
among the adolescent youths, with poor use of thertsterm hormonal method being

responsible for measurable proportion of this (IPEF¥09). Many of this unintended pregnancies
end up in unsafe abortions and deaths, pushinpeimaternal rates of these African countries.
Among teenage girls, unintended pregnancies cahiglzer risk of obstetric complications such

as fistula and obstructed labor, making them twiEdkely to die compared to women aged over
20 years. In Zambia, according to the 2007 Zami@m@graphic and Health Survey, 28 percent
of the girls aged 15 to 19 had begun child bearit®ypercent had child and 6 percent were
pregnant with their first child by the time of tharvey. An estimated 35 percent of teenagers in
rural areas had begun childbearing compared wéhagers in urban areas (22 percent). More

than 75 percent of these pregnancies were unintende

Agnes Binagwaho, permanent secretary in the MiistrHealth in Rwanda stated that young

people are assumed to enjoy a robust health giveroiv mortality rates among adolescents.

14



This perception has led to a serious neglect ofeadents in the health care system with
potentially dangerous consequences: adolescentyamty adults often engage in a range of
behaviors that can affect the quality of their Hea@nd the probability of their survival in the
short-term, as well as in the long-term. She hgitied further that certain health conditions are
more common for young people and can have dewvagtatid long-lasting effects (Binagwaho,
2009). These according to World Bank and WHO cagroeped into the following categories,
with the first five accounting worldwide for abo80% of DALYs for young people (World
Bank and WHO, 2006): Reproductive health (e.g. urfaraily planning needs, early unwanted
pregnancies, unsafe abortion, etc.), STIs inclutHiig/AIDS, Mental health (e.g. psycho-social
problems, suicide, self-inflicted injuries), Sulmsta abuse ( Legal and illegal substances),

Accidents and Injuries and Other health issues

Binagwaho asserts that improving the health of gopeople is complex and difficult, arguably
more so than for other age groups. Compared witlkdreln, adolescents are less protected by
their families and communities and less amenablanple solutions to their health problems,
many of which are behavior-based. Compared witHtgdadolescents often know less about
how to stay healthy and have fewer resources teepteor treat health problems (Binagwaho,
2009). However, their behaviors are less firmlyremthed, and they are often involved in
institutional activities, such as schools and irgnprograms where programs with high
coverage can be successfully implemented and sestaAnd according (Neema, Nakanyike
and Kibombo, 2004) school environment programmesnatly aims to make the school
environment in both primary and secondary schoalersand more supportive of adolescents’

reproductive health.

Many of the factors associated with less risky theléhaviors go far beyond the purview of the
health sector alone. Solutions for adolescent healtl have to be based on multi-sectoral
approaches that link health sector interventionth wither types of interventions delivered
through other sectors. Accumulated experience, dzthtly an increasing body of research, has
created international consensus around a multetgion approach centered on the following
(World Bank, 2006):Young people need information akills to make the right decisions about

behaviors that affect their health, such as whe#mel when to have sex and whether to use

15



tobacco or drugs and Young people need accesshtoaa range of health services that give

them the means to act on their knowledge, includitgess to condoms and other contraceptives.

Young people need a social, legal and regulatoyr@mment that supports healthy behaviors
and protects them from harm.Young people are ktfram a broad range of health problems.
The major causes of death, disability, and diseaseng young people in developing countries.
They are at risk of physical and psychological tmauesulting from sexual abuse, gender-based
violence, and other forms of physical violence acdidents. Other important health needs are
sexual and reproductive health disorders; amonggethee sexually transmitted diseases (STDs),
HIV/AIDS, unwanted pregnancies, and pregnancy edlabmplications.

2.3. Curriculum of sexuality Education in Schools

In U.S.A. the studied topics in reproductive heatlucation are; methods of birth control and
infection prevention, sexual orientation, sexuals#y and factual and ethical information about
abortion, varied more widely ( Family Planning meastives 32 (5) September/October 2000).
According to study by Kaiser family Foundation @02 it found out that nearly nine out of ten
(89%) of the nation’s nearly 20 million public sadary school students take sex education at
least once between th& &and 12" grades yet what students learn vary accordingates The
study stated further that across the nation, steee passed a patchwork of sex education laws,
ranging from general mandates that the subjecabght to more specific guidelines regarding
topics or message to be included. The Aids epiddadca number of states to pass specific
requirements to provide some form of education abweiprevention of HIV/AIDS in particular
and / or sexually transmitted diseases (STDs) mmegd. Because most state laws governing
these topics are fairly broad, the specific contd#nthe curriculum is often left to local school
districts or individual schools. The federal govaent’s involvement in sex education has
primarily been to provide funding for education gmams. Only two forms of sex education are
taught in American schools; “abstinence plus” atabstinence only”. Comprehensive or
“abstinence plus” sex education curricula covergiabnce as a positive choice, but also teaches
about contraception and avoidance of STIs whenadlxactive. Sometimes a comprehensive
curriculum may be referred to as “abstinence phefause it teaches abstinence as the preferred
choice. Advocates of comprehensive sex educatigneathat while young people should be

taught to remain abstinent until they are emotilgnaihd physically ready for sex, information
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about birth control and disease prevention is dé&ddar those who are sexually active, SEICUS
(2008). Abstinence-only sex education teaches radoste until marriage as the only option for
teenagers. Proponents of abstinence-only educatigme against any discussion or education
about contraception and safer sex, asserting iasends young people a mixed message that
contradicts the absolute prescription of abstinghos encouraging sexual activity

(http://www.frc.org/infocus/if95k2ab.htpl A 2002 nationwide survey conducted by Kaiser

Family Foundation and World Population Foundationnd that some form of sex education is
taught in the vast majority of public secondaryath (95%). Most principals -58% describes
their sex education curriculum as comprehensiveighg/oung people should wait to have sex
but if they do not, they should use birth controti @ractice safe sex”. A third (34%) say their
school’s main message is abstinence-only thatasirig people should only have sex when they
are married”. And within the last decade, fedemtlegnments have encouraged abstinence —only
education by steering over a billion dollars tolsprograms. Some 25 states now decline the
funding so that they can continue to teach compr&kie sex education. Funding for one of the
federal government’s two main abstinence-only fagdprograms, Title V, was extended only
until December 31th, 2007: Congress is still detgativhether to continue it past that date

(www.statesmans.com

There is continuing debate about the content of Bifid AIDS-related education programs and
how and in what manner they are delivered to schbadlents. It is generally agreed that
HIV/AIDS education material should include infornwett on: the nature of the virus, its modes
of transmission, the consequence of infection, thedsteps that can be taken to protect against
infection. More contentious is the inclusion of edltion relating to interpersonal sexual relations
and drug use. In this regard, discussion of thedawwe of disease by the use of condoms or the
supply of clean needles and syringes can be pkmtiguproblematic (Smith, Kippax and
Aggleton, 2000).

In the report of HIV and Sexual Health Educationpimmary and secondary schools(Smith,
Kippax and Aggleton, 2000) explained that withine tlschool curriculum, dealing with

HIV/AIDS- particularly aspects concerned with theyention of HIV-transmission-is complex.
Dominant cultural understandings influence the neauim which HIV/AIDS can be talked about,

for example, drugs are illegal in many countried are therefore presented to be shunned and

17



avoided. Sex presents more of an immediate challelog educators; there being heated
controversy, for example, about how sex educatiwulsl take place and by whom it should be
delivered. They further explained that HIV/AIDSnsrmally contained within subject areas such
as science and biology, the links between it arwhder social concerns are likely to be left
unexplored. Indeed where HIV/AIDS is positioned aagroblem’ for science, discussion of
interpersonal sexual relations and drug use majolaplayed. On the other hand, where HIV-
prevention is addressed as an important aspect\0AHDS education, interpersonal and social
concerns are likely to come to the fore. Where Igsupnd learners have the opportunity to
influence the structure, pacing and issues thadddeessed in HIV and AIDS-related education,
their everyday anxieties, concerns and experieaemore likely to be addressed.There are also
differences of opinion regarding mode of deliveligr, example, over whether HIV/AIDS and
related issues should be addressed via knowledggdbmodels or via interactive and skills-
based modes of learning. Should HIV/AIDS relatedltiepromotion be taught didactically, as a
set of ‘facts’ or should the discussion of HIV- ypeation is more effective if linked to the
practices of the everyday lives of students, sowchgcaors have promoted skills-based and
student —centered models, while others preferiatbavledge based and more didactic.

A number of aspects of country policies are worthynote. All recognize the importance of
informing school students about HIV/AIDS transmissiand its attendant risks. Knowledge of
HIV and ways of avoiding infection is consideredpimntant. The responsibility for imparting
this knowledge is generally located across a nurabsubject areas and HIV/AIDS education is
typically integrated into existing subjects suchbadogy, science, and health. It is also the case
that HIV and AIDS education is often positioned hwit a broad moral and ideological

framework file:///C/My Documents/www/website/Asia-Pacific.hfm

Curriculum documents of various countries indichi@ most governments deliver some form
of sexual and reproductive health education to esitgd at some stage in their history of
schooling, although the education that is providdfirs greatly between countries in terms of
content, depth and reach. The education most dsideceive in most countries is focused upon
the biology of sexual reproduction and not uporuséyractice in social context. Where sex is
discussed in social terms, the family usually franteThese emphases are reflected in the titles

given to HIV/AIDS and sexual and reproductive heatucation programs. For example, in
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Malaysia such work takes place within the contéxEamily Health Education; in Thailand in
Life and Family Education; in Vietnam in PopulatiBducation, and in Indonesia and Mongolia
in Adolescent Reproductive Health. That ‘sex’ ist msed in curricula titles points to the
sensitivity of the subject matter. ‘Sex educatidhgrefore, clearly does not describe what most
countries do. With respect to the transmission Bf-Hnost curricula refer to HIV as the AIDS
virus and some fail to typically differentiate bewsn HIV and AIDS. When discussing the
modes of transmission countries mention the follmm{Smith, Kippax and Aggleton, 2000):
Mother to child (vertical), Blood products, Injebta Drug Users (IDU), Sex

According to findings of the research done by Smamtldl his colleagues they found out that in
most of the curriculum sex is positioned as riskg @ex is equated with vaginal intercourse.
There is no mention of anal or oral intercoursetbrer forms of sexual kissing and touching.
The danger is that any sexual activity may be tdkdwe risky for HIV transmission or that only
vaginal intercourse will be considered risky. Tisibecause the whole field of ‘sex’ is implied to
be vaginal intercourse, or is not defined. Sexuélidy is typically framed as something that
should occur between husband and wife and wherasspgsitioned outside of marriage and
reproduction it is nearly always discussed as abl@m’. For example, in lesson plans from
Thailand and the Phillipines sex between unmary@ahg people and sex with sex workers is
actively discouraged. In Thailand numerous less@amgpin one curriculum mentioned young
men engaging in sex with sex workers but curiousgntioned condoms once (Smith, Kippax
and Aggleton, 2000).

National survey of Australian secondary Educatb2010 revealed that 94% of teachers teach
abstinence from intercourse until ready, abstinama# marriage is far less common but still
highly likely to be taught (68% of teachers). Thesult indicates that the adoption of teaching
content to cultural and social changes in recenades. Today, most people do not get married
before their late twenties or early thirties. Taaghabstinence until getting married therefore
seems less applicable since the age gap betweemimersexually active and getting married is
substantial for the majority of the population. TiHational survey further noted that the topic
least likely to be covered in sexuality educati®thie pleasure of sexual behavior/ activity. More
than half the teachers (52%) said they would neecaehis topic in their teaching curriculum.

However, practical examples such as the Long Live/el Program in the Netherlands
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demonstrate that comprehensive programs that agoeptg peoples’ sexual desire as being
normal and teaching about mutuality and pleasuresemual relationships can be very
effective.According to Dutch Mod@JNESCO Courier of 2007, nearly all secondary schools in
Netherlands provide sex education as part of bioldgsses and over half of primary schools
discuss sexuality and contraception. The curriculfimeuses on biological aspects of
reproduction as well as on values, attitudes, ammneunication and negotiation skills. The
media has encouraged open dialogue and the heaklsgstem guarantees confidentiality and a
non-judgmental approach. Within Europe the Netimeidahas one of the lowest rates of teenage
pregnancy, abortion and STIs among young peopteenworld, (Van Loon J., 2003) and the
Dutch approach is often seen as a model for otbentdes. In England and Wales, sex
education is not compulsory in schools as paresmsrefuse to let their children take part in the
lessons. The curriculum focuses on the reprodustygtem, fetal development, and the physical
and emotional changes of adolescence, while infoomaabout contraception and safe sex is
discretionary and discussion about relationshipsfien neglected (England’s Education Act
1996). Britain has one of the highest teenage megnrates in Europe (BBC, News.2009-02-
26) and sex education is a heated issue in govertnamel media reports. In a 2000 study by the
University of Brighton, many 14 to 15 year oldsagpd disappointment with the content of sex
education lessons and felt that lack of confiddibtigprevents teenagers from asking teachers
about contraception (BritaityUNESCO Courier). In 2008 study conducted by YouGov for
Channel 4 it was revealed that almost three intemmagers say they need more sex and
relationships education (Channel 4, 2008).

The main sex education programme in Scotlandeathy Respect, which focuses not only on
the biological aspects of reproduction but alsor@ationships and emotions. Education about
contraception and sexually transmitted diseasesnateded in the programmes as a way of
encouraging good sexual health. In response tduaaieby Catholic schools to commit to the
programme, however, a separate sex education pnoggahas been developed for use in those
schools. Funded by the Scottish Government, thgranome Called to Love focuses” on
encouraging children to delay sex until marriage] does not cover contraception, and as such

is a form of abstinence-only sex education (Catisakachers, 2008).
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A study by Mbananga examining why the reproductiealth information on family planning,
STDs, HIV/AIDS, sexuality and reproductive cancdisseminated to communities, youths out
of school and youths in school failed to changér thexual behavior, the study revealed that the
reproductive health information disseminated tcalocommunities, youths out of school and
youths in school in South Africa, particularly imrished areas, were not understood by
residents. In fact, poor understanding of repraslacthealth information, mainly visual
information (health posters) was gross (MbananghBetker, 2002). Another finding was that
reproductive health information, at developmentgesa did not take into consideration the
norms, values, language or culture of the targetroanity (Mbananga, 2002). The fact that
reproductive health information posters were gdheraisunderstood or not understood at all
raises three questions. Firstly, why is reprodecthealth information not understood by
community members when it is developed for them@oBaly, how is a lack of cultural
awareness and sensitivity in the development afodtive health information responsible for
misunderstanding? Thirdly, why does reproductivaltheinformation fail to change sexual
behavior? Again the department of Education haxessfully piloted sexuality education
programs that incorporate an element of parent atuc (South Africa Department of
Education, 2002).

But a gain in South Africa as noted in the reseaegort of School-Based Reproductive Health
Education (SBRHE) by (Varga and Shogwe, 1999) teiculum used is called “family life
education” , and included topics surrounding fammgmbers’ interactions, family roles and
responsibilities, self-esteem and responsibilitpining, marriage and parenting, conflict
resolution, stress management, and sexuality eidacathe latter was quite comprehensive its
coverage of both biological and social aspects whdn reproduction and sexuality. Also
included were lessons on potentially sensitiveasssuch as contraception, sexual abuse and
incest, and homosexuality; though it was left tacteers’ discretion as to which topics were
covered. The curriculum made use of both lectursn& and inter-active participatory teaching
methods such as role-plays and drama. The latesioweincluded lessons for primary school
children. In Uganda the programme of sexuality etioo/reproductive education involves
school visits, workshops on sensitization for pmynand secondary teachers and school clubs in
secondary schools (Neema, Nakanyike and Kibomb042@owever, they observed that the

challenges all these programs face included are@song demand fo&traight Talkprograms,
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which has not yet been met due to the number €&ff stailable at the foundation; that behavior
change is more likely to occur in places where isess are available (yet Straight Talk
Foundation is not in the business of service dgliveand social objection. Unfortunately, they
also noted that some sections of the societyatdlise Straight Talk Foundation of “promoting
immorality” among young people because they felctiltural and moral reasons, it is wrong to

have open discussions about sexuality with youroplee

The most common adolescent and youth reproductadtth problem are early child bearing,
STIs/HIV/AIDS and unsafe abortion. Adolescent Reluctive Health Policy is in the process of
being formulated but currently reproductive heatideds for youth focus on promotion of
responsible sexual behavior. Youth in schools a@&&ched through family life education,
components of which are integrated in carrier stibjePeer education programmes are also
being implemented in some districts. These prograsmprovide youth with life saving skills
they need to protect themselves from unplannednareges, STI/HIV/AIDS. Reproductive
health needs for youth out of schools are provategouth friendly clinics and at youth centers
established in some districts. Call-in weekly peogmes targeting the youth are also aired on
the national radio. Despite these efforts, reprtidacealth needs for the youth have not been
adequately addressed in Kenya. It should be ndiat dpposition by religious groups has

prevented the Family Life Education to be taugtgdhools (Thumbi, 2008).

