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Abstract

Introduction: Many adolescents often lack strong and stable relationships with their parents to
openly discuss reproductive health concerns. Parents often have the power to guide children’s
development in sexual health matters, encouraging them to practice reasonable sexual behaviours.

Objective: The study aimed at ascertaining the level of involvement of parents in sexuality
education of their adolescents in Hoima municipality and the associated factors.

Methodology: It was both descriptive and analytical across-sectional study and used both
qualitative and quantitative methods. 213 Participants were randomly selected and interviewed using
semi structured questionnaires.

Results: Most of the parents (81.7%) reported to be involved in sexuality and reproductive health
education of their adolescents. Females were 1.18 times more likely to be involved in sexuality
education (CPR=1.18; Cl= 1.02-1.37; p-value 0.02). Parents were 1.56 times more likely to be
actively involved in talking to their adolescents about sexuality education compared to other people
(APR=1.56; Cl= 1.22-1.99; p-value < 0.001). Having both parents were 1.22 times more likely to
equally talk to their children about sexuality and reproductive health (CPR=1.22; C1=1.07-1.40; p-
value= 0.004). Mothers were 1.64 times more likely to be involved in teaching their children on this
subject matter than fathers (APR=1.64; Cl=1.15-2.34; p-value 0.006).

Conclusion: Factors associated with parents’ involvement in sexuality education were; female
headship of family, being a traditional believer and widow/widower. SRH services should, therefore,
be availed in all the health units, where both adolescents and parents can easily access.

Keywords: Sexuality education, Sexual Reproductive Health (SRH) services.

Introduction task that parents and other family members find
easy. Many feel uncomfortable talking with
children about the subject. Perhaps they are

reluctant to expose their own lack of knowledge

A family has a role to play in sex education
whereby parents stand at the centre of the
sessions and can effectively deliver messages to

the children. This is best achieved if parents
have a free association and interaction with their
children and act as their role models. Once
adolescents both girls and boys are not attended
to by parents, they resort to other sources like
the peers, the media and the Internet to educate
themselves about sexual related issues
(Turnbull, et al., 2018).

This helps children to develop and practice
responsible sexual behaviour and personal
decision making (Barnett, 2017). On contrary
however, it was established that in almost all
societies, educating children about sex is not a

about anatomy, physiology, or other related
information. They may worry about how much
information to give at what age, based on the
unfounded belief that the provision of this
information will lead young people to
experiment with sex (Goldman, 2011). Many
adults did not receive sexuality education
themselves, and some have fears arising from
their own negative sexual experiences. Adult
family members, therefore, tend to shy away
from actively educating youth about issues
relating to sexuality and reproductive health.
What many fails to realize is that giving no
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information or evading young people’s
guestions can send negative messages about
sexuality (UNFPA, 2013).

Adolescents are significantly exposed to risks
of unintended pregnancies, unsafe abortions,
increased STIs including HIV/AIDS, Child
abuse including gender-based violence and
sexual abuse. This risk is amplified by parent’s
reluctance to talk to their adolescents about SRH
issues and as a result in Uganda, HIV prevalence
among adolescent years is 1.9%for males and
2.3% for girls (MoH, 2015).About4% of young
men and women age 15-24 have already been
infected with HIV and 25% of teenage girls are
either pregnant or have already had their first
child (UBOS 2017). Due to lack of parental
guidance and involvement in sexuality
education, young people between the age of 15-
24 remain with limited knowledge and seek
information from unreliable sources (WHO,
2012).

Parents are the primary educators of their
children, particularly in relation to sexuality
education. Thus, in the past, young people used
to receive sexuality education from their parents,
relatives and community members. In addition,
the cultural institutions have also been
promoting the use of indigenous knowledge and
engaging traditional systems and structures to
disseminate and uphold observance of local
cultural practices, norms and values relevant to
sexuality. Similarly, religious institutions have
been the custodian and promoters of morals and
morality. However, because of on-going
transformation in the communities, country and
the world due to dynamic changes in local and
national circumstances as well as impact of
globalization, technological and economic
development, the is much more needed than ever
before. There is silence among most parents and
their adolescent children on these matters, and
the level of their involvement on this issue is
unknown.

Although the Ugandan Ministry of Education
has formulated the National Sexuality Education
Frame Work to guide the teaching of sexuality
education in institutions of learning, this issue
remains controversial among several
stakeholders including religious leaders who are
not in support of this since 2016. This has
sustained a challenge where adolescents have
remained sexually active at 36% while
experiencing associated effects of early

pregnancies and increasing HIV prevalence
among the adolescents (UBOS, 2016).

Many socio-economic effects resulting from
oil exploration activities such as, culture mix,
changes in income, displacement, economic
transformation, influx of people are likely to
greatly influence the sexuality and reproductive
health status of millions of youth in the
Albertine graben and Hoima municipality in
particular. In spite of concerns that sexuality
education may contribute to early sexual
experimentation among young people, there is
no supportive evidence (Kirby, et al., 2006). On
the contrary, sexuality education has the

potential to positively impact knowledge,
attitudes, norms and intentions (Paul, et al.,
2008). These gaps continue to expose

adolescents to risks of unintended pregnancies,
unsafe abortions, increased STIs, Child abuse
including gender-based violence and sexual
abuse.

Objectives of the study
General objective

To examine parental involvement in sexuality
education of their adolescents in Hoima
Municipality.

Specific objectives
These were

1. To assess the level of involvement of
parents in sexuality education of their
adolescents in Hoima municipality.

2. To assess the knowledge of parents of
Hoima  Municipality on  adolescent
sexuality and reproductive health.

3. To examine the attitude of parents of
Hoima district towards sexuality education
to adolescents.

4. To determine the factors associated with
the involvement of parents in sexuality
education of their adolescent children in
Hoima Municipality.

Methodology
Study area

The study was conducted in Hoima
Municipality, Hoima district, Uganda. Hoima
municipality is approximately 200 kilometres by
road, northwest of Kampala (Uganda’s Capital
City). According to the 2014 national census,
the population of Hoima is 572,986 (UBOS,



2014). The economic activity of Hoima is largely
rice and maize growing. However, between the
year 2000 and 2009, a considerable amount of oil
deposits, estimated at between 2.5 billion to 3.5
billion barrels, were discovered in Lake Albert
and on the shores of the lake in Hoima District
and the neighbouring Buliisa District.

The Uganda Oil Refinery, is planned in
Kabaale Village, Buseruka Sub-county, Hoima
District, approximately 35 kilometres west of
Hoima town. An oil pipeline, the Uganda-
Tanzania Crude Oil Pipeline, is also planned to
evacuate crude oil to the Tanzanian Indian Ocean
port of Tanga. Consequently, Hoima is poised to
become a hub of economic activity.

Study design

The study design was analytical and
descriptive, cross-sectional and applied both
gualitative and quantitative methods of data
collection.

Study population

The study population under consideration
were predominantly parents in Hoima
municipality. Others were the District Health
Officer, the Division Health Focal Persons, some
parents with reputable status and the Community
Development Officers and secondary school head
teachers to help in qualitatively understanding the
involvement of parents in sexual and
reproductive education of adolescents.

Study unit
A parent in Hoima municipality
Inclusion criteria

A parent, with an adolescent under his/her
care, residing in Hoima municipality for at least
two years was included in the study.

Exclusion criteria

A parent, without an adolescent under his/her
cares, with residence of less than two years in
Hoima municipality was excluded from the
study.

Sample size determination

Taro Yamane formula (1967) formula for
calculation of sample size (n) when population
size (N) is known was used to determine the
sample size. Assuming a 95% confidence level
and maximum degree of variability of the

attributes in the population, p = 50% (0.5), the
sample size was calculated as below

N

Thus, using the formula; n = [1+NED)]

Where n is the sample size, N is the population
size and e are the level of precision (Sampling
error — 5%).

456 456

Thus; n = [1+456(0050)] _ (1+114) 2.14

213.084 = 213 respondents
Sampling procedure

_456 _

Probabilistic sampling for quantitative data
and non-Probabilistic sampling for qualitative
data were used in this study. Parents were
selected using simple random sampling with a
help of a sampling frame of municipality
dwellers’ lists for only families with adolescent
children. Each household in a particular ward was
assigned unigue numbers which were written on
uniform pieces of papers and all papers folded
uniformly. Then the folded papers were put in a
bowl! and shaken well and one by one selection of
households to be interviewed was done to ensure
all households in the cell have an equal chance of
being selected. Only one respondent was
acceptable for each of the selected household.
District Health Officer, the Division Health Focal
Persons, some parents with reputable status,
Community  Development  Officers and
secondary school head teachers were purposively
selected to help in understanding the involvement
of parents in sexual and reproductive education of
adolescents.