In Kenya HIV/AIDS is taught within science subjecrtd social studies, and it delivered as health
education whose content range from hygiene taughtlass one, good health in class two,
cleaning of latrines in class three and meaningausges of HIV/AIDS in class four, modes of
transmission of HIV/AIDS, stages of developmentd¥/AlIDSand Prevention of HIV/AIDS in
class five, HIV testing in class six, myths and eorsceptions on HIV/AIDS, care and support of
those infected by HIV/AIDS in class 7 and sexuditgnsmitted diseases and control of
HIV/AIDS in class 8 but condom is not named asevpntive measure in the whole curriculum.

It is also stated that sex is bad and it is a pves®r the only marriage people.
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2.4. School Management and Sexuality Education

This 2f'century is a critical time when emphasis is on ghevention of diseases such as
HIV/AIDS and other STIs, therefore it is expectduhtt health instruction in schools will be
adequately supported by school authorities/admatmts/managers. A well structured pattern of
reproductive health instruction is an impetus teative living, health promotion and disease
prevention. Studies by (Idehen and Oshodin,2008¢alethat problems associated with the
absence of health instruction in schools posesr@athand without their timely resolutions,
schools would be unable to provide students with gheatest possible assess to variety of
learning let alone equip them intellectually, stigiand emotionally. They further reveal that
schools administrations are biased about reprodrchiealth instruction. In spite of the
seemingly interest of school authorities in repathe health education, they do not provide an
ideal teaching and learning environments, moreotte, schools do not have a developed
teaching guide outlining progressive plan for reoive health instruction. The
aforementioned features stated in study above shbais reproductive health education in
schools contends with administrative related pnwoislén schools. These findings of studies by
Idehen and Oshodin are in support of (Ejifugha,9)9%w that reproductive health education in
secondary schools would lack definition due to adstiative constraints. These findings also
contradict (Shuck Smith and Wood, 1999) claim thdininistrative factors have little or no
influence over reproductive health education irgtam. There is evidence from extant literature
that reproductive health education curriculum issmapt to function if school administrators
provide the necessary materials for teaching. Hewethe findings of ldehen and oshodin of
their study on reproductive health education im@etation constraints in Nigerian secondary
schools corroborate that of (Udoh’s, 1996) initiaiding of low level of implementation by
school authorities. Reproductive health educati®rviewed by many school authorities in
Nigeria as a weaker form of biology and biologyc@nsidered as one of the super science
subjects. This also reflects the Kenyan case winereeproductive health education is infused in
biology in topics such as reproduction in form gr8tudies carried out on the experiences of
other country’s educational systems, which haveesimcluded messages of HIV/AIDs show
dissatisfaction with infusion and integration mad@&ann, et al., 1995) on a study in the US
shows that compared to health educators, HIV/AlDfaision teachers were less likely to be

adequately trained, and would not cover necessaigd. Many preferred to focus on the science

23



and biological aspects and missed out on the nemsits/e issues such as prevention. In general,
they also spent less time on the subject and faitedutilize available resources and
methodological teaching skills. Gachuhi analyse¥/HIDS education in countries in sub-
Saharan Africa and makes a case against infusidgirdagration preferring curricula where
HIV/AIDs and other skills based subjects are tawghindividually (Gachuhi, 1999).

Another disturbing finding arising from the studgne by (Idehen and Oshodin, 2008) is the
period of teaching reproductive health per week, tdachers they interviewed agreed that they
found the period for teaching health per week tinbelequate. The absence of an ideal teaching
period for reproductive health instruction in trezendary schools will certainly compound the
process of health education curriculum implemeatatResults of the*1National Survey of
Australian Secondary Teachers of Sexuality Eduna®10) revealed that teachers (84%) are
positively satisfied with the school support thegeive for teaching sexuality education while
some teachers (91%) are generally satisfied wighctlrriculum they teach. Despite this high
satisfaction with the teaching curriculum resporidecomments reveal some issues with a lack
of guidance and clarity for curriculum planning.H& main issues | see is a lack of resources for
curriculum planning, the Vels curriculum is not siie enough about what should be taught at
different year level, it has vague statements atst@his makes it difficult to ensure all staff
follows unit plans and instead many who are uncotalide teaching it go off on tangents” A
survey respondent. The National survey recommeniled there should be recognized
legitimacy of sexuality education within the schaommunity, which in turn goes hand in hand
with the provision of adequate time and resourBebsools should be supported in following the
whole school approach in sexuality education thauld/ allow for more time and room to
discuss this important area with students, andr afigport where and when needed and in the
format that best suits the situation  Mational Survey of Australian secondary teachdrs o
sexuality Education, 2010). In their recommendaidehen and Oshodin, 2008) to their work
titled ‘Factors Affecting Health Instruction in Sewary Schools in Edo State, Nigeria” they
categorically stated that school authorities shawddsider health instruction important in the
school systems. Health instruction should be ba&aneith other instructional subjects in the

school for the sakes of fairness, equity and jastibich are entranced in the democracy.
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According to official Journal of the American Schddealth association, Vol78/2, Feb 2008
parents have argued to courts that they shouldvea gight to decide what topics to be taught to
their children in schools. Courts have rejected ttlaim distinguishing between the right of
parents to decide where to send their child to alcand the right of schools to decide upon the
actual curriculum. Parental freedoms do not encesiga fundamental constitutional right to
dictate the curriculum at the public school to whibey have chosen to send their children. For
example, in one particularly strong decision, thetm circuit Court of appeals held that a
parent’s right to control a child’s education “doest extend beyond the threshold of the school
door”. It was stated further in the journal that thecision which involved a specific challenge to
a school’s reproductive health curriculum, providasng support for school reproductive health
education programs. Of course, instructional methawt materials that conflict with
constitutional norms are not tolerated. Thus, aosklsystem that condones discriminatory
teachings related to protected classes (e.g.,cetiinieligious groups) may be required to change
its curriculum to avoid unwarranted infringements rights under the First Amendments
establishment and free speech clauses and thetéentih amendment due process (and equal
protection) clauses. School Health Policies andjras study of 2006 (SHPPS, 2006) indicated
that a successful and well coordinated school hgatigram is characterized by the presence of
administrators, teachers, other professional stafff school board members who view health
protection and promotion as an essential part efsithool’s mission; a school health council
composed of school, family, and community represtérdgs to ensure a planning process for
continuous health improvement; a school health dioator responsible for organizing and
managing the school reproductive health programd;sahool staff who help plan and implement

a full array of school reproductive health coursesyices, policies, and programs.
2.5. Teachers and Sexuality Education

In Switzerland secondary schools (age 13-14), corsdare shown to all pupils, and are
demonstrated by unfolding over the teacher’s fiagEor this, classes are usually separated into
girls-only and boy-only subgroups. Condoms aredisiributed, however, except among older
adolescents engaged in state-run non-compulsorgaéidn (age 16-17) (Wikipedia, the free
encyclopedia). In Slovakia Republic the contens@x education varies from school to school,

mostly being led by a teacher for a subject whrahglated to English would be Nature science
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(The subject covers biology and petrology). Theliquaf explanation also varies from teacher
to teacher and it is not uncommon that the teamdlezs on students asking questions. Classes
are usually divided into boys/qgirls, where girle arsually explained the necessary facts about
menstruation and pregnancy. Boys are shown a picugenitalia anatomy with description and
may ask questions. Generally, sex education leve&lovakia is quite poor, though the level
actually varies from school to school and reases ks mentioned above somewhere in the

issues of the school or the teacher (Free encydiape

Studies by (Lloyd and Grant, 2005) posit that poealth is the outcome of many forces beyond
a young person’s control, including the diseasarenment, family circumstances, and personal
vulnerability. However, individual behavior alsdedts health during adolescence. In particular,
unprotected sex and/ or early marriage, which ead to STIs, HIV/AIDS, and pregnancy, carry
many risks for young people, including most immesliathe risk of school dropout. In an in-
depth study of the role of school quality in schdapout and premarital sex in Kenya, (Mensch
et al., 2001) and (Lloyd et al., 2000) found the attitudes and behaviors of teachers towards
their students can affect the likelihood of pretadrsex while in school and the likelihood of
dropout, particularly for girls. This study, whidombined direct observations of teacher and
student behavior in the classroom with a commub#éged survey of adolescents and their
families, found that girls are likely to engagepiremarital sex and also more likely to drop out
when they are not treated equitably in the clagarodhus we would expect that students with
better resourced and more supportive families, @t ag students doing well academically and
receiving encouragement from their teachers woeldnore likely than others to take steps to
avoid the risk of dropout by either avoiding serga&ging in protected sex, taking steps to
terminate unwanted pregnancies before detectiopyessuring their parents to refuse or delay
early offers of marriage. Lloyd and Grant also obed that differences in behavior between
students and non-students cannot necessarily benadsto be caused by differences in school
exposure and experience, because common indivahalfamily factors may simultaneously
encourage school success and the avoidance obriskrly marriage among some, and school
failure and risk taking or early marriage amongeosh Nonetheless, differences in the duration
of school exposure and experience between studadtaon-students are likely to be among the
factors influencing the behavior of students and-smdents during their teenage years. The

mean grades attained by those currently enrollgically exceed the mean grades attained
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among the non-enrolled by 50 percent or more, siggethe possibility that differences in

exposure to the school environment could be imparta

Researches by (Varga and Shongwe, 1999) noteccauiitern that the task of teaching sexuality
education was often assigned as a means of purmstiméhe teacher and is a sad reflection of
its perceived lack of importance by school offisjadnd likely had extremely negative effects on
teachers’ attitudes and ability- and thus successenveying such information to students. The
choice of teachers engaged in sexuality and healtitation (Varga and shongwe, 1999) also
illustrates the lack of the school system’s endoesa for such efforts. The predominant

sentiment among those interviewed was that evaathers had been well-trained or supported
sexuality or life skills education, they would ewgaly fail due to the unsupportive atmosphere
in the school systems and negative attitudes af theeriors; many of whom were said to

consider sexuality and health education wasted tiorapared to examination subjects. The
principle of academic freedom which is importantprotecting students’ rights to learn and

teachers’ educational practices is always contredesince the teachers are not permitted to
transform the prescribed curriculum into somethitiger than what the school intends it to be
(official Journal of the American School Health Asgtion, Vol 78/2, Feb, 2008) especially in

public schools where state and local school boaxdscise a great deal of oversight over the
curriculum. Public school teachers do not have dhraditude to teach outside the prescribed
curriculum. For example, they may lack authorityassign texts from outside the standard
curriculum or to choose their own classroom managgntechniques or pedagogical methods.
Academic freedom does not protect a teacher framtdtions imposed by school policy on the

nature of biological and sexual education providedstudents. (Varga and Shongwe, 1999)
further reveal that school-based sexuality edunaitioschools was generally neglected and it
became a task left to non-governmental organizatitdéGOs) and other agencies which give
occasional lectures. Such organizations enteregb¢slonly at the behest of school officials, and
thus sexuality education from these sources wasdmoand of varying quality. In contradiction

of this, according to findings of the National Seyvof Australian Secondary Teachers of
Sexuality Education by (Smith et al., 2011) teashesed class discussion, information session
and small group work when teaching sexuality edanafThe least common teaching methods
on the other hand were inviting an outside speakmning excursions and other methods, they

stressed that teachers seldom or never used thed®wads and in majority of classes values
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clarification, interactive sessions and fictionakts or case studies were used in classroom

teaching.

Whether and to what extent sexuality educatiomuglit at a school can be influenced by many
factors. Research shows that time constraints mvithe curriculum, lack of resources and
training, and external pressures such as parentacammunity needs are likely to occur and
affect teachers’ comfort, confidence and willingnés teach sexuality education (Cohen, Byres,
Sears and Weaver, 2001) and (Alldred, David andtf§n2i003). According to *1 National
Survey of Australian secondary Teachers of Sexu&ducation of 2010 had comments of
respondents which demonstrated some of these igkem@died such as:

“Most teachers feel uncomfortable with the finestalls and do not have the available

pedagogical in sexual education”.

“A major issue is that Health education is taughnhbn-trained teachers, and health education is
considered a ‘filler’ subject so there is too muehcher turn over each year and therefore not

enough consolidation of health education teachiilis s

“I really enjoy teaching sexuality education anallédw VELS but these guidelines are not
specific enough for each and every lesson planswvallowing for individual class learning
needs.”In the same survey teachers stated that #dineyable to teach certain sexuality
topicsbecause they are not included in the cummubnd that there was no enough time.
Someteachers indicated a perceived lack of trajniagources or by management/policy for
teaching sexuality education.The National Survexaéed that most teachers did not think that
providing young people with information on birthntml and safe sex encourages them to have
sex (NSAST, 2010). Comforting was that teachersaarare of the importance of teaching about
feelings and relationships as a good foundatiomelp students manage their own sexual health
and safety. Same sex issues as a part of sexadliyation and therefore should not be excluded
from sexuality education at school. According te #ame survey it is positive result to note that
teachers wished that sexuality education shouldffigally included in the school curriculum

and that it should be part of the mandatory contehealth education.

It is essential that teachers are adequately pedparteach sexuality education confidently and

effectively and know how to assess student leari@mith, Schlich horst, Mitchell, Walsh,
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Lyons and Blackman, 2011), noted that most teachemashing sexuality do not have any
trainings and majority of them relied on in-servitaining to help them prepare for their
teaching. With in-service training being specializen selected topics rather than offering a
holistic approach and being mostly provided by exkorganizations, quality control of training
is very difficult to achieve.UNESCO evidently notbat sexuality education is more effective if
begun before the onset of sexual activity(UNESC@R. In Australia the average age of first
sexual intercourse is 16 years, (Rissel, Richtralich, Visser and Smith, 2003) which implies
that some education in the first two years of sdaoyn schooling, if not earlier, would be
important and appropriate. On the other hand séyuaducation should be continued in years
11 and 12 of schooling in order to support youngltadin this stressful and challenging time.
Senior high school students commonly report mogguent interactions with romantic partners
(Lauren and Williams, 1997). The percentage of estt#nt who report having romantic
relationships increases during their teenage ye#ins70% of 17 years-olds having had a special
romantic relationship in the previous months (Sm&taCompione and Metzger, 2006). It is in
the last years of schooling where students neepostipn managing relationships and feelings in
order to maintain a healthy sexual and successfablemic life. (Mulama, 2006) in her
conclusion in the report to Africa Regional SextyalResource Centre noted that subjects
covering topics in HIV and reproductive health emtian have been embraced in the school
curriculum . However, there is evidence that teeshee not able to go beyond cultural taboos of
sexuality and teach these topics effectively. Thes led to failure of such programmes
sometimes simply because teachers have their cage®iwith regard to teaching sexuality and
in some cases add their own values and attitudes wlbing so. The success of school based
HIV, life skills and reproductive health educatienlikely to be realized if teachers receive
sexuality education. Since the current Kenya seagndyllabus is infused and integrated with
selected topics from the field of sexuality, maiiliv/AIDS and reproductive health which do
not comprehensively cover all the necessary themesexuality. Mulama said that the
responsibility of teaching infused and integratesluslity messages profession to teachers who
have no such training means that the issues matorim# handled competently; and there’s the
likelihood that they receive less attention. Theneéed for specialized training on sexuality in

for teachers during their trainings or in-servig@rting (Mulama, 2006).
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There are different gender socialization procegsesadolescent boys and girls in Uganda.
Traditionally, discussion of sex and other reprdatgchealth matters between adolescents and
adults has been restricted to certain topics andingpeople (Neema, Nakanyike and kibombo,
2004). For adolescent girls among the Bantu etbroaps of Uganda, the traditional channel of
communication about sex has beendtr®a (i.e., the father’s sister or aunt) (Muyinda Hakt
2007), while for adolescent boys community eldeasehfulfilled this role in some settings
(Kirumira, 1998). Given the HIV/AIDS pandemic, patal guidance and communication on
such issues is mentioned in many countries as aoriant protective factor. Yet there is little
adolescent-parent communication in Uganda todayisalaigely a function of social and cultural
norms prohibiting direct communication about sexualtters between parents and adolescents
(Neema, Nakanyike and Kibombo, 2004). The pateaust (senga) figure is being revived,
especially in the central region of Uganda (Gagelfland Neema, 2002). Some recent
initiatives, for instance, by the baganda Kingdoavéhtried to use the existing structure of the
senga to improve adolescents’ access to reproductivéithedgormation and other resources for
healthy sexual behavior decision-making and to emgpg/oung girls with the skills to say “no”

to unwanted sex, negotiate safer sex and delay se&ual debut if they were not yet sexually