Study variables
Dependent variables

Parents’ involvement in sexuality education of
adolescents

Independent variables

Factors associated with parents’ involvement
in sexuality education of adolescents. These
included egconomic, social-demographic,
government policies, poverty, occupation and
communication, knowledge, attitude and content
of information shared between parents and their
adolescent children

Data collection methods and tools

The study used qualitative and quantitative
methods of data collection; interview guides and
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guestionnaires were employed respectively.
Questionnaires were administered to parents in
the sampled households from the wards. To
obtain genuine responses from respondents,
guestionnaires were researcher-administered to
enable explanations in case of ambiguity.
Interview guide was used in the collection of
gualitative data that is explanatory in nature as
per the respondent’s understanding of events.

Data management and analysis

Quantitative data from questionnaires was
edited, coded and checked for consistency, then
entered in Epi data version 13.02 and later
exported to Stata version 13.0 for analysis.

Qualitative data was analysed using content
thematic analysis. Interviews were transcribed in
English, in order to be used for identifying
individual bits of data. The transcripts were read
and re-read in full so as to annotate the thoughts
in them.

This involved examining the text closely, line-
by-line, to facilitate a microanalysis of the data.
Coding was then carried out. Items relating to
similar topics were organized into categories to
enable the identification of emerging themes. The
proto-themes were examined to start definitions.

Quiality control

All data collection tools were pre-tested in
Buhimba sub-county, one of the sub counties of
Hoima district to check on their reliability.
Adjustments were then made where necessary to
improve the questionnaires. Field assistants were
trained by the principal investigator in the
administration of the tools. Emphasis was on
ensuring that there is completion of the questions
on the questionnaires before returning from the
field.

Ethical considerations

Permission to conduct the study was sought
from relevant Research Ethic bodies. Written
informed consent from respondents was sought
and their names were not written anywhere on the
guestionnaires in order to assure them of
confidentiality. The researchers explained the
purpose of research to the respondents.

Study limitations

Many households were found not to have
adolescents and in others, parents were not
staying with their adolescent children.

Results

Socio-demographic
respondents

characteristics of

A total of 213 respondents were interviewed
and their socio demographic characteristics were
profiled as follows; Most 133(62.4%) of the
respondents was aged less or equal to 40 years
with a mean age of 40.5 years. Majority of the
respondents were females 130(60%) and many
168(78.9%) of these parents were Christians. The
predominant tribe was Banyoro 159(75.6%) and
140(64.7%) of the respondents engaged in
monogamous marriages. Most 35(35.2%) of the
respondents earned a monthly income of
100,000-300,000/= Uganda shillings. Vending
58(27.2%) was the main occupation among the
respondents. On the other hand, only 91(42.7%)
of the respondents had completed secondary level
of education.

Involvement of parents in
education

sexuality

Respondents were interviewed about their
involvement in sexuality education of the
adolescents and majority 174(82%) of the parents
reported to be involved in sexuality education of
their adolescent children and only 18% were not
involved. On the number of adolescents under the
care of the respondents, most 77(36.2%) of them
had one adolescent under their care, 62(29%) had
two and 36(17%) had three and 38(18%) had four
and more number of adolescents each under their
care as shown in the Figure 1.

In Figure 2, among the 213 respondents who
took part in this study, Majority 174(82%) of
them were involved in the sexuality education of
their adolescents and hence responded to the
questions that followed. Most 77(44.3%) of the
respondents reported to find it easy to discuss
issues of sexuality and reproductive health with
their female children and only 48(27.6%) find it
easy to talk to both sexes.

Most of the key informants indicated that it
was easy to discuss issues of sexuality and
reproductive health with adolescent girls than
boys since girls are more understanding and
easier to talk to than boys who tend to be stubborn
and difficult.

“[...] we mostly discuss with girls since they
are more understanding and simple, | leave the
boys to their father unfortunately he is never
bothered and available to talk to them” (key



informant 5- parent).“[...] as their mother, I only
discuss such issues with the girls, the boys are
hard and won’t listen (key informant 4-parent).

Most of the parents routinely talked to their
adolescent children with 123(70.7%) having
discussed with their adolescents in the last one-
month period.