active

Various international and national organizationgehdeveloped interventions aimed at behavior
change and service delivery strategies for adofsceThese organizations (and their
interventions) include the UNICEF (basic EducatiGhjld Care and Protection, and Adolescent
Development), UNFPA, Programme for Enhancing Admes Reproductive Lives, the family
Life Education Programme, and delivery of Impro&efvices for Health, which has provided
services aimed at improving adolescent use of temtive health services in public health care
facilities. UNFPA- supported NGOs contributed tocremsing awareness, motivation and
adoption of safe reproductive health behaviors erwgeased accessibility and utilization of
reproductive health services. The goal of the &ffgpearheaded by these organizations was to
contribute to the reduction of adolescent reprastadiealth problems including the incidence of
HIV/AIDS, other STIs and unwanted pregnancy in Wimthrough a multi-sectoral, nationwide
scaling up of services (Neema, Nakanyike and Kibmn2i004).
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Studies in teacher training on aspects of sexuahtyw that it is necessary, urgent as well as
effective. Studies cited in (Tijuana et al., 200¢)ich were carried out in various sub-saharan
countries have shown that teacher training on digxuend HIV which positively impacts on
teacher sexual health, attitudes, nurtures posditreides on issues of young people’s sexuality
and revealed major gaps in teacher attitudes, letyel and practices necessary for the success
of the HIV/AIDS and life skills programmes (key cponents in sexuality education), to be
introduced at the time in primary schools and teactraining colleges. In Zimbabwe,
(Chifunyise et al., 2002) evaluated a four- yea¥ AIDS education given to teachers in training
institutions which was aimed at changing both th&cher's own behavior as well equipping
them to teach it once they had graduated. The studachers reported that they had also learnt
skills in their negotiation for safer sex. Studi®s(Mulama, SLD Fellow, 2006) indicated that
the decision of inclusion or exclusion into eduaa#l curriculum is tied up to societal change.
She states further that this is a responsive waytaculum development and can be seen in the
way that HIV/AIDS education was included into mostriculums only after it became a threat
to human life. (Parker and Aggleton, 2005) citedhair study underscore that indeed societal
values play a role in this process as curriculumes expected to have the wider goal of
socializing the learners into society. (Rabenor@)4) on study conducted in Bestimisaraka
region of Madagascar where culturally,’sex’ is &da subject, shows that this cultural trait
affected the sexuality education offered in schediech was widely considered “useless” partly
because many dropped out before joining the uplasses where it was taught. Though it was
not mentioned in the report, teachers in such aallbackground are likely to be unwilling to
cover sexually topics within the classroom frealiséer, 2005) on an evaluation in South Africa
on the implementation of life skills and HIV/AIDSlecation found that the programme failed
because of teachers’ non-commitment, poor teaghgsi relationships, negative attitudes of
teacher about teaching ‘sex’ as well as the unaledstg by the teachers that their role was to
impart knowledge and not get emotionally involvedthwthe learners. In support of Viser
findings an earlier study by (Varga and Shogwe,9)98dicated that teacher trainings were
offered which consisted of half-day seminars predithy doctors or university lectures, and was
primarily on reproductive health facts. One formencher who attended such a seminar
described the experience, “They had something ilkepeakers during a day that lasted from

8.a.m. in the morning until 2.p.m. in the afterno&®dhat can you get from such a packed
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timetable? None of them had experience with childog teaching- lots of theory and no
practice...... " In their conclusion, (Tijuana et aRP04) offer that an effective sexuality
education, training for teachers has to first hamempact on the teachers before they gain the
confidence needed to teach topics they considaitsenand controversial.

At the Association for the Development in EducatianAfrica Bi-Annual meeting (ADEA,
2001) which, had the goal of finding which apprcestho the teaching of HIV/AIDS education
was the more effective, different Ministries of [Edtion in sub-Saharan Africa reported that
education systems were paying more attention tcoeldping student training curricula as
opposed to the training of teachers to use thaccilarwhich was a recipe for failure. The report
recommends the need for policies and programmasgart requisite skills so that teachers may
feel confident to teach about HIV/AIDS and issuésexuality. The curricula should also be
sensitive to socio-cultural settings that the teastare going to work in. Mulama in her Post-
Sexuality Leadership Development Fellowship Repawhcludes that according to WHO
definition of sexual health which describes it as@mpassing more than the bio-medical aspects
of human health; ‘...not just the absence of disedgsfunction or infirmity requires that all the
other aspects of sexuality are addressed to alipgravhere sexuality education is offered
(Mulama, 2006). She stated further in her conclusimt teachers are already beneficiaries of
other forms of education where partial topics immlan sexuality are covered. As a sexual right,
teacher trainees have the legal right to comprehersexuality education. (Tetteh and Ladha,
1998) had also observed earlier that one of thélectyges to the implementation of Life skills
and HIV/AIDS Education Programme for secondary sthoy Planned Parenthood Association
of South Africa (PPASA) is the limited capacity teichers to implement the programme, with
the teachers themselves lacking the life skills/thee trying to teach. In filling this skill gap
observed by Tetteh and Ladha of 1998 the Departroehtealth and Education took a joint
responsibility for further training, and organizembnsortiums of local experts to offer
programmes and at the end of 1997/1998 financiat, y&ver 9, 000 secondary school teachers
had been trained to offer life skills programmaessupport of the above initiative (Varga and
Shongwe, 1999) observed that in Natal periodicheatraining initiative took place and were
often run in connection with trainers from Natalb¥ncial Authority but differs slightly in
methodology in that according to Varga and hiseagle the school principal and 2 teachers

were trained. Training periods were short, lastrogn a half-day to 3 days. To our surprise the
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trainers maintain that such trainings were ineffecdue to first, they were too short to be
thorough as many teachers lacked basic reprodubtaéh knowledge to be able to teach the
subject effectively. Second, and perhaps more itapar it appears many teachers were
themselves uncomfortable with sexuality-relatediess and the training periods did provide
them with sufficient time to overcome personal teasrin this regard, much less be prepared to
discuss such topics with students. Other concemaghee teachers given the task of teaching
sexuality education and according to a teacher hdwb been in this programme, “Sexuality
education was the responsibility of guidance teesgshenior staff members, or those out of favor
with the principal. Guidance teachers were the dagyground for all unpopular subjects and
junior staff members who are often recent trainiogllege graduates and who were
inexperienced. Varga and Shongwe, further revelatdsexuality were often conducted during
school “guidance periods”. However, as the topics waot an examinable subject, such
instruction was often erratic and lax. One formeaitall Province Authority official described the
situation, “As the year progressed and things gotenharried and time became short, periods
which were supposed to be used for sexuality educatere neglected in favor of subjects that
needed more attention in preparation for examinatidhe guidance periods in schools were
generally a melting pot issues, and often sexualitycation got pushed to the side when higher

priority issues came up”.

Despite sexuality education beginnings in most séaoy schools, the initiatives were not
generally sustained and another problem teachewsuatered in attempting to teach sexuality
and life skills was their inability to handle myplie, and often conflicting roles; to be both
academic disciplinarians and friendly facilitatdos students’ life skills enrichment. Teachers
reported being ill at ease with such “role reves’sal the school context, and felt students were

also confused by such dynamics (Varga and Shont®8s).
2.6. Teaching and Learning Materials

Whenever there is an outcry of unintended pregnasrcgn infection of STIs or a case of
abortion, the first question that comes to mind/lgy was the contraceptives not used in the first
place. Such a concern is informed by whether girld boys have access to contraceptives
whenever they need them. And whether they are empmvwith appropriate information on

how to use them and exercise equal power to makh shoices. If these were in place,
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unintended pregnancies, STIs infections and unsdfertion would a thing of the past.
According to a 2007 report of a study ordered by thS Congress showed that in the U.S.
between the years 2005 and 2006 birth rate foratgens aged 15-19 rose to 3 percent, from 40.5
live births per 1,000 females aged 15-19 in 20081® births per 1,000 in 2006. This follows a
14-year downward trend in which the teen birth fateby 34 percent from its all-time peak of
61.8 births per 1,000 in 199Mt{p://www.cdc.gov/r071205.htinThis explains why proponents

of comprehensive sex education, which include theeAcan Psychological Association argue
that sexual behavior after puberty is a given, @ns therefore crucial to provide information
about the risks and how they can be minimized; @ieg claim that denying teens such factual

information leads to unwanted pregnancies and STIs.

In the U.S.A. schools must develop and adopt psdidiand notify parent of these policies)

concerning a parent’s right to inspect any instamal materials to be used in the educational
curriculum, any survey that will be administered disseminated by the school, and any
instructional materials used in connection with aoywey, analysis, or evaluation. Moreover, no
student can be required to participate in a suraaglysis, or evaluation funded in whole or in
part by educational department that reveals inftionaconcerning, among other areas, mental
or psychological problems of the student or thedest’'s family or sex behavior or attitudes

without prior consent of the student if the studisnan adult or an emancipated minor Official

Journal of American health Association, 78, No.F2b, 2008). In the same Journal of the
American Health Association it is indicated thatthe multiyear review of the abstinence only
program which was released in the year 2005 (Maletral., 2005) and Government

Accountability Office (GAO) report released in 200@scribes the over-sight of federally-

funded abstinence-until-marriage education prograpegifically on the efforts by Department

of Health and Human Services (DHHS) and statessess the scientific accuracy of materials
used in abstinence-until-marriage education prograand efforts by DHHS, states, and

researchers to assess the effectiveness of absthueril-marriage education programs

(http://www.gao.gov/new.items/do787.pdist visited October 19, 2007).A survey condudied

Britain, Canada and the United states by Angus Reiolic Opinion in November, 2011 asked
adults respondents to look back to the time whewy there teenagers, and describe how useful
several sources were in enabling them to learn mboait sex. By far, the largest proportion of
respondents in the three countries (74% in Carfa, in Britain and 63% in the United States)
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said that conversations with friends were “veryfueor “moderately useful”. The next
reputable source was the media (television, bowksjies, magazines), mentioned by three-in-
five Britons (65%) and Canadians (62%) and more thalf of Americans (54%) as useful.
There were other striking differences on two otbaurces. While half of Canadians (54%) and
Americans (52%) found their sex education courseschool to be useful, only 43 percent of
Britons share the same view. And while more thah dfaAmericans (57%) say conversations
with family were useful, only 49 percent of Canadiaand 35 percent of Britons had the same
experience (Canseco, Nov, 2011). Sex Educatiorexa3 has been left to the individual districts
and the school districts do not distribute condamsonnection with instruction relating to

human sexualityHttp://www.statutes.legis.state.tx.us/Dpesid according to this senate bill of

1997 it stated that if instruction on contraceptaomd condoms is included in curriculum content
then contraception and condom use are supposetaugbt in terms of human use reality rates
instead of theoretical laboratory rates. But stsidiy Drs. David Wiley and Kelly Wilson
published the just Say Don’t Know: Sexuality Edimat in Texas Public schools

(http://www.tfn.org/site/Docservifound that majority of students receive no infation about

human sexuality except abstinence and the matesed regularly contain factual errors and
distort the truth about condoms and STDs. In viéwhese findings Texas State Representative
Mike Villarreal, stated categorically that they lkaa responsibility to ensure that their children
receive accurate information in the classroom,i@agrly when students’ health are at stake, he
was further quoted saying that they are dealintp wiyriad of problems in Texas as a result of
their sky high teen pregnancy rates. He asseridtliey cannot allow their schools to provide

erroneous information-the stakes are far too higtp{//www.house.state.tx.us/membend/ith

this in mind, many state legislators proposed hilsmprove the sexual education in Texas
Schools. These include:SB 852/HB 1624- In Febru2dll, Senator Ellis proposed The
Education Work bill. This bill would require schgothat teach sex education to provide
evidence-based, age-appropriate information thahasizes the importance of abstinence as the
only 100% effective method of avoiding sexuallyngmitted infections (STIs) and pregnancy,
while also teaching about contraceptive methods/tod STIs and pregnancy, HB 741/SB 515 —
In 2011, Representative Joaquin Castro and Mikdawvdal introduced a bill calling for
abstinence-plus sexual health education bill. Tihevould have medically accurate information,

including: abstinence, contraception, and whaeally takes to be a parent. The bill received a
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hearing but was left in committee and HB 1567/ ®B6L— Introduced in 2009 by Villarreal, this
bill would have required instruction on contraceptuse to be scientifically accurate when it is

taught as part of a school’s sexual curriculundidtnot receive a hearing.

In spite of these proposed legal frameworks, cathethools in Texas follow the Catholic
Church teachings in regard to Sex Education. Sopporeents of sex education in catholic
schools truly believe sex education programs aiegdmore harm to the young than good.
Research shows that sex education in the classtaarbe ‘dehumanizing and leads to neurosis’.
Opponents contend that children are not mentally emotionally ready for this type of
instruction. Exposing the young to sex educatioogmms may foster the students with the
preoccupation of sex. These research findings lead bontradicted by several studies (state of
the World Population report, 1997) and (UNFPA, 198tted that immediate investment in
adolescent sexual and reproductive health andsriBRHR) is a valuable step in achieving
basic human rights and sustainable developmentdaridg the & General Assembly Asian
Forum of Parliamentarians on Population and Develgt which was on 2 November, 2005,
UNFPA Director Thoraya Obaid stated that sexuadycation is one of the best investments a
nation can make a quick win that can go a long wastrengthening the capacity of countries to
fight poverty. Family Health International in 200&lso argued that evidence -—based
comprehensive sexuality education can play a drucla in supporting young people in their
(sexual) development, becoming responsible adults active citizens; it can help decrease
vulnerability to sexual reproductive health probsenncluding HIV/AIDS; it is crucial for
correcting ignorance and misconceptions about diégxuand reproduction. Family Health
International team in their report concluded tretuglity education is effective in helping young
people to choose for healthy lifestyles; delayingit sexual debut, safer sex and fewer partners
FHI Working Paper Series No. WP05-03.2005). An iearktudy by (Smith, Kippax and
Aggleton ,2000) also in their studies dispute ttend of the catholic church, they noted that
social aspects of sexual practice are often naudsed and they illustrated that condoms are
most likely to be incorporated into science-basadicula, using the didactic mode of teaching.
Typically, condoms do not form part of discussiafsinterpersonal sexual relations, while
interpersonal sexual relations, if discussed ataalll always fall within the skills-based mode of
education. They also indicated that when life-skitionstitute the mode of teaching about

condoms, it is typically as a fallback position whabstinence and fidelity have ‘failed’ (the
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ABC strategy). More importantly they stated thde-Bkills have the potential to deal with
interpersonal sexual relations, but it should mgaized that moral frameworks constrain the
ways in which sex can be explicitly discussed. Agauring the National Survey of Australian
Secondary Teachers of Sexuality Education a teasher was being interviewed commented
that due to early or young start to sexual actiwtyhe local community, young pregnancies and
high infection rates for STIs, it is important toopide students with factual, relevant sexuality
education programs from early primary schoolingptigh to higher education completion of
Certificate of Education {1 National Survey of Australian Secondary TeachdrSexuality
Education, 2010).Also studies by (Dawson, 1997)arjkham, 1998) and (Gold, 1999) cited in
the work of Idehen and Oshodin of the year 200@akthe significance of health instruction and
they concluded that health instruction is effectiwereducing many high-rates among young
people. But its overall effectiveness depends onynfactors such as the quality of teachers
providing health instruction, the available instiapcal materials in terms of textbooks,
pamphlets, posters and other available infrastratttacilities such as play fields, toilets,
comprehensiveness of the health education progrartime available for instruction, family
involvement and community participation in matteetated to health education (Idehen and
Oshodin, 2008).

In China and Sri Lanka, sex education traditionatiysists of reading the reproduction section
of biology textbooks. In Sri Lanka they teach tidren when they are 17-18 years. However,
in 2000 a new five-year project was introduced g China family planning Association to
“promote reproductive health education among ClEnesnagers and unmarried youth” in
twelve urban districts and three counties. Thiduited discussion about sex within human
relationships as well as pregnancy and HIV preean{China Development Brief, 2005-06-03).
The International Planned Parenthood FederatioRRJRand BBC World service ran a 12-part
series known as Sexwise, which discussed sex edncéamily life education, contraception
and parenting. It was first launched in South Amma then extended worldwide (IPPF, 2011).
The population and Family Welfare federation in I&ml provides all 15-year-olds an
introductory sexual package that includes an in&drom brochure, a condom and a cartoon love
story (Wikipedia, Free encyclopedia). In Januar@@0the French government launched an
information campaign on contraception to high sé¢istadents (UNESCO Courier). In Australia,

as per the findings of the National Survey of Aakén Secondary Teachers of Sexuality
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Education websites and DVDs are the commonly usaching resources though some teachers
also use choice media’'s DVD ‘It's your choice’, lalic Education Office documents,
contraceptive kits, self-made or self-collected enat, guest speakers and textbooks (Smith et
al., 2011).In a closer examination of the findimshe National Survey of Australian Secondary
Teachers of Sexuality Education by (Smith, Schhiohét, Mitchell, Walsh, Lyons, Blackman
and Pitts, 2011) reveals that time and resourcesti@n the depth of sexuality coverage. A
large proportion of teachers said they teach cohgmaive sexuality education but at the same
time they admitted needing assistance with the nseresitive and difficult issues including
sexual abuse, sexual orientation, communication reegbtiation, and dealing with emotional
issues. As topics become more personal it seeme agwmistance is needed in either teaching
strategies or teaching material. A serious issugefachers was that most of the current teaching
material was not up to date and did therefore ne¢tnthe needs of today’s students. Further,
since many teachers spent only little time teaclsiexguality education (between 1 and 5 hours
within a school year and year level) it seems Jiklat not all the topics that were said to be
taught, have been covered thoroughly. For moshefsocial aspects of sexuality to be taught
effectively teachers will need to apply participgt@nd interactive methods. These methods
however take more time in teaching; time that appeaaavailable to teachers. In support of this
observations, (Varga and Shongwe, 1999) had alserekd earlier that most teachers always
feel overwhelm by the awareness for the need fxuadgy education for students but inadequate
resources to provide such information. A formerdl&ducation Department official described
the “panic” with which House of Delegates teachesked for help. Without official House of
Delegates support, she described the Natal Educdé@partment’s limited means of responding
to such requests, “This put us in a difficult pmsitbecause it wasn't our territory, so to speak.
The studies of (Varga and Shongwe, 1999) furthezakthat lack of infrastructure and resources
are the major obstacles to efforts to offer sexyadiducation to students and this was
summarized in the comment of one of their respotsdes, “...When people really started
thinking about the issues which came up in the aktyuand life skills courses, many more
community problems surfaced-incest, rape, abuse.oplpe started talking about these
things...and the worst thing about it was that orfeeythad articulated and realized these
problems...they also found they had no resourcedadlaito solve these problems. There was

nowhere to turn except the misery of helplessn&smt good was a life skill if it only made you
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more aware of your helpless plight... and the misdryour community? The community just
couldn’'t cope with the workload and was completefyesourced, unable to deal with such
responsibilities and problems and their need tedieed”.In support of this sentiments studies
by (Eke, 1989) and (Idehen, 2004) reveal that noosintries that offer reproductive health
education or sexuality education, experience im@ropmplementation of the curriculum
components due to lack of infrastructureand insimnel materials where mainly the problems
identified by the researchers are responsible Herpgoor status of health education in school
systems. (ldehen and oshodin, 2008) also recomrdehdé health instruction in schools cannot
be adequately carried out without instructionaloteses. Government and school authorities
must therefore help to provide instructional maierirelevant and modern textbooks, pamphlets,
posters, computers and other related materialsléghmmiprovided for students by parents and
school management. It is significant to mentiort thavhatever function one finds oneself, the
most important factor is good health, if health lagking, productivity will be seriously
undermined. Thus every health education teacheXigeria has the potential for positively
affecting the health status of students. Furtheemmany students contend with health problems
that influence their ability to learn. For instaneeme students are not adequately fed; others
lack relevant vaccination and are vulnerable toiowsr infections and diseases such as

tuberculosis, measles, meningitis, malaria anccinfe hepatitis.

In Nigeria, Planned Parenthood Federation of Negegtimates that 30 percent of the maternal
deaths can be directly attributed to unsafe albarticargued that approximately 20 percent of all
maternal deaths are estimated to be due to abartiorplications and half of these are among
school girls (Planned Parenthood of Nigeria, 2008 also held that reproduction and sexual
activity are both facets of the biological natufehaman beings. Although sexual activities are
biogenic in nature, how people engage in them d¢sallp determined. A more radical approach
holds that no human thought is immune to the idginlng influences of its social context. For
example in South Africa reproductive health infotima is developed by health professionals
who are socially, physically (geographically), cudtlly and linguistically different from the
target population. This information is mainly deymtd within the strong biomedical model of
disease etiology, which is primarily concerned with cause of disease and reproductive health
information is coined using biomedical and healtimeepts and terminology that are not

understood by the target audience. This bio-medipploach to reproductive health information
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construction does not consider the culture andslagkevance and experience of the target

audience (Mbananga, 2002).

In Rwanda the Ministry of Education, Science, Texdbgy and Scientific Research
(MINEDUC) is conducting a program for HIV/AIDS cont called the IEC/STI/AIDS school
program that has contributed, among other thingstatsing awareness on STIs/HIV/AIDS
among school officials (inspectors and directorspdmary and secondary schools), pupils
during vacation camps and pedagogic facilitatdraldo supported the production of teaching
aids (training guides, school manuals, variousresfee documents) and IEC materials (posters,
video-cassettes) and to the creation of anti-Al08bg in the schools. There are early
interventions targeting young people in schoolsgakbta especially those in secondary schools
through school based programs such as the SchadthHeducation Project, Health Education
Network and Save Youth from AIDS. These programsu$ed on integrating HIV/AIDS in
school curricula and building the capacity of tesashto handle topics related to HIV/AIDS.
Currently programs such as free hotlines, Phorradio programs, internet and print media have
been initiated, targeted at school-going childrBinese programs help adolescents get answers
about various issues surrounding sex and sexualéyconfidential manner. In addition, several
community-based programs have integrated childsighotection awareness into their programs
to empower children and their parents to fightatlibuse. Strict laws including death penalties
for those convicted and proven guilty of sexual sbinave also been instituted (Neema,
Nakanyike and Kibombo, 2004).

Ugandan’s government aggressively implemented iatinos peer-support interventions between
1992 and 1998 mainly in secondary schoolsand tgrtstitutions. These programs emphasized
the formation of Aids Challenge clubs (which hatterschool debates on HIV/AIDS topics), the
provision of youth-friendly information, educatiamd communication materials and the training
of peer leaders and counselors. Since 1999, atinewative programs have been initiated such
as the programme for Enhancing Adolescent Reprodudtife; the Sara Communication
Initiative; the Naguru Teenage and Information @entBasic Education Child Care and
Protection, and Adolescents Development; and Straiglk Foundation. (Neema, Nakanyike
and Kibombo, 2004) said that these programs enhgogth skills in communication, sexual

negotiation, responding to peer pressure and dewvej@ositive relationships with the opposite
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sex. In addition, the programs help youth to aaglife skills for use in actual situations such as
responding to sexual advances, avoiding an atteimaige and making life long development
plans. Other initiatives include teaching improwdtision making and problems solving with
regard to AIDS, sexuality and health. Health sesitargeting adolescents are often limited to
schools. These services include curative servioddrdormation, education and communication
on growth and development through film shows, plagminars and talks. Yet there are other
locations of service provision beyond the schoofordmation, education and communication
programs found inschools, health units and religimstitutions mainly focus on HIV/AIDS and
other STIs, sex education, growth and developmidatskills education and behavior change.
There are also service being offered by NGOs, tlascand health care providers. Posters,

media talks and seminars are used to convey hie&tttmation to young people.

There was also Straight Talk Foundation commurocastrategy which targeted in-and out —of
—school adolescents. Mass media interventionsakeiafthe program messages through a weekly
30 minute English-language radio show broadcastMrstations addressing different adolescent
sexual and reproductive health messages includivgMDS. Sraight Talk (targeting 15-19 —
year olds) an&oung Talk newspapers (targeting 10-14 year-olds) are pratluc&nglish every
month for the in-school adolescenss.TeacherTalk newspaper is also produced for primary
school teachers to complement teacher traininglateacent sexual and reproductive health and
the Young talk newspaper. Information, education and communioatiaterials such as posters,
newspapers, and other newsprint are access cha&ratht Talkand Young Talknewspaper
supplied by Straight Talk Foundation have targetegchool adolescents with messages
concerning adolescent sexual and reproductive the@heated in 19933raight Talkcirculates

on a monthly basis and addresses issues of sgxualiationships, HIV and other STIs. The
newspaper publishes articles by and for young medphtures from health-care providers and
letters from readers. Videos, films and drama hasen used by NGOs, such as AIC and The
AIDS Support Organization, and by community healilorkers are another important
information, education and communication mediumol&dcents who go to health centers for
treatments are also given sexual health informatimanda (Nankunda et al., 2003) as a country
had several behavior change and communication gnogmwhich are for youths in and out of
school one of them is the Care and Support Projaith was started as a pilot project to address

out-of-school youth involved in transient tradesowliere not being reached with HIV/AIDS
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prevention, medical care and psychological/sociappsrt. Activities included monthly
discussions and home visits on adolescent sexdalegmoductive health topics carried out by 30
peer educators, a youth phone helpline and outraetohties from churches every Sunday. Two
particular challenges to the programs were thatr geRicator's need continuous refresher
training to strengthen and expand their counsebRdls and information, education and
communication materials were only available in Esigl which limited the number of people
who could read them. It is also right to note & ffoint that Ugandans have been lucky because
their president, Yoweri Museveni has been well kndar his crusade against HIV/AIDS. The
Presidential Initiative on Aids Strategy for Comnuation to the Youth, which intends to
improve HIV prevention support to the youth throagh the country by increasing and
sustaining HIV/AIDS education for school going youthas been drafted and debated.
Modalities for the initiative are already in plaaed will be headed by the Ministry of Education.
Following this initiative, the Ministry of Healtmformation, education and communication unit,
are developing assembly messages related to HI\NSAHMd pregnancy prevention for all
government schools. These messages are still fhaird the stakeholders are working on it to
come up with a book targeting mostly in school-gaaalolescents.

2.7. School sponsor and Sexuality Education

Most of the secondary schools in Kenya are broagignsored by churches of differing
denominations either during their initiation thrbugissionaries or school affiliation to church to
provide students with spiritual nourishment. Therefreligion has had a major influence in the
field of sexual reproductive health, most notalblg US Christian right and the Catholic Church
(and to lesser extent Islam). These groups havewleat is being described as a “backlash
against human rights” and in particular sexual @rogluctive rights (Long, 2005), and with
significant financial power, have wielded politigadwer and influence. Conservative attitudes
towards sexuality have led to US government fundesgrictions for services for sex workers,
and a promotion of narrow sex education programimegoung people focusing on abstinence
only as opposed to more comprehensive approachagyarly in Africa. The Vatican’s stance
against contraception has compromised the promaifocondoms for STI/AIDS prevention,
although this may be about to change (IPPF NewsdN@&mber 2006). Pro-life movements

linked to both have hampered efforts to reduce fenahortions. These religious groups have
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used concepts of “culture” and “tradition” to opposexual and reproductive health (Long,
2005). Angleton and Crewe in review of educatidatesl to sexuality portend that inclusion of
sexuality education within educational curriculunas had its share of controversy that is in one
hand there was arguments that teaching about sgxleslds to ‘experimentation’ and on the
extreme end, that since sexuality is central to dnuifife, its learning is necessary for the proper
development of human beings. At global levels, tmncern is that sexuality education
curriculums focus on the physical aspects of ‘sard modern sex practices which are
considered western and are being imposed on trortivpopulations. (Alldred et al., 2003) on a
study conducted in England found that sex andioglship education (SRE) was regarded with
low priority partly because of the anxiety arourek ssducation among parents, governors,

teachers and their pupils.
2.8. Theoretical framework

This study heavily rely on a theoretical framewdthkt includes social cognitions specified by
(Ajzen’s, 1991) theory of planned behavior, (Baradsyr1997, 2000) social cognitive theory and
(Berger's and Lockman’s) theory of subjective worlthich human beings are biologically
endowed to construct and inhibit. The first twodhes have proved to provide useful change
targets for sexual health promotions especialli resduction actions e.g.use of condoms. It
assumes that behaviors, including sexual behaw@dargely predicted by intentions, but with
skills and environmental conditions (barriers) agportant moderators. According to them
behavioral intentions which the youths normally iekhand commit risky behaviors are
functions of three factors namely attitudes towdhasactual behavior, social influences (such as
descriptive and injunctive norms, social encourag@mand pressure), and self-efficacy
expectations (the degree to which a person is oordi that he or she is able to carry out the
actual behavior. The theories further postulates thedback loops that imply that behavior is
not only a dependent variable, but also may infbeemterpersonal processes and personal
factors (Kok et al., 1996).

Although some have questioned the utility of suapties for adolescent sexual behaviors-based
on the presumption that adolescents engage in umgda impetuous sex- the empirical evidence
suggests that these cognitions also predict admiéscsexual behavior in both Western (Leif et
al., 2005) and non-Western countries ( BandaweFaster, 1996).
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Although many theories may contribute to the desigin educational implementations
programmes (e.g. theories about risk communicatiattitude change, and self efficacy
improvement), Social Cognitive theory (Bandura, @9®/as used as a point of departure for
intervention design in the present reproductive lthe@ducation implementation. Social
Cognitive Theory provides a broad variety of théioe# constructs that are associated with
behavior and behavior change, but its basic teaststhat behavior interacts with personal
factors and environments (reciprocal deterministhgt behavior is largely determine by
people’'s expectations and values regarding the omgs of the behavior (outcome
expectationand expectancies), and people’s expatsatoncerning their self efficacy and self
control as regards performing the behavior.Soc@gritive Theory has proved to be a useful
and effective framework for designing sex-educaporgrammes, including those targeting HIV
prevention (Kirby, 2002). Many, however, have qigestd the applicability of such a cognitive
behavioral model in cultures and contexts like ghoESub-Saharan Africa, basically because of
the importance of cultural factors and societalst@ints e.g. talking about sex is a taboo and it

is shrouded with death in some communities reggre@xual risk reduction.

The Social Construction Reality Theory indicatest fheople are socialized into cultural species
representing specific communities or societies.yTperceive, relate to, process, think about and
assimilate knowledge or information or educationelation to their own cultural aspects. People
living in impoverished, deprived and underdevelopeglas can construct very rigid subjective
worlds because of their environment which is notdiive to change. These people are able to
learn and institutionalize knowledge if it is braddwithin familiarity and cultural relevance of
their own. This means that whether people will reand change their sexual behavior on the
basis of reproductive health education or infororatwill depend on the cultural relevance of
this education or information to them. Thereforee tSocial Construction reality Theory is
summoned to testify on whether reproductive heatthcation or information disseminated is
constructed outside the reality of the target comitywor population can be effective or not.

The social Construction of Reality (SCR) theory eleped by (Berger and Lockman, 1967)
relates neatly to a critical analysis of reprodeetihealth information or education: its
development, dissemination, communication, intagi@n, understanding and utilization at both

institutional and target community levels. As faa @Nisdom, 1973) is concerned, Social
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Construction Reality is important because it exgdordeas that are central to the course of
knowledge, and the relationship between subjeane objective realities. Social Construction
Reality appeals to reproductive health informatereducation analysis due to its inclusiveness
of philosophical sensitivity to issues of ontolo@iie nature of reality) and epistemology (the
nature of knowledge; in this instance reproductiealth information or education) (Wisdom,
1973). Also, the significant realization of the ionance of everyday life (in the context of
reproductive health information/education, socitittal aspects), a central focus of Social
Construction Reality, makes it an appropriate aseful perspective in finding answers to the

prevailing problems associated with reproductivalthenformation/education.