Although 167(96%) of the respondents were
staying with their adolescent children, Majority
104(62%) were delegating the responsibility to
educate their adolescent children issues on sexual
reproductive health. Averagely 46.76(28%)
delegated this responsibility to teachers at school
and 28(16%) to aunts and 13(8%) to uncles and
17(10%) to others (church leaders, grand parents
and community-based organisations) as shown
by the figure 2

Knowledge of parents on adolescent
sexuality and reproductive health

Most 133(62.4%) of the respondents had a
proper understanding of sexuality education.
However, a significant number of respondents
61(28.6%) understood sexuality education as
study of sex matters, how to have sex in future
and child production.

Only 7(3.3%) of the respondents did not
consider sexuality education of the adolescents
important. Parents’ discomfort to discuss the
topic and lack of appropriate information to share
with the adolescent was top 101(47.4%) barrier
for parents’ involvement in the sexuality
education of adolescents. Other factors
mentioned were lack of conducive environment
50(23.5%), lack of communication skills
90(42.3%), Societal taboo 13(6.1%), lack of time
(being busy), disrespectful children, Strictness of
parents all combined were at 30(14.1%).

Majority of the key informants gave consistent
information with the above findings in regards to
the likely barriers to parents’ involvement in
sexuality education of their adolescent children.

“[...] Some topics are embarrassing as they
seem vulgar and hence parents tend to shy away”
(key informant 2-Teacher).

“[...] Parents are harsh and adolescents get
scared to open up” (key informant 3- Community
development officer).

Majority of the parents 117(54.9%) only
waited for radio and TV programmes with a topic
on reproductive health education to trigger a
discussion on sexuality education with their
adolescents. 95(44.6%) of the respondents only

discussed sexuality education with their
adolescents when they see someone, they believe
to be HIV positive or died of HIV. Only
97(45.6%) of the parents interviewed stated that
it is a routine for them to discuss issues on SRH
with their adolescents without waiting to have a
trigger. The above findings were supported by, a
parent who stated that she finds it challenging to
directly introduce a topic on sexuality and
reproductive health to her adolescent children
(Table 1)

“[...] Adolescents are stubborn and don’t open
up most of the times when 1 try to engage them
on issues of sexuality and reproductive health.
Because of'this, I also don’t talk about such issues
directly, I use examples of victims of things like
abortion, HIV, death of people around us to teach
them something (key informant 1 - parent).

Attitudes of parents on adolescent
sexuality and reproductive health

Respondents were asked questions to which
they Agreed, disagreed or neither agree nor
disagreed to. To Agree implied that one had a
negative attitude while disagree implied that one
had a positive attitude.

Findings in table 2 indicate that talking to
adolescents was not perceived as a taboo in this
community. This is because most of the
respondents 187(87.8%) disagreed with the
concept. From the collected data, 183(85.9%) and
187(87.8%) of the respondents disagreed with the
notion that culture and religion respectively
prohibit parents from talking to their adolescent
children about sexuality education, this indicates
a positive attitude. However, averagely
97(45.5%) believe that there should be high level
of privacy for parents to talk to their adolescent
children on sexuality education and it is secretive
act. Averagely 114(53.5%) don’t believe that
talking to adolescents about sexuality education
increases the likelihood of their involvement in
sexual activities, this is a positive attitude. Most
184(86.4%) of the parents believe that they
should monitor/supervise their adolescents all the
time if they are to safeguard them against
indulging into sexual behaviour that could risk
their lives.

It should however be noted that to a certain
level culture was mentioned by some key
informant as a factor that affects sexuality
education.



“[...] Cultural taboos prohibit fathers from
talking to females and mothers talking to boys on

SRH issues with their children” (key informant
7).

Content of sexuality and reproductive
health information shared by parents to
their adolescent children

On the content of sexuality and reproductive
health information shared by the parents to their
adolescent children, the popular key message
passed to children was abstinence from sex
97(45.5%) followed by delaying sexual activities
and concentrating on academics 94(44.1%). The
least popular were messages of using
contraceptives 10(4.7%) and negotiations and sex
refusal skills 14(6.6%). On the mode of delivery
of sexuality and reproductive health information
to the adolescents, most 163(76.5%) of the
respondents delivered the messages to the
adolescents by face to face discussions,
90(42.3%) of the respondents used story telling
approach and 14(6.6%) used peers of their
adolescents to deliver the sexuality and
reproductive health information (Table 3).