Despite criticisms that Social Construction Rea{fBCR) is weak in addressing cognitive and
emotional aspects of everyday life (Mbananga, 20@2)s agreed that it remains the best
approach to the critical review of reproductive Itteaformation/education. Social Construction
Reality is relevant in this study because it death the reality as experienced by youths beyond
cognitions and emotion. Both cognitive and emoti@spects of youths / people are determined
and influenced by their socio-cultural environmelt. the framework of this inquiry, the
information in the question is reproductive heafitormation/education. Regarding this study it
will focus on aspects of reproductive health edocéexuality education that demonstrates the
relevance of Social Construction Reality in underding why youths/students in secondary
schools who have receive the education fail to nsakese of the information/education and why
reproductive health education/ information disseated to these youths/students does not
change into desirable risk reduction behavior.
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2.4. Conceptual Framework
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2.5. Summary of Literature Review

The literature of past studies related to factoflséncing implementation of reproductive health
education has been reviewed in relation to schoolrriculum, school
management/administrators, resource persons, tepcnd learning materials and school
sponsor. The theoretical framework related to faciofluencing the implementation of the
reproductive health education has been discusse@lly= conceptual framework has been
developed; it composed of independent variablespemgent variables, and the
intervening/moderating variables. In spite of tkeesal researches that have been carried out to
examine the issues and problems pertaining to mgteation of reproductive health education,
none have attempted to address the role of schaolagers, teachers, sponsors and school
curriculum. Although (Shuck Smith and Wood, 1998ptgd in Idehen and Oshodin work of
2008 had earlier reported that administrative fact@ve little or no influence over reproductive
health implementation in schools. This study i®mied to bridge the gap in knowledge about
what factors influences the implementation of rejiciive health education in public secondary

schools in Uriri District and Kenya at large.
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CHAPTER THREE
RESEARCH METHODOLOGY
3.1. Introduction

This chapter represents a detailed descriptioresédarch design, target population, sample size
and sampling procedures, research instruments, atdiection procedures, and data analysis

techniques.
3.2. Research Design

This study was conducted through descriptive suresgarch design method. As per an earlier
report by (Bowling, 1999) the survey research esmlthe collection of detailed and factual
information. The survey research also describestiagi phenomenon and it also justifies current
conditions and practices. The study was concernéll imvestigating factors influencing
implementation of reproductive health educatiors@ondary schools in Uriri district, Migori
County. It was specifically intended to investigat®w school curriculum, the school
management, the resource persons, the teachingpaming materials (resource materials) and
the school sponsor influence the implementationregfroductive health education/sexuality
education in secondary schools. The design enablddpth study of the variables to gain more
insight in the implementation of reproductive hieatiucation/ sexuality education in secondary

schools in Kenya.
3.3. Target Population

The target populations consisted of 17 public sdapon schools in Uriri District where
reproductive health education is being implemersted all the school administrators/managers
that were 17 principals and 17 deputy principalsckee34 school managers/administrators, 116

teachers would be targeted thus a total of 15@tadypopulations.
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3.4. Sample Size and Sampling Procedure
3.4.1. Sample Size

The sample consisted of the 17 secondary schoaés;sthool managers were purposively
sampled since they hold critical information tosttstudy and according to (Mugenda and
Mugenda, 2003), populations which were less thasHfild always be taken as sample. For the
teachers from the secondary schools a sample gfev€@nt was taken which brought to 85

chosen from the target population of 120 (Ary, 197Phus a total sample size of 108

respondents was picked for the study that is 23388=The sample was calculated using the
formula by Fisher et al. (1983) for determining Hanple size when the population is less than
10,000. The confidence interval will be 95% andagm error of 5% where

nf- desired sample size. (When the target populasidess than 10,000)
n-desired sample size. (When the target populationdre than 10,000)

N-the estimate of the population size

n= Z°pq
d

Where:

n-the desired sample size

z-the standard normal deviate at the required 958fidence level (z=1.96 CI)

p- The proportion in the target population estimatetave characteristics being measured.

q=1-p

d-the level of statistical significance set

49



Therefore will be:

N= (1.96¥ (0.5)(0.5)

(0.05)

= 3.8416(0.5)(0.5)
0.0025
= 400 respondents
The desired sample size ‘N’ is 105 respondents.stneple size is worked out below:-
Nf = 400
(1+400)/108

=108 (A sample size of 108 was usedHis study)
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3.4.2. Sampling Procedure

Table 3.1. Sampling procedure

Wards West North Central South East Total

Kanyamkago Kanyamkago kaaynkago Kanyamkago kanyamkago

Targeted Schools 3 3 2 6 2 17
Targeted School

Managers 5 8 4 8 5 30
Targeted Teachers 10 31 10 55 14 120
Sample School

Managers 4 6 3 6 4 23

Sample Teachers 7 22 7 39 10 85

Source: Field Data

The study employed stratified random sampling tegha to select the sample. The stratified
sampling involved dividing the population into hogemous sub-groups and then taking a simple
random sample in each sub group. To increase @iffigi, it was also important to treat
homogenous parts of the population as populationisgir own rights. Each homogenous part of
the population is referred to as a stratum and lemgndom samples were taken from each
stratum independently of each other (Mugenda andevida, 2003). In this study the schools
were clustered and the population stratified intmds. The schools were then randomly selected
to provide proportional random representation. 8@men secondary schools were used as study
sample. These institutions, their managers/admaists, the teachers, were used as respondents
for the study because they constituted the moslilyeaccessible source of information about the

implementation of reproductive health educatiothmse schools.
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The choice of stratified/proportional random samglivas to ensure proper representation of
each of the homogenous subgroups in the sample. afOfte targeted teachers and school
managers/administrators were sampled then compkisus was applied to have eighty five
teachers’ respondents and twenty three school neaslagministrators thus a total of 108

respondents.
3.5. Research Instruments

The study used questionnaires for data collectgindies by (Bowling, 1999) revealed that the
use of questionnaire for survey research was tkeibstrument for collecting data because as
surveys are normally carried out in natural seffjrguestionnaire increases the external validity
of the study. The questionnaires were administeyesthool managers/administrators and school
teachers. The questions were developed based omiation and experiences derived from
review of literature on reproductive health/sextyaéducation implementation strategies. The
selection of the tool was also guided by the natdithe data to be collected, availability as well
as the objective of the study. The questionnaire used since the study was concerned mainly
with variables which could not be observed direstigh as views, opinions and the population
was literate they were not having the difficulty rasponding to the question items. The
guestionnaire had section A which contained fourteet of questions which was answered by
school administrators/managers and teachers aribrsé® which carried three question items

and was answered by sampled teachers. In tot& Where seventeen sets of questions.
3.5.1. Piloting of the Instruments

Piloting is a mini or preliminary study undertakém establish the effectiveness of a study
research instrument (Mugenda and Mugenda, 2008)e#$tra sample should be between 1% and
10% of the study sample size (mugenda and mug@@@a) in this study a pretest was done to
11 that is 10% of sample size of 108.

3.5.2. Validity of the Instruments

In order to ensure the validity of the instrumerdslf-structured sets of questionnaires was
referred to curriculum experts, reproductive heafflncation experts and psychologists from the
University of Nairobi for vetting so as to ensuts appropriateness, relevance and clarity,
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adequate coverage of the research objectives agdrpeiew.This helped in content validity

process of the instruments.

3.5.3. Reliability of the Instruments

After the revision and validation of the reseanm$tiuments test-retest measure of reliability was
applied to the two set of questionnaires to theupadn that was not sampled.Here the research
instrument was administered to the same respondentsimes. After the first administration,
sometime was allowed to elapse in this case twokwedapsed, long enough to eliminate
respondents by remembering the responses givdmeifirst round. The score on the two sets of
measures were then correlated to obtain an estintatefficient of reliability. The coefficient
was computed using the Spearman rank order coomlad positive correlation coefficient for
the questionnaire of over (r) 0.75 was judged hegbugh to consider the instrument reliable

(Orodho, 2009). For this study it was found to thence the instruments were reliable.
3.6. Data Collection Procedures

Copies of the questionnaires were personally adite@red to the respondents. Before the consent
of the participants was sought, the participantsevedlowed to participate voluntarily and they
had the right to withdraw partially or completelprn the process. Confidentiality of the data
provided by individuals or/ identifiable particiggnand their anonymity was maintained. The
participants/correspondents were allowed to reat¢hé way in which the researcher wishes to
collect data. Privacy of the respondents were uphslnone of the participants was harassed, or
induced to participate, they were not contactednaeasonable time and place, the participants
determined when to participate in the data colbecprocess and the participants were guided to

answer the questions.
3.7. Data Analysis Techniques

The completed sets of questionnaires were colleeted analyzed using cross tabulation
correlation since the data were in nominal form. Wauld classify the variables into two or
more categories and then cross classify the varimbthese sub-categories. Then we sought of

the relationship between them (Kothari, 2003).
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Table: 3.2. Operationalization Table

Objective Type of | Indicator Level of | Data Analysis
variable Scale Collection technique
method

To establish the Independent Testing, Nominal guestionnaire  Quantitati
extent to which Time-tabled, and
school curriculum Examinable Qualitative
influence and Non-
implementation Examinable
of  reproductive subjects
health education
in public
secondary schools
in Uriri District of
Migori County
To determine the Independent Support  to] Nominal Questionnaire Quantitative
extent to which teachers, and
school Availability Qualitative
management of learning-
influence teaching
implementation materials,
of  reproductive Biasness
health education towards the
in public examinable
secondary schools subjects anc
in Uriri District of other
Migori county supports

towards the

RHE
To investigate IndependenPracticing, Nominal QuestionnaireQuantitative
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how teachers teaching,
influence methodology,
implementation reason  fon
of  reproductive teaching
health education RHE

in public

secondary schools

in Uriri District of

Migori County

To establish the Independent Source, Nominal Questionnaire Quantitative
extent to which availability,
resource materials Type and
influence Usage
implementation

of  reproductive

health education

in public

secondary schools

in Uriri District of

Migori County

To determing Independent Support to Nominal Questionnaire Quantitative

how the schoo
sponsors
influence
implementation
of  reproductive
health educatior
in public
secondary school
in Uriri District of

Migori County

[72)

teachers &
students
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CHAPTER FOUR
DATA ANALYSIS, PRESENTATION, INTERPRETATION AND DIS CUSSION
4.1. Introduction

This chapter presents the analysis of data, prasemtas well as their interpretation and
discussions. The data from the questionnaire wasepted using the frequency tables in section
(A) which had the demographic characteristics athgtrosections are presented using the chi-
square tables basing on the research hypothesmnti@aiive data was analyzed using SPSS
version 19 both for windows, while qualitative datas presented by way of narration.

4.2. Response Rate

Response rate is the observed questionnaires eecéiom the field by the respondents. The
researcher administered 108 questionnaires; thase 9¥.2% questionnaire return rate that is
three questionnaires were not returned, hence @bewkre analyzed. According to (Mugenda
and Mugenda, 2003) for returned rate of 75% andalbor descriptive statistics is satisfactory
for analysis. Thus, this study which is descriptimenature, the return rate of 97.2% is very

satisfactory
4.3. Demographic characteristics of the respondents

The researcher collected demographic informatiomfthe respondents. This was achieved by
assessing respondents’ gender, age bracket, nstatak, and level of education, employer and

finally the profession.
4.3.1. Distribution of respondents by gender

Table 4.1: Distribution of respondents by gender

Frequency Valid Percent
Male 74 74.1
Female 27 25.9
Total 105 100.0

56



74.1% were males and 25.9% were female respondgtiie sampled population.
4.3.2. Distribution of respondents by age bracket

Table 4.2: Distribution of respondents by age bracét

Frequency Valid Percent
Valid 20-30 31 29.5
31-40 25 23.8
41-50 26 24.8
51 and above 23 21.9
Total 105 100.0

Majority of the respondents were of 20-30 yearstbht is 29.5% followed by those of the age
41-50 that is 24.8%, then those of the age 31-&4bsyeld that is 23.8% and finally those of the
age 51 and above that is 21.9%.

4.3.3. Distribution by marital status

Table 4.3: Distribution of respondents by marital $atus

leency Valid Percent
Valid Single 23 21.9
Married 82 78.1
Total 105 100.0

78.1% were of the respondents were married and2®6re single.
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4.3.4. Distribution of respondents by Level of Eduation

Table 4.4: Distribution of respondents by Education

Frequency Valid Percent

Valid Degree 105 100.0

All respondents were degree holders.
4. 3.5. Distribution of respondents by employer

Table 4.5: Distribution of respondents by employer

Frequency Valid Percent
Valid Tsc 86 81.5
Bog 19 18.5

Total 105 100.0

81.5% of the respondents were employed by TSC wildl&% were employed by the board of

governors.
4.3.6. Distribution of by profession

Table 4.6: Distribution of respondents by professio

Frequency Valid Percent
Valid Teacher 104 90.5
Others 1 9.5
Total 105 100.0

90.5% of the respondents are teachers by profesgida 9.5% are not trained teachers.
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4.4. Factors influencing implementation of reprodutive health education in public

secondary schools

This section presents findings from data collecedhe main theme of the study (reproductive

health education and the factors influencing itplementation.
4.4.1. Influence of school curriculum

Table 4.7. Teaching of reproductive health educativas a special session

Observed N Expected N Residual
Yes 74 35.0 39.0
No 31 70.0 -39.0
Total 105

Table 4.8. Test Statistics

Special Session

Chi-Square(a 16.67
df 1
Asym Sig. .000

0 cells (.0%) have expected frequencies less tharh® minimum expected cell frequency is
35.0.

4.4.1.1. Interpretation of output from chi-square

In the first table the observed frequencies fromdhta are presented, showing that 74 out of the
105 (70.5%) are taught through special session.ekpected N from the specified (33.3%) is
given. In this case, 35 cases were expected, WHileases were observed.

The test statistics table reports the results efcthi-square test which compares the expected and
observed values. In this case, the chi-squareinestates there was significant relationship
between special session and implementation of degtive health education in the current

sample of (70.5%) as compared with the value of3@3 that was hypothesized, chi-square (1,
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n=105)=16.7, p>0.00. This means that special sesdmad influence of reproductive health

education in schools.

Table. 4.9. Reproductive health Education taught byegular teachers (Timetabled)

Observed N Expected N Residual
Yes 27 35.0 -8.0
No 78 70.0 8.0
Total 105

Table. 4.10. Test Statistics

Regular Teachers (Time Tabled)

Chi-Square(a) .667
df 1
Asymp. Sig. 414

A 0 cells (.0%) have expected frequencies less tharhe minimum expected cell frequency is
35.0.

4.4.1.2. Interpretation of output from the chi-squae

In the first table the observed frequencies fromdhta are presented, showing that 27 out of the
105 (25.7%) are taught through regular teachers. édpected N from the specified (33.3%) is

given. In this case, 35 cases were expected, Rfiilases were observed.

The test statistics table reports the results efctii-square test which compares the expected and
observed values. In this case, the chi-squareridgiates there was no significant relationship
between regular teachers (timetabled) and impleatient of reproductive health education in
the current sample of (25.7%) as compared withvéhee of (33.3%) that was hypothesized, chi-
square (1, n=105)=0.7, p<0.414
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Table .4.11. Reproductive health Education taught @integrated/infused in other areas of

the curriculum

Observid Expected N Residual
Yes 58 35.0 23.0
No a7 70.0 -23.0
Total 105
Table 4.12. Test Statistics
Integrated/Infused
Chi-Square(a) 6.000
df 1
Asymp Sig. .014

A 0 cells (.0%) have expected frequencies less tharhe minimum expected cell frequency is
35.0.

4.4.1.3. . Interpretation of output from the chi-sqiare

In the first table the observed frequencies fromdhta are presented, showing that 58 out of the
105 (55.23%) are through integration or infusediimer examinable subjects. The expected N

from the specified (33.3%) is given. In this ca3®&,cases were expected, while 58 cases were
observed.

The test statistics table reports the results efcthi-square test which compares the expected and
observed values. In this case, the chi-squareinesgtates there was significant relationship
between integration or infusion of reproductiveother examinable subjects and implementation
of reproductive health education in the current@anof (55.23%) as compared with the value of
(33.3%) that was hypothesized, chi-square (1, n=88, p>0.014. This means that examinable
subject influences the implementation of reprodigchiealth education
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Table 4.13. Physical Education taught as Non-Examable subject

ObsedvH Expected N Residual
Yes 102 35.0 67.0
No 3 70.0 -67.0
Total 105
Table 4.14. Test Statistics
Physical Education
Chi-Square(a) 37.500
df 1
Asymp.Sig. .000

A 0 cells (.0%) have expected frequencies less ha’he minimum expected cell frequency is
35.0.

4.4.1.4.Interpretation of output from the chi-square

In the first table the observed frequencies froen dlata are presented, showing that 102 out of
the 105 (97.14%) that physical education is taaghhon-examinable subjects. The expected N
from the specified (33.3%) is given. In this ca3®,cases were expected, while 102 cases were

observed.

The test statistics table reports the results efcthi-square test which compares the expected and
observed values. In this case, the chi-squareinestates there was significant relationship
between implementing physical education as non-éxalte subjects and implementation of
reproductive health education in the current sampl©7.14%) as compared with the value of
(33.3%) that was hypothesized, chi-square (1, n=86, p>0.000.
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Table 4.15. HIV/AIDS Taught as Non-Examinable subjet

Observed N Expected N Residual
Yes 95 35.0 60.0
No 10 70.0 -60.0
Total 105

Table 4.16. Test Statistics

HIV/AIDS

Chi-Square(a) 10.667
df 1
Asymp. Sig .001

A 0 cells (.0%) have expected frequencies less tharhe minimum expected cell frequency is
35.0.

4.4.1.5.Interpretation of output from the chi-square

In the first table the observed frequencies fromdhata are presented, showing that 95 out of the
105 (90.48%) that HIV/AIDS is taught as non-exarbieasubjects. The expected N from the

specified (33.3%) is given. In this case, 35 cagar® expected, while 95 cases were observed.

The test statistics table reports the results efcthi-square test which compares the expected and
observed values. In this case, the chi-squareinestates there was significant relationship
between teaching HIV/AIDS as non-examinable subjeetd implementation of reproductive
health education in the current sample of (90.48%¢ompared with the value of (33.3%) that
was expected, chi-square (1, n=105)=6.0, p>0.001
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Table 4.17.Pastoral Studies taught as Non-ExaminabISubject

Observid Expected N Residual
Yes 51 35.0 16.0
No 54 70.0 -16.0
Total 105
Table 4.18. Test Statistics
Pastoral Studies
Chi-Square(a) @
df 1
Asymp.Sig 102

A 0 cells (.0%) have expected frequencies less ha’he minimum expected cell frequency is
35.0.