Factors associated with involvement of
parents in sexuality education of
adolescents

Bivariate analysis of the socio-demographic
factors showed that others (traditional believers)
in religion and widow/widower in the marital
status category had statistically significant
associations with p-values of at least 0.001 with
parents’ involvement in sexuality education of
adolescents as compared to other members within
the respective categories. The rest of the socio-
demographic factors did not have any statistical
significance with parent involvement in the
sexuality education.

Majority of the key informants mentioned that
widow/widowers have a lot of hope in their
children as the only security for their old age and
hence their increased involvement in sexuality
education of their adolescent children (Table 4).

“[...] As a single mother, the more you talk to
the adolescents the more they open up and
become closer to your as parent” (key informant
8-Community development officer).

Table 5 below shows that females were 1.18
times more likely to be involved in sexuality

education than their male counterparts.
(CPR=1.18; CIl= 1.02-1.37; p-value 0.02).
Parents who agreed were 1.77 times more likely
to be actively involved in talking to their
adolescents about sexuality and reproductive
health than those who disagreed with the
statement (CPR =1.77; Cl= 1.35-2.31; p-value=
<0.001) and both parents were 1.22 times more
likely to equally talk to their children about
sexuality and reproductive health as compared to
those who disagreed with the statement.
(CPR=1.22; CI=1.07-1.40; p-value = 0.004).
Interestingly a mother was either 1.73 times more
likely to be involved in teaching their children on
sexuality and reproductive health as compared to
those who disagreed (CPR=1.73; Cl= 1.17-2.55;
p-value= 0.006). Children were 0.85 more likely
to be assisted by schools and other institutions on
sexuality and reproductive health than those that
disagree (CPR=0.85; CI=0.73-0.99; p-value
0.04).

Multivariate analysis of factors associated
with involvement of parents in sexuality
education of adolescents

The multivariate  analysis of  socio-
demographic factors with parent’s involvement
in the sexuality education of the adolescents
revealed that divorced parents had a statistically
significant association with involvement in
sexuality education of adolescents at p value of
<0.001. The rest of the socio demographic factors
did not have any positive association with parent
involvement in  sexuality education of
adolescents. The results from table 6 indicates
that parents actively talking to their children
about sexuality and reproductive health was a
significant predictor of their involvement in
sexuality education after being adjusted at p-
value <0.001(APR=1.56; Cl= 1.22-1.99). There
was also a significant statistical association
between mothers being more involved in teaching
their children and involvement on sexuality
education after being adjusted at p-value 0.006
(APR=1.64; CI=1.15-2.34). The rest of the
factors such as gender, being parents, perception
of sexuality education did not have a statistically
significant association with parents’ involvement
in sexuality education of their adolescent children
(Table 6).
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Figure 1. Number of adolescents under the care of the respondents depicting parental involvement in sexuality
education (n=213)

Table 1. Knowledge of parents on adolescent sexuality and reproductive health

Characteristic/Categories Frequency | Percentage (%)
(n=213)

Understanding of sexuality education

A lifelong process of acquiring 133 62.4

information and forming attitudes,
beliefs and values about sexual and
reproductive health

Matters of sex 61 28.6
Child production 13 6.1
Sex in the future 5 2.4
Teaching how to play sex 1 0.5

Perceived importance of reproductive health education of
adolescents by parents

Important 206 96.7
Not important 7 3.3
Effective communication barriers on sexual matters between
parents and adolescents*

Societal taboo 13 6.1
Lack of conducive environment 50 23.5
Parent discomfort to discuss the 101 47.4
topic

Lack of information to share 101 47.4
Lack of skills 90 42.3
Others? 30 14.1
Discussion triggering situations*

Routine for me to discuss issues 97 45.6
about sexuality with my adolescents

Radio/TV programs 117 54.9
Flyers/posters 16 7.5
Parental perceptions of risky sexual | 72 33.8
behaviour of the adolescent

Seeing someone they believed is 95 44.6
HIV positive or died of HIV
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Figure 2. Shows people whom the responsibility of discussing with adolescents is delegated to by parents
(n=213)

Others® included; Church leaders, grand parents and community-based organisations

Others® included; Lack of time (Being busy), Disrespectful children, Strictness of parents; *- Multiple responses