4.4.1.6.Interpretation of output from the chi-square

In the first table the observed frequencies fromdhata are presented, showing that 51 out of the
105 (48.15%) that pastoral studies is discussemasxaminable subjects. The expected N from
the specified (33.3%) is given. In this case, 3Sesawere expected, while 51 cases were

observed.

The test statistics table reports the results efctii-square test which compares the expected and
observed values. In this case, the chi-squareridstates there was no significant relationship
between discussing pastoral studies as non-exahainsibbjects and implementation of
reproductive health education in the current sampl@l8.15%) as compared with the value of
(33.3%) that was expected, chi-square (1, n=108)36<0.102. This means that the teaching of
pastoral studies has no relationship with implemtgor of reproductive health education.
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Table 4.19. Influence of Examinable subjects on thenplementation of Reproductive health

Education
Frequency Valid Percent
Examinable subjects takes more time 74 74.1
Examinable subjects are integrated 27 25.9
Total 105 100.0

From the above frequency table, 74.1% of the redgots said that the examinable subjects are
given more time in our secondary schools than thplamentation of reproductive health
education. 25.9% said that the reproductive healtlucation is integrated within other
examinable subjects.

4.4.2. Influence of resource materials

Table .4.20. Video/CDs as teaching-learning matetiaf reproductive health education

Observed N Expected Residual
Yes 62 35.0 27.0
No 43 70.0 -27.0
Total 105
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Table. 4.21. Test Statistics

Video/CDs

Chi-Square(a) 8.167
df 1
Asymp.Sig .004

A 0 cells (.0%) have expected frequencies less tharhe minimum expected cell frequency is
35.0.

4.4.2.1.Interpretation of output from the chi-square

In the first table the observed frequencies fromdhata are presented, showing that 62 out of the
105 (59.26%) that video/CDs are use to teach rejtock health education. The expected N
from the specified (33.3%) is given. In this ca3®&,cases were expected, while 62 cases were

observed.

The test statistics table reports the results efctii-square test which compares the expected and
observed values. In this case, the chi-squareinestates there was significant relationship
between using video/CDs as teaching-learning nadseand implementation of reproductive
health education in the current sample of (59.26%¢ompared with the value of (33.3%) that
was expected, chi-square (1, n=105)=6.0, p>0.08# Means that the teaching of reproductive

health education using video/CDs has relationsliip i implementation.

Table. 4.22. Text books as teaching-learning matexlis of reproductive health education

Observed N Expected N Siatual
Yes 89 35.0 54.0
No 16 70.0 -54.0
Total 105
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Table. 4.23. Test statistics

Text Books

Chi-Square(a) 32.667
df 1
Asymp. Sig .000

4.4.2.2. Interpretation output of chi-square

In the first table the observed frequencies fromdhta are presented, showing that 89 out of the
105 (85.19%) that text books are use to teach deptive health education. The expected N
from the specified (33.3%) is given. In this ca3®&,cases were expected, while 89 cases were
observed.

The test statistics table reports the results efcth-square test which compares the expected and
observed values. In this case, the chi-squareinestates there was significant relationship
between using text books as teaching-learning maégeand implementation of reproductive
health education in the current sample of (85.18%¢fompared with the value of (33.3%) that
was expected, chi-square (1, n=105)=6.0, p>0.08& Means that text books are widely used in
teaching the reproductive health education havedyeffect in its implementation.

Table. 4.24. Pamphlets as teaching-learning matetsof reproductive health education

ObsedvH Expected N Residual
Yes 47 35.0 12.0
No 58 70.0 -12.0
Total 105
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Table .4.25. Test Statistics

Pamphlets

Chi-Square(a) 1.500
df 1
Asymp. Sig. 221

4.4.2.3. Interpretation output of the chi-square

In the first table the observed frequencies fromdhata are presented, showing that 47 out of the
105 (44.44%) that pamphlets are used to teach daptive health education. The expected N
from the specified (33.3%) is given. In this ca3®&,cases were expected, while 47 cases were

observed.

The test statistics table reports the results efcthi-square test which compares the expected and
observed values. In this case, the chi-squardridstates there was no significant relationship
between using pamphlets as teaching-learning raéteand implementation of reproductive
health education in the current sample of (44.44%gtompared with the value of (33.3%) that
was expected, chi-square (1, n=105)=6.0, p<0.22is Means that pamphlets are not widely

used in teaching the reproductive health educati@chools.

Table 4.26. Handouts from organizations as teachinlgarning materials of reproductive
health education

bserved N Expected N Residual
Yes 78 35.0 43.0
No 27 70.0 -43.0
Total 105
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Table 4.27. Test Statistics

Handouts From Organizations

Chi-Square(a) 20.167
df 1
Asymp. Sig. .000

4.4.2.4. Interpretation of output of chi-square

In the first table the observed frequencies fromdhta are presented, showing that 78 out of the
105 (74.1%) that handouts from organizations aszl ue teach reproductive health education.

The expected N from the specified (33.3%) is givarthis case, 35 cases were expected, while
78 cases were observed.

The test statistics table reports the results efcthi-square test which compares the expected and
observed values. In this case, the chi-squareinestates there was significant relationship
between using handouts from organizations as tegdbarning materials and implementation of
reproductive health education in the current sanoplé/4.1%) as compared with the value of
(33.3%) that was expected, chi-square (1, n=105)720p>0.00. This means that handouts
from organizations are widely used in teachingréproductive health education in school.

Table. 4.28. Kenya Institute of Education as sourcef teaching-learning materials of

reproductive health education

Observed N Expected N Residual
Yes 47 35.0 12.0
No 58 70.0 -12.0
Total 105
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Table. 4.29. Test Statistics

K.LE

Chi-Square(a) 1.500
df 1
Asymp. Sig. 221

4.4.2.5. Interpretation of output of chi-square

In the first table the observed frequencies fromdhta are presented, showing that 47 out of the
105 (44.4%) that materials from K.I.E are useddach reproductive health education. The
expected N from the specified (33.3%) is giventhis case, 35 cases were expected, while 47

cases were observed.

The test statistics table reports the results efctii-square test which compares the expected and
observed values. In this case, the chi-squardridstates there was no significant relationship
between using K.LE materials from organizations tesching-learning materials and
implementation of reproductive health educationhi@ current sample of (44.4%) as compared
with the value of (33.3%) that was expected, chiassqg (1, n=105)=1.5, p<0.221 This means that

K.LLE. materials are widely not used in teaching téproductive health education in schools.

Table. 4.30. Ministry of education as source of teaing —learning material of reproductive

health education.

Observed N Expected N Residual
Yes 66 35.0 31.0
No 39 70.0 -31.0
Total 105

70



Table. 4.31. Test Statistics

Ministry Of Education

Chi-Square(a) 10.667
df 1
Asymp. Sig. .001

4.4.2.6. Interpretation of output of chi-square

In the first table the observed frequencies fromdhta are presented, showing that 66 out of the
105 (63%) that materials from ministry of educatiare used to teach reproductive health
education. The expected N from the specified (33.8%0given. In this case, 35 cases were

expected, while 66 cases were observed.

The test statistics table reports the results efcthi-square test which compares the expected and
observed values. In this case, the chi-squareinesgtates there was significant relationship
between using materials from ministry of educatias teaching-learning materials and
implementation of reproductive health educatiorthe current sample of (63%) as compared
with the value of (33.3%) that was expected, chiasg (1, n=105)=10.67, p>0.001. This means
that from materials from ministry of education avedely used in teaching the reproductive
health education in schools.

Table.4.32. Non Governmental Organizations as a sme of teaching-learning material of

reproductive health education

Observed N Expected N Residual
Yes 89 35.0 14.0
No 16 70.0 -14.0
Total 105
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Table. 4.33. Test Statistics

NGOs

Chi-Square(a) 32.667
df 1
Asymp. Sig. .000

4.4.2.7. Interpretation of output of chi-square

In the first table the observed frequencies fromdhta are presented, showing that 89 out of the
105 (84.76%) that materials from Non-governmentafjanizations are used to teach
reproductive health education. The expected N filoenspecified (33.3%) is given. In this case,

35 cases were expected, while 89 cases were olserve

The test statistics table reports the results efctii-square test which compares the expected and
observed values. In this case, the chi-squareinestates there was significant relationship
between using materials from Non-governmental amgdions as teaching-learning materials
and implementation of reproductive health educaiiorthe current sample of (84.76%) as
compared with the value of (33.3%) that was expmkatli-square (1, n=105)=32.67, p>0.000.
This means that from materials from Non-governmieotganizations are widely used in

teaching the reproductive health education in skshoo

Table. 4.34. Teaching-Learning materials used foretaching reproductive health education

influences its implementation

Frequency Valid Percent
Learning-teaching materials not enough 84 80.0
Learning-Teaching materials only gives a hin1 20.0
Total 105 100.0
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80% of the respondents agreed that the teachimghhgamaterials are not enough hence they are
inadequate and 20% of the respondents said th&dlching-learning materials only gives a hint

of reproductive health education.
4.4.3. Influence of teachers

Table 4.35.English as main teaching subject of telaers implementing reproductive health
education in public secondary schools

ObsedvH Expected N Residual
Yes 43 35.0 8.0
No 62 70.0 -8.0
Total 105

Table. 4. 36. Test Statistics

Main Teaching Subject-English

Chi-Square(a) .667
df 1
Asymp. Sig. 414

4.4.3.1. Interpretation of the chi-square output

In the first table the observed frequencies fromdhta are presented, showing that 43 out of the
105 (40.7%) that English is the main teaching sutbg¢ the teachers teaching reproductive
health education in schools. The expected N froensgiecified (33.3%) is given. In this case, 35

cases were expected, while 43 cases were observed.

The test statistics table reports the results efcthi-square test which compares the expected and
observed values. In this case, the chi-squarertdgiates there was no significant relationship
between English as the main teaching subject oftéleher implementing the reproductive

health education in the current sample of (40.7%r@npared with the value of (33.3%) that
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was expected, chi-square (1, n=105)=0.667, p<0.#i4. means that teachers having English as

their main teaching subject are not teaching tpeoductive health education in schools.

Table. 4.37. Kiswahili as main teaching subject ofeachers implementing reproductive

health education in public secondary schools

Observed N Expected N Residual
Yes 27 35.0 -8.0
No 78 70.0 8.0
Total 105
Table. 4.38. Test Statistics
Main Teaching Subject-Kiswabhili
Chi-Square(a) .667
df 1
Asymp. Sig 414

4.4.3.2. Interpretation of the chi-square output

In the first table the observed frequencies fromdhta are presented, showing that 27 out of the
105 (25.9%) that Kiswabhili is the main teaching jeab of the teachers teaching reproductive
health education in schools. The expected N froensgiecified (33.3%) is given. In this case, 35
cases were expected, while 27 cases were observed.

The test statistics table reports the results efcthi-square test which compares the expected and
observed values. In this case, the chi-squarertdgiates there was no significant relationship
between Kiswabhili as the main teaching subjecthef teacher implementing the reproductive
health education in the current sample of (25.9%r@npared with the value of (33.3%) that
was expected, chi-square (1, n=105)=0.667, p<0.fih¥. means that teachers having Kiswabhili

as their main teaching subject are not teachinggpeductive health education in schools.
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Table. 4.39. Mathematics as the main teaching sulgjeof the teacher teaching reproductive

health education in public secondary school.

Observed N Expected N Residua
Yes 31 35.0 -1.0
No 74 70.0 1.0
Total 105

Table 4.40. Test Statistics

Main Teaching Subject-Maths

Chi-Square(a) 167
df 1
Asymp. Sig .683

4.4.3.3. Interpretation of the chi-square output

In the first table the observed frequencies fromdhta are presented, showing that 31 out of the
105 (29.6%) that mathematics is the main teachigest of the teachers teaching reproductive
health education in schools. The expected N froensgiecified (33.3%) is given. In this case, 35

cases were expected, while 31 cases were observed.

The test statistics table reports the results efcthi-square test which compares the expected and
observed values. In this case, the chi-squardridstates there was no significant relationship
between mathematics as the main teaching subjdbedeacher implementing the reproductive
health education in the current sample of (29.6%r@npared with the value of (33.3%) that
was expected, chi-square (1, n=105)=0.167, p<0.6B8s means that teachers having
mathematics as their main teaching subject aréeaahing the reproductive health education in

schools.
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Table.4.41. Sciences as the main teaching subjecf t¢he teachers implementing

reproductive health education.

Observed N Expected N Residual
Yes 86 35.0 61
No 19 70.0 -51.0
Total 105

Table. 4.42. Test Statistics

Main Teaching Subject-Sciences

Chi-Square(a) 28.167
df 1
Asymp. Sig .000

4.4.3.4. Interpretation of the chi-square output

In the first table the observed frequencies fromdhta are presented, showing that 86 out of the
105 (81.5%) that sciences is the main teachingestlgf the teachers teaching reproductive
health education in schools. The expected N froensgiecified (33.3%) is given. In this case, 35

cases were expected, while 86 cases were observed.

The test statistics table reports the results efcthi-square test which compares the expected and
observed values. In this case, the chi-squareinestates there was significant relationship
between sciences as the main teaching subjecteoteticher implementing the reproductive
health education in the current sample of (81.5%r@npared with the value of (33.3%) that
was expected, chi-square (1, n=105)=28.17, p<0.0B& means that teachers having sciences

as their main teaching subject are teaching thedejetive health education in schools.
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Table. 4.43. Humanities as main teaching subject othe teachers implementing

reproductive health education in public secondary school.

Observed N Expected N estdual
Yes 74 35.0 39.0
No 31 70.0 -39.0
Total 105
Table. 4.44. Test Statistics
Main Teaching Subject-Humanities
Chi-Square(a) 16.667
df 1
Asymp. Sig. .000

4.4.3. 5. Interpretation of the chi-square output

In the first table the observed frequencies fromdhta are presented, showing that 74 out of the

105 (70.4%) that humanities is the main teachirges of the teachers teaching reproductive

health education in schools. The expected N froensgiecified (33.3%) is given. In this case, 35

cases were expected, while 74 cases were observed.

The test statistics table reports the results efctii-square test which compares the expected and

observed values. In this case, the chi-squareinestates there was significant relationship

between humanities as the main teaching subjetiieoteacher implementing the reproductive

health education in the current sample of (70.4%r@npared with the value of (33.3%) that

was expected, chi-square (1, n=105)=16.67, p<0.00fls means that teachers having

humanities as their main teaching subject are tegcthe reproductive health education in

schools.
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Table. 4.45. Applied subjects as the main teachingubject of the teachers implementing

reproductive health education in public secondary chools.

Observed N Expected N Residual
Yes 47 35.0 12.0
No 58 70.0 -12.0
Total 105

Table 4.46. Test Statistics.

Main Teaching Subject-Applied Subjects

Chi-Square(a 1.500
df 1
Asymp.Sig 221

4.4.3.6. Interpretation of the chi-square output

In the first table the observed frequencies fromdhta are presented, showing that 47 out of the
105 (44.4%) that applied subjects is the main teaclsubject of the teachers teaching
reproductive health education in schools. The ebgael from the specified (33.3%) is given. In

this case, 35 cases were expected, while 47 casesobserved.

The test statistics table reports the results efcthi-square test which compares the expected and
observed values. In this case, the chi-squarend&tates there was not significant relationship
between applied subjects as the main teaching culge the teacher implementing the
reproductive health education in the current sanoplét4.4%) as compared with the value of
(33.3%) that was expected, chi-square (1, n=105)3k0.221. This means that teachers having
applied subjects as their main teaching subjecharéeaching the reproductive health education

in schools.
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Table 4. 47. Guidance and counseling as additionakesponsibility of those teachers

implementing reproductive health education in public secondary chools.

Observed N
Yes 105
Total 105 (a)

A 1 cell was generated, but 2 expected frequengage specified. Chi-Square Test cannot be
performed.

4.4. 3.7. Interpretation of the chi-square output

All respondents agreed that guidance and counsetiagers teach reproductive health in one

way or the other

Table. 4.48. Career masters as additional responsilty of teachers implementing
reproductive health education in public secondaryhools.

Observed N Expected N Residual
Yes 58 35.0 3.2
No 47 70.0 23.0
Total 105

Table .4.49. Test Statistics

Career Master

Chi-Square(a) 6.000
df 1
Asymp. Sig .014
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4.4.3.8 Interpretation of the chi-square output

In the first table the observed frequencies fromdhta are presented, showing that 58 out of the
105 (55.6%) that teachers in charge of careerschoads are teaching reproductive health
education in schools. The expected N from the §ipdc{33.3%) is given. In this case, 35 cases

were expected, while 58 cases were observed.

The test statistics table reports the results efctii-square test which compares the expected and
observed values. In this case, the chi-squareinestates there was significant relationship
between career master as additional responsibifithe teachers implementing the reproductive
health education in the current sample of (55.6%r@npared with the value of (33.3%) that
was expected, chi-square (1, n=105)=6.000, p>0.0h# means that teachers having career

master as additional responsibility are teachimgréproductive health education in schools.

Table .4.50. Head of languages as additional respshbility of teachers implementing

reproductive health education in public secondary ghools.

Observed N Expected N Residual
Yes 35 35.0 .0
No 70 70.0 .0
Total 105

Table. 4.51. Test Statistics

HOD Languages

Chi-Square(a) .000
df 1
Asymp.Sig 1.000

4.4.3.9. Interpretation of the chi-square output

In the first table the observed frequencies fromdhta are presented, showing that 35 out of the

105 (33.3%) that teachers who are head of languagashools are teaching reproductive health
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education in schools. The expected N from the §pec{33.3%) is given. In this case, 35 cases

were expected, while 35 cases were observed.

The test statistics table reports the results efctii-square test which compares the expected and
observed values. In this case, the chi-squardridstates there was no significant relationship
between head of languages as additional respahbsiloif the teachers implementing the
reproductive health education in the current sanoplé33.3%) as compared with the value of
(33.3%) that was expected, chi-square (1, n=108p€). p<1.000. This means that teachers
having head of languages as additional resportgibdiie teaching the reproductive health
education in schools.

Table. 4.52. Head of Health/Health clubs & Societseas additional responsibility of teachers

implementing reproductive health education.

Observid Expected N Residual
Yes 58 35.0 23.0
No 47 70.0 -23.0
Total 105

Table. 4.53. Test Statistics

HOD Health & Societies

Chi-Square 6.000
df 1
Asymp. Sig .014
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4.4.3.10. Interpretation of chi-square output

In the first table the observed frequencies fromdhta are presented, showing that 58 out of the
105 (55.6%) that head of health/health clubs & eties in schools are teaching reproductive
health education in schools. The expected N froensgiecified (33.3%) is given. In this case, 35

cases were expected, while 58 cases were observed.

The test statistics table reports the results efcth-square test which compares the expected and
observed values. In this case, the chi-squareinestates there was significant relationship
between head of health/health clubs & societiesadditional responsibility of the teachers
implementing the reproductive health educationh@ ¢turrent sample of (55.6%) as compared
with the value of (33.3%) that was expected, chiasg (1, n=105)=6.000, p>0.014. This means
that teachers having head of health/health clubso&ieties as additional responsibility are

teaching the reproductive health education in skshoo

Table. 4.54. Head of Humanities as additional resmsibility of teachers implementing

reproductive health education in public secondary chools.

Observed N Expected N Residual
Yes 35 35.0 .0
No 70 70.0 .0
Total 105

Table. 4.55. Test Statistics.

HOD Humanities

Chi-Square .000°
df 1

Asymp. Sig. 1.000
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4.4.3.11. Interpretation of the chi-square output

In the first table the observed frequencies fromdhta are presented, showing that 35 out of the
105 (33.3%) that teachers who are head of humanitischools are teaching reproductive health

education in schools. The expected N from the §ipdc{33.3%) is given. In this case, 35 cases

were expected, while 35 cases were observed.

The test statistics table reports the results efcthi-square test which compares the expected and
observed values. In this case, the chi-squarertdgiates there was no significant relationship
between head of humanities as additional respditgilmf the teachers implementing the
reproductive health education in the current sanoplé83.3%) as compared with the value of
(33.3%) that was expected, chi-square (1, n=108B£D). p<1.000. This means that teachers
having head of humanities as additional resporitsitare not teaching the reproductive health

education in schools.

Table 4.56. Head of sciences as additional respdoifty of teachers implementing

reproductive health education in public secondary schools.

Observed N Expected N Residual
Yes 47 35 12.0
No 58 70.0 -12.0
Total 105

Table. 4.57. Test Statistics

HOD Sciences

Chi-Square 1.500
df 1
Asymp. Sig 221
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4.4.3.12. Interpretation of the chi-square output

In the first table the observed frequencies fromdhta are presented, showing that 47 out of the
105 (44.4%) that head of sciences in schools aehteg reproductive health education in
schools. The expected N from the specified (33.38%yiven. In this case, 35 cases were
expected, while 47 cases were observed.

The test statistics table reports the results efcthi-square test which compares the expected and
observed values. In this case, the chi-squarertdgiates there was no significant relationship
between head of sciences as additional respomgiloli the teachers implementing the
reproductive health education in the current sanoplét4.4%) as compared with the value of
(33.3%) that was expected, chi-square (1, n=105p€l.p<0.221. This means that teachers
having head of sciences as additional respongikalie not teaching the reproductive health

education in schools.

Table 4.58. Head of mathematics as additional respsibility of teachers implementing

reproductive health education in public secondary ghools.

Observed N Expected N Residual
Yes 12 35.0 -23.0
No 93 70.0 23.0
Total 105

Table. 4.59. Test Statistics

HOD Mathematics

Chi-Square 6.000
df 1
Asymp. Sig .014
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4.4.3.13. Interpretation of the chi-square output

In the first table the observed frequencies fromdhta are presented, showing that 12 out of the
105 (11.1%) that head of mathematics in schooldemehing reproductive health education in
schools. The expected N from the specified (33.38%yiven. In this case, 35 cases were
expected, while 12 cases were observed.

The test statistics table reports the results efcthi-square test which compares the expected and
observed values. In this case, the chi-squareinestates there was significant relationship
between head of mathematics as additional respbtysiof the teachers implementing the
reproductive health education in the current sanof2l1.1%) as compared with the value of
(33.3%) that was expected, chi-square (1, n=108B5. p>0.014. This means that teachers
having head of mathematics as additional respditgilaire teaching the reproductive health

education in schools.

Table 4.60.Initial background training as the reasa as to why the teacher is implementing

the reproductive health in public secondary schools

Observed N Expected N Residual
Yes 70 35.0 35.0
No 35 70.0 -35.0
Total 105

Table 4.61. Test statistics.

Initial Background Training

Chi-Square 13.500
df 1
Asymp. Sig .000
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4.4.3.15. Interpretation of chi-square output

In the first table the observed frequencies fromdhta are presented, showing that 70 out of the
105 (66.7%) that because of initial backgroundnirey teachers are assigned responsibility of
implementing reproductive health/sexuality educatiotheir schools. The expected N from the
specified (33.3%) is given. In this case, 35 cagar® expected, while 70 cases were observed.

The test statistics table reports the results efcthi-square test which compares the expected and
observed values. In this case, the chi-squareinestates there was significant relationship
between initial background training of the teachergplementing the reproductive health
education in the current sample of(66.7%) as coatpavith the value of (33.3%) that was
expected, chi-square (1, n=105)=13.500, p>0.000s Theans that teachers having initial

background trainings are teaching the reprodud¢tesdth education in schools.

Table 4.62. Being in-charge of guidance and counsej as the reason as to why the teacher

is implementing the reproductive health in public secndary schools.

Observed N
Yes 105
Total 108

4.4.3.14. Interpretation of chi-square output

All the respondents that is 105 out of 105 (100%@idated that those teachers in charge of

guidance and counseling do implement reproducteadth education in their schools.

Table. 4.63. In-service training as the reason a® twhy the teacher is implementing the

reproductive health in public secondary schools.

Observed N Expected N Rixsal
Yes 51 35.0 16.0
No 54 70.0 -16.0
Total 105
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Table. 4.64. Test Statistics.

In-Service Training

Chi-Square 2.667
df 1
Asymp. Sig. .102

4.4.3.15. Interpretation of chi-square output

In the first table the observed frequencies fromdhta are presented, showing that 51 out of the
105 (48.1%) that because of in-service trainingchess are assigned responsibility of
implementing reproductive health/sexuality eduaaiiotheir schools. The expected N from the

specified (33.3%) is given. In this case, 35 caser® expected, while 51 cases were observed.

The test statistics table reports the results efctii-square test which compares the expected and
observed values. In this case, the chi-squarertdgiates there was no significant relationship
between in-service training of the teachers implamg the reproductive health education in the
current sample 0f(48.1%) as compared with the vafu@3.3%) that was expected, chi-square
(1, n=105)=2.667, p<0.102. This means that teadiearsg in-service trainings are not teaching

the reproductive health education in schools.

Table. 4.65. Punishment as the reason as to why theacher is implementing the

reproductive health in public secondary schools.

Observed N fiected N Residual
Yes 4 35.0 -31.0
No 101 70.0 31.0
Total 105
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Table. 4. 66. Test Statistics

Punishment From School Administration

Chi-Square 10.667
df 1
Asymp. Sig .001

4.4.3.16. Interpretation of the chi-square output

In the first table the observed frequencies fromdhata are presented, showing that 4 out of the
105 (3.7%) that because of punishment teachersassigned responsibility of implementing
reproductive health/sexuality education in theihaas. The expected N from the specified
(33.3%) is given. In this case, 35 cases were aéggewhile 4 cases were observed.

The test statistics table reports the results efcthi-square test which compares the expected and
observed values. In this case, the chi-squarertdgiates there was no significant relationship
between punishment of the teachers implementingréipeoductive health education in the
current sample of(3.7%) as compared with the vafu83.3%) that was expected, chi-square (1,
n=105)=10.667, p>0.001. This means that teachera@rimplementing the reproductive health

education in schools because of punishment.

Table. 4.67. How main teaching subjects of the telaers and additional responsibility of the

teachers influences implementation of reproductivénealth education in public secondary

schools
Frequency Valid Percent
Main teaching subjects & additional
responsibility takes most of time for teachers 105 100.0
Total 105 100.0
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All respondents agreed that the main teaching stilijee additional responsibility takes
most their time hence not implementing the reprtidachealth education in public

secondary schools.
4.4. Influence of School Sponsor

Table. 4.68. Church or organization sponsoring theschool implementing reproductive

health education

Frequency Pentages
Roman Catholic 54 51.4
Angelican Church Of Kenya 12 41
Salvation Army 19 18.1
Other Churches 8 7.6
Other Organizations 12 11.4
Total 105 100

4.4.3.17. Interpretation of the output

From the above table 54 (51.4%) of the schoolspoasored by the roman catholic, 12 (11.4%)
of the schools are sponsored by the Angelica Chafdkenya, 19 (18.1%) of the schools are

sponsored by salvation army, 8 (7.6%) of the sch@wk sponsored by other churches e.g
Church of God assemblies, The church of Christraddhe world among others, 12 (11.4%) of

the schools are sponsored by other organizatignsghe District Education Board (DEB).

Table .4.69. Provision of teaching & learning mateaals as the support church/organization
sponsor give their schools in implementing reproduc/e health education in public

secondaryschools.

Obse/N Expected N estdual
Yes 58 35.0 23.0
No a7 70.0 -23.0
Total 105

Table. 4.70. Test Statistics
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Teaching-Learning Materials

Chi-Square 6.000
df 1
Asymp. Sig .014

4.4.4.2. Interpretation of the chi-square output

In the first table the observed frequencies fromdhta are presented, showing that 58 out of the
105 (55.6%) that school sponsors provide teachinde&ning materials in implementing
reproductive health/sexuality education in theihaas. The expected N from the specified

(33.3%) is given. In this case, 35 cases were éggdewhile 58 cases were observed.

The test statistics table reports the results efctii-square test which compares the expected and
observed values. In this case, the chi-squareinestates there was significant relationship
between provision of teaching & learning materiaysschool sponsors and implementing the
reproductive health education in the current sanof85.6%) as compared with the value of
(33.3%) that was expected, chi-square (1, n=108pP€5. p>0.014. This means that school
sponsors provide teaching & learning materials ifoplementing the reproductive health

education in schools.

Table. 4.71. Provision of resource persons as thepport church/organization sponsor give
their schools in implementing reproductive health educatin in public secondary schools

Observisd Expected N Residual
Yes 89 35.0 54.0
No 16 70.0 -54.0
Total 105

Table. 4.72. Test Statistics.
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Resource Persons

Chi-Square 32.667
df 1
Asymp. Sig. .000

4.4.4.3. Interpretation of the chi-square output

In the first table the observed frequencies fromdhta are presented, showing that 89 out of the
105 (85.2%) that school sponsors provide resoumesops in implementing reproductive
health/sexuality education in their schools. Thpested N from the specified (33.3%) is given.
In this case, 35 cases were expected, while 8% veske observed.

The test statistics table reports the results efcthi-square test which compares the expected and
observed values. In this case, the chi-squareinestates there was significant relationship
between provision of resource persons by schoahsps and implementing the reproductive
health education in the current sample of(85.2%gamspared with the value of (33.3%) that was
expected, chi-square (1, n=105)=32.667, p>0.000s Teans that school sponsors provide
resource persons for implementing the reprodud¢teadth education in schools.

Table. 4.73. Taking students for excursions as thsupport church/organization sponsor

give their schools in implementing reproductive health educabin in public secondary

schools.
Observid Expected N Residual
Yes 12 35.0 -23.0
No 93 70.0 23.0
Total 105

Table. 4.74. Test statistics.

91



Taking Students For Excursion

Chi-Square 6.000
df 1
Asymp.Sig. .014

4.4.4.4. Interpretation of the chi-square output

In the first table the observed frequencies fromdhta are presented, showing that 12 out of the
105 (11.1%) that school sponsors take studentexoursions in implementing reproductive
health/sexuality education in their schools. Thpested N from the specified (33.3%) is given.

In this case, 35 cases were expected, while 12 vesee observed.

The test statistics table reports the results efcthi-square test which compares the expected and
observed values. In this case, the chi-squarertdgiates there was no significant relationship
between taking students for excursion by schoohsps and implementing the reproductive
health education in the current sample of(11.1%gamspared with the value of (33.3%) that was
expected, chi-square (1, n=105)=6.000, p>0.014s Theans that school sponsors taking
students for excursion do not relate with implermenthe reproductive health education in

schools.

Table.4.75. How the sponsor influences the implemg&tion of reproductive health

education inpublic secondary schools.

Frequency Valid Percent
Morality /Spirituality 93 88.6
Church doctrines 12 11.4
Total 105 100.0

88.6% of the respondents stated that the sponsiatyntiscuss the morality and spirituality and
this shows that they main the status quo of alhsgifrom sexual issue until marriage while
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11.4% of the respondents said that most of thespsrwhich are church base mainly talk of the

church doctrines this shows that there is nothirag touches on the sexuality education.
4.4.5. Influence of school Administrators/School maagers

Table.4.76. Priority to examinable subjects by sclod administrators

Frequency Percentages
Strongly Agree 43 41
Agree 31 29.5
Strongly Disagree 12 11.4
Disagree 16 15.2
No Response 3 2.9
Total 105 100.0

4.4.5.1. Interpretation of the output

The data shows that 43 (41%) strongly agree thavacadministrators give more priority to
examinable subjects, 31 (29.5%) agree that schdotirastrators give more priority to
examinable subjects, 12 (11.4%) strongly disagheg $chool administrators give priority to
examinable subjects, 16 (15.2%) disagree that $cmamagers give priority to examinable
subjects and finally 3 (2.9%) had no response. $h®ws that generally school administrators

give priority to examinable subjects.

Table. 4.77 Purchase of teaching-learning material&s the support school managers give in

implementing reproductive health education in theirschools.
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Observed N Expected N Residual

Yes 74 35.0 39.0
No 31 70.0 -39.0
Total 105

Table. 4.78. Test Statistics

Purchase Of Teaching-Learning Materials

Chi-Square 16.667
df 1
Asymp. Sig. .000

4.4.5.2. Interpretation of the chi-square output

In the first table the observed frequencies fromdhta are presented, showing that 74 out of the
105 (70.3%) that school managers provide suppopuoéhasing teaching-learning materials in
implementing reproductive health/sexuality educatiotheir schools. The expected N from the
specified (33.3%) is given. In this case, 35 cagar® expected, while 74 cases were observed.

The test statistics table reports the results efcthi-square test which compares the expected and
observed values. In this case, the chi-squareinestates there was significant relationship
between purchase of teaching-learning materials sblgool managers/administrators and
implementing the reproductive health educationhi@ turrent sample of(70.3%) as compared
with the value of (33.3%) that was expected, chiasq (1, n=105)=16.667, p>0.000. This means
that school managers/administrators purchasing hilegc learning materials influences

implementation of the reproductive health educaiioschools.

Table 4.79. Provision of funds for outings and inmigsas the support school managers give

in implementing reproductive health education in tkeir schools.
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Observed N Expected N Residual

Yes 47 35.0 12.0
No 58 70.0 -12.0
Total 105

Table 4.80. Test Statistics

Funds For Outings and Innings

Chi-Square 1.500
df 1
Asymp. Sig. 221

4.4.5.3. Interpretation of the chi-square output

In the first table the observed frequencies fromdhta are presented, showing that 47 out of the
105 (44.4%) that school managers provide fundsolatings and innings in implementing
reproductive health/sexuality education in theihaas. The expected N from the specified

(33.3%) is given. In this case, 35 cases were eéggdewhile 47 cases were observed.

The test statistics table reports the results efctii-square test which compares the expected and
observed values. In this case, the chi-squarertdgiates there was no significant relationship
between of funds for outing and innings provided dphool managers/administrators and
implementation the reproductive health educatioth& current sample of(44.4%) as compared
with the value of (33.3%) that was expected, chiasg (1, n=105)=1.500, p<0.221. This means
that school managers/administrator provision ofd&for outing and innings do not influences

implementation of the reproductive health educaiioschools.

Table. 4.81.Provision of other resource personsas the support school managers give in

implementing reproductive health education in theirschools.
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drged N Expected N Residual

Yes 62 35.0 27.0
No 43 70.0 -27.0
Total 03

Table. 4.82. Test Statistics

Resource Persons

Chi-Square 8.167
df 1
Asymp. Sig. .004

4.4.5.4. Interpretation of the chi-square output

In the first table the observed frequencies fromdhata are presented, showing that 62 out of the
105 (59.3%) that school manager providing of otfemources in implementing reproductive
health/sexuality education in their schools. Thpested N from the specified (33.3%) is given.

In this case, 35 cases were expected, while 62 veske observed.

The test statistics table reports the results efcthi-square test which compares the expected and
observed values. In this case, the chi-squareinesgtates there was significant relationship
between of other resource persons provided by $choanagers/administrators and
implementation the reproductive health educatiothancurrent sample of(59.3%) as compared
with the value of (33.3%) that was expected, chiasg (1, n=105)=1.500, p>0.004. This means
that school managers/administrator provision of epthresource persons influences

implementation of the reproductive health educaiioschools.

Table. 4.83 Provision of trainings to teachers and studentsas the support school managers

give in implementing reproductive health educationn their schools.
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Observed N Expected N Residual

Yes 47 35.0 .az
No 58 70.0 -12.0
Total 105

Table .4.84. Test Statistics

Training To Teachers & Students

Chi-Square 1.500
df 1
Asymp. Sig. 221

4.4.5.5. Interpretation of the chi-square output

In the first table the observed frequencies fromdhata are presented, showing that 47 out of the
105 (44.4%) that school managers provide trainloggeachers and students in implementing
reproductive health/sexuality education in theihaas. The expected N from the specified

(33.3%) is given. In this case, 35 cases were aéggewhile 47 cases were observed.

The test statistics table reports the results efcthi-square test which compares the expected and
observed values. In this case, the chi-squardridstates there was no significant relationship
between trainings to teachers and students providedchool managers/administrators and
implementation the reproductive health educatiothancurrent sample of(44.4%) as compared
with the value of (33.3%) that was expected, chiasg (1, n=105)=1.500, p<0.221. This means
that school managers/administrators trainings tachters and students do not influences

implementation of the reproductive health educaiioschools.

CHAPTER FIVE

SUMMARY OF FINDINGS, CONCLUSIONS AND RECOMMENDATION S
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5.1. Introduction

This chapter presents a summary of findings, canmhs and recommendations on the factors
influencing implementation of reproductive healttueation in public secondary schools in Uriri
district. First the study had to establish the dgraphy of the school managers/administrators
that is the head teachers & deputy head teacherendly the research had hypotheses which
sought to test the relationship between schoolicuiom and implementation of reproductive
health education, relationship between school memagt and implementation of the
reproductive health education, relationship betweachers and implementation of reproductive
health education, relationship between the resoumtaterials and implementation of
reproductive health education and the relationdleigveen school sponsors and implementation
of reproductive health education in public secopdarhools. In fact five research hypotheses

were formulated for the study.
5.2. Summary of the Findings

The researcher aim to establish the extent to wéitiool curriculum influence implementation
of reproductive health education in public secopdschools therefore the respondents were
asked how reproductive health education is taugkheir schools, findings of the study realized
that there is significant relationship between $pecial sessions and integration/infusion of the
reproductive health education in other areas of ¢hericulum as way of teaching the
reproductive health education and its implementatio schools. The findings also realized that
there was no relationship between the teachingepfoductive health education by regular
teachers/timetabled and implementation of the iywtive health education. Finally the study
realized that examinable subjects takes more titvan tthe implementation of the non
examinable subjects which reproductive health etlutas part of hence it influences the
implementation of the reproductive health educatmour public secondary schools.

On the extent to which teaching-learning mateniafkiences the implementation reproductive
health education, the videos/CDs, textbooks anddtats from NGOs had significant

relationship with the implementation of the reproiie health education, this means that their
use influences implementation of the reproductigacation but pamphlets had no significant

relationships which means that they are not bemghe implementation of the RHE. On the

98



other hand most of these materials were from Miisif education and non-governmental
Organizations since they had significant relatigmstith the implementation of the RHE while
material from K.I.E had no significant relationstilgat is most of the materials being used for
implementation of RHE were not from K.I.E. last Imatt least there was general outcry that most
of the materials used for implementation are nobugh, therefore this influences the

implantation of reproductive health education im public secondary schools.

Teachers also influences the implementation ofréproductive health education in schools
since there was significant relationship for thdsachers teaching sciences and humanities
especially for those teaching the biology as aexttbpnd CRE as a subject respectively. This
shows that, reproductive health education is implet@d by teachers teaching Biology and
C.R.E. However, teachers handling the English, ldlsli; Mathematics and applied subjects do
not normally implement the reproductive health edion. It was also found out that additional
responsibilities to teachers influences the impletaigon of the reproductive health education
since all the respondents agreed that those tesachiéh the responsibility guidance and
counseling each reproductive health educationhioals, and this influences its implementation.
Secondly, for those teachers who are career mastktrhead of health & societies also had
significance influence in the implementation, tlisbecause there is personal contact of these
teachers with the students. Thirdly, for those hea& who are in charge of languages,
humanities, sciences and mathematics had no signifrelationship with the implementation of
the reproductive health education since reprodachealth is not in their line of operation.
Because of the initial background training of tes¢lne or she is assigned the responsibility of
implementing the reproductive health education e tschool. In-service trainings and
punishment are some of the least reasons why tBpomsibility of implementing the
reproductive health education is assigned to thehiers since in-service trainings are hard to
come by hence they had no significant relationshigh implementation of the reproductive
health education. This finding contradicts the hssof studies by (Varga and Shongwe, 1999)
that teachers are often assigned the duty of imghéimg reproductive health education as a
punishment. The respondent, finally opines thatilditional responsibility of the teachers takes

mores of their time thus, do not implement the edpctive health education in the schools.
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The school managers/administrators are biased rdswthe examinable subjects than the
implementation of the reproductive health educattbis was indicated by the teachers. It was
also significant that school managers purchase hiege-learning materials for the
implementation of the reproductive health educatioowever, the material are not effectively
used for the implementation of the reproductiveltheaducation. The school managers also
provide funds for outings and innings but this was directly related to implementation of the
reproductive health education, though students t@adhers would go for the outings and
organize innings with the authority of the schooblmager, the implementation of the
reproductive health becomes informal among theestisd Provision of the resource persons had
significant relationship with implementation of theproductive health education since most of
the resource persons who offer the reproductivéttheaucation during special sessions in the
school normally perform their activities in the esohwith the power and authority of the school
manager/administrators hence the provision of nesopersons influences the implementation of
the reproductive education in the school. Schoohagars/administrators do not provide
trainings to students and teachers as part of stpponplementation of the reproductive health
education, this is also confirm by the fact thadcteers are not assigned the responsibility
implementing the reproductive health education bseaf the in-service trainings they receive,
meaning they do not receive the trainings thathy there is no significant relationship between
provision of the trainings and implementation of tieproductive health education. These results
are supported by findings of (Idehen and Oshodd®82 who found that school administration is
biased about reproductive health instruction. THesther indicated that, though school
administrators show some interest in reproducte@th education, they do not provide an ideal
teaching and learning environment. This is alsaatmrated by findings of (Ejifugha, 1999)
who said that reproductive health education wouddk| meaning due to administrative

constraints.

Most of the schools in Uriri District are sponsot®dthe Roman Catholic Church, some are also
sponsored with other churches. Though the sponqsorsgde the teaching learning materials but
they are not directly related with the implememtatof the reproductive health education in the
schools. The sponsors normally provide resourcegpet that is the serving priest among others
and it is at the prerogative of the resource perdondiscuss the reproductive health issues

during the sessions. The sponsors also do not tigrieke students for the excursion as
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observed in the study. It was also found out thastnof the school sponsors normally influences
the morality/spirituality of the students and churorms/doctrines hence they have no influence

in the implementation of the reproductive healthaadion.
5.3. Conclusion

Based on the findings, the researcher concludadhbee is significant relationship between the
curriculum and implementation of the reproductiealith education especially when offered as
special session and integrated or infused withie ¢lrriculum thus curriculum influences

implementation of reproductive health educationerghis also significant relationship between
the resource teaching-learning materials and impieation of the reproductive health education
especially the commonly used materials such aoi@ias, textbooks and handouts from NGOs
which are gotten from the Ministry of Education.elTteaching subject of the teacher and the
type of responsibility the teachers have in theosthnfluences the implementation of the

reproductive health education in the secondaryashdhe school managers’ actions influences
the implementation of the reproductive health etlanain the schools and the sponsor mainly
deals with the morality/spirituality and church tates hence have no influence on the
implementation of the reproductive health educaiiommost schools. These factors therefore
influence the implementation of the reproductiveietion in the secondary schools except the

school to some extent.
5.4. Recommendation
Based on the findings of the study, the researctigre up with the following recommendations:

1. The reproductive health education should be officitaught and examined by the

government of Kenya

2. There should be official curriculum for the reprotive health education by the Kenya
Institute of Curriculum Development to be used asrhe country.

3. The school teachers should be in-serviced on issiutb& reproductive health education.

4. The peer to peer teaching should be encouraged@therstudents on matters touching
their sexuality and this should be encouraged bystthool managers/administrators.
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5. For those who are trainings as teachers reproduetivcation should form part of their
core courses so as to entrench the reproductive@ihe teachers during their formative

years of trainings.
5.5. Suggestion for Further Research

Due to limitations of this study it was suggesthdtta study should be conducted to
establish the factors behind the adolescents’ amgnin the country. Secondly a study
should be conducted to establish the low uptakeepfoductive health services among

the youths in Kenya.
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APPENDICES
APPENDIX 1
QUESTIONNAIRE

Factors influencing the implementation of reproducive health education in public

secondary schools in Uriri District, Migori County
Introduction

These questionnaires have three sections, A, BCai@ection A has 6 sets of questions that will
be administered to both teachers and school masiagkool administrators. Section B carries
14 sets of questions which would be administeraddchers and school managers and section C
which have three sets of questions which would dmiaistered to teachers only. In total there
are 23 sets of questions.

Please circle the number of the most appropriaearse. Where an explanation is required, use
the space provided. The information you give wéldsed confidentially for the purpose of this
study only.

SECTION A: DEMOGRAPHIC DATA (BOTH SCHOOL MANAGERS AND
TEACHERS)

1. What is your gender?
1. Male

2. Female

2. What is age bracket?
1. 20-30

2. 31-40

107



3. 41-50

4. 51 and above

3. What is your marital status?
1. Single

2. Married

4. What is your level of education?
1. O’ Level
2. A’ Level
3. Degree
5. Are you employed by TSC or B.O.G.?
1. Teachers Service Commission (TSC)
2. Board of Governors (BOG)
6. What is your profession?
1. Teacher

2. Others specify

SECTION B: SCHOOL MANAGERS/ADMINISTRATORS AND TEACH ERS
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1.

2.

How is reproductive health education taught in ysemool? (Select as many options as

possible by circling)
1. As a special session (through guest speakers/Neer@mental organizations)
2. Regular teachers (Timetabled)

3. Integrated/infused in other areas of the curriculntherefore taught by those

implementing that particular curriculum

4. Others,specify

In your school you normally implement examinablebjeats and non-examinable
subjects. Examinable subjects are known while sofrtke non-examinable subjects are
not known please listed below are some of the maaminable subjects circle as many

options as possible you offer in your school.

=

Physical Education

N

. HIV/AIDS

w

Pastoral Studies

»

Others specify

How does the implementation of the examinable sibjand non-examinable subjects
influence the implementation of reproductive heaitlyour school? Briefly explain
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4. What teaching-learning materials do you normallg us teach reproductive health
education/sexuality education in your school? (deés many options as possible by

circling)
1. Videos/CDs
2. Text books
3. Pamphlets
4. Handouts from the organizations

5. Others (Specify)

5. Where do you normally get the teacheaphing materials of reproductive health

education/sexuality from? (Select as many opti@gassible circling)
1. Kenya institute of Education
2. Ministry of Education
3. From Non Governmental Organizations

4. Others (Specify)

6. In your own opinion, how are the teaching-leagnimaterials used for teaching
reproductive health education in your school infices its implementation. Briefly

explain

7. Normally teachers, serve as important resourceopsrs delivery of the reproductive
health/sexuality education for its successful impatation, what are some of their main
teaching subjects which you/they normally teach@g$® select, the subjects below by

circling)

1. English
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2. Kiswabhili
3. Mathematics
4. Sciences(Physics, Biology &Chemistry)

5. Humanities (History, C.R.E., geography) specify

6. Applied subjects (H/science, B/studies, Computegiculture)

7. Others Specify

8. What other responsibilities do these teachers imeiging reproductive health
education/ sexuality education have in the sch&&gse choose as many options as
possible by circling.)

1. Guidance and counseling

2. Career Masters

3. Head of Languages

4. Head of Health/Health clubs &societies
5. Head of Humanities

6. Head of sciences

7. Head of Mathematics

8. Others specify

9. There are a number of reasons as to why a teaclhgr ave been assigned the
responsibility of implementing reproductive headn{uality education in your school,
some are listed below, (Select as many option®ssilgle by circling)

1. Initial background training
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2. Shel/he is in-charge of guidance and counseling
3. In-service training
4. As form of punishment

5. Others specify

10.In your own opinion, how do the main teaching satgeof the teachers, the additional
responsibility influences the implementation of neguctive health education in your
school? Briefly

explain

11.A part from the teachers implementing the reprastachealth/sexuality education in
your school, who else is implementing reproductmealth/sexuality education in your

school?

12.Which church or Organization is the sponsor of yaehrool? (Selects as many options as

possible)

1. The Roman Catholic
2. The Seventh day Adventist Church
3. The Angelica Church of Kenya (ACK)

4. The Salvation Army

112



5. The Maranatha church of Kenya

6. Other churches specify

7. Organizations please specify

13.The sponsor of the school be it the church or gamization sometimes supports schools
in a number of ways in implementing, the reprodigctiealth/sexuality education. How
does your school sponsor support your school inlempnting the reproductive

health/sexuality education? (Selects as many aptsrpossible by circling.)

1. Provision of teaching & learning materials

2. Provision of resource persons to offer reprodudtiealth/sexuality education
3. Taking students for excursions

4. Others (specify)

14.1n your own opinion briefly describe how the spanie it the church or the organization

influences the implementation of reproductive Heatixuality education in your school?

SECTION C: TEACHERS

15.The reproductive health/sexuality education is nekaminable, the school
managers/administrators are sometimes biased agaimnplementation, and they tend
to give a lot of priority to examinable subjects.o Dyou agree with this

information?(Select as many options as possibleiigling)
1. Strongly Agree
2. Agree
3. Strongly disagree
4. Disagree
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16.Normally school managers provide a number of suppdo implementation of
reproductive health education; some are listedvibedmd select those supports which are

provided in your school by circling.

1. Purchase of teaching-learning materials

2. Provision of funds for outings and innings

3. Provision of other resource persons

4. Provision of trainings to teachers and students

5. Others specify

17.In relation to school manager’s interest towardplementation of examinable subjects
and some of the support they offer towards implegaten of reproductive health
education, how does these influences the implementaof reproductive health
education in your school? Briefly

explain
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APPENDIX 2

WORKPLAN

NO | ACTIVITY DESCRIPTION TIME-LINE REMARKS

1. | Proposal development December, 2011-
May, 2012

2. | Data Collection 20June-38,
June, 2012

3. | Project Report Development | ' 1July-18"July,
2012

4. | Submission of the Final writeduly, 20", 2012

up
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APPENDIX 3

BUDGET
NO. | ITEM DESCRIPTION [COSTS (KSHS)
1. Stationeries . 8000.00
hotocopyi
ng
papers,
Foolscaps
: Pens,
Printing,
photocop
ying
services,
Typesetti
ng and
Binding
services
2. Personnel Research 7500.00
Assistant to be
paid Kenya
shillings 1500
per day for 5
days
3. Travelling, CommunicationsTransportation | 5000.00
and other expenses costs, Airtimes
Subsistence angd
contingencies
TOTAL 20500.00
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