Table 2. Attitudes of parents on adolescent sexuality and reproductive health

Characteristic/responses Frequency Percentage (%0)
(n=213)

It is a taboo for parents to talk about sexuality issues to their

children

Disagree 187 87.8

Neither agree nor disagree 12 5.6

Agree 14 6.6

Culture in this area prohibits parents to talk about sexuality issues
to their children

Disagree 183 85.9
Neither agree nor disagree 9 4.2
Agree 21 9.9

Religion in this area prohibits parents to talk about sexuality to
their children

Disagree 187 87.8
Neither agree nor disagree 2 0.9
Agree 24 11.3

High level of privacy is needed for parents and children to talk
about sexuality

Disagree 66 31.0
Neither agree nor disagree 50 23.5
Agree 97 455

Talking to the adolescents about sexuality and reproductive
education may increase their involvement in sexual activity

Disagree 114 53.5

Neither agree nor disagree 58 27.2

Agree 41 19.3

Parents should monitor or supervise their adolescents all the time
Disagree 23 10.8

Neither agree nor disagree 6 2.8

Agree 184 86.4




Table 3. Content of sexuality and reproductive health information shared by parents to their adolescent children

Characteristic/Categories Frequency | Percentage (%0)
(n=213)
Content of key messages shared with adolescent*
Abstinence from sex 97 45.5
Safer sex 16 7.5
Condom use 28 13.2
Contraceptive use 10 4.7
The risk of unprotected sexual 35 16.4
intercourse and how to avoid them
Discouraging risk taking behaviour | 55 25.8
Delaying sexual activities and 94 44.1
concentrating on academics
Human reproduction 34 16.0
Negotiation and sex refusal skills 14 6.6
Common mode of delivery* 16
Story telling 90 42.3
Family meetings 30 14.1
Face to face discussions 163 76.5
Peers 14 6.6

* Multiple response variable

Table 4. Social demographic factors at bivariate analysis

Socio-demographic factors | Involvement of parents in sexuality education of adolescents

Variable Yes No Crude prevalence Ratios | P value
F |% |F [% |(CPR:95%CI)

Age in years

Less or equal to 40 108 | 50 251117 |1 0.811

Greater than 40 66 309 |14 | 6.6 | 1.02(0.89-1.16)

Religion

Christian 139 [65.2 |29 136 |1 -

Islam 34 15.9 110 | 4.7 ] 0.93(0.78-1.11) 0.444

Others 1 0 0 |0 1.21(1.13-1.30) <0.001**

Tribe

Banyoro 130 |61.2 |29 |136 |1 -

Batooro 13 6.1 |5 |23 |0.88(0.66-1.19) 0.412

Baganda 14 |65 |2 [09 |1.07(0.88-1.31) 0.506

Banyakole 8 3.7 |1 |09 |1.09(0.85-1.39) 0.500

Other 9 42 |12 |- 1.00(0.75-1.34) 0.996

Level of education

None 19 89 |4 |19 |1 -

Primary 53 249 |6 |28 |1.09(0.88-1.34) 0.427

Secondary 66 30.9 | 25 | 11.7 | 0.88(0.70-1.10) 0.260

Tertiary 36 169 |4 |19 | 1.09(0.88-1.35) 0.434

Occupation

Farmer 25 117 |8 138 |1 -

Vendor 49 230 |9 |42 |1.12(0.89-1.39) 0.38

Professional 46 216 |8 |38 | 1.12(0.90-1.41) 0.303

Housewife 29 136 |7 |32 |1.06(0.83-1.37) 0.632

Other 25 117 |7 |32 |1.03(0.79-1.35) 0.821

Nature of family




Single parent 46 216 |8 |38 |1 -
Nuclear 102 [ 47.9 | 22 | 10.3 | 0.97(0.84-1.11) 0.620
Extended 26 122 |9 | 4.2 |0.87(0.70-1.09) 0.233
Marital status

Married monogamous 112 | 526 |28 | - 1 -
Married polygamous 16 75 |4 |13.1 | 1.00(0.79-1.26) 0.001**
Divorced 22 103 |4 | 1.8 | 1.06(0.88-1.27) 0.550
Widowed/widower 6 28 |0 |18 | 1.25(1.15-1.36) 0.001**
Never married 18 86 |3 |14 | 1.07(0.88-1.30) 0.485
Monthly income

Below 100,000 34 159 |5 |23 |1 -
100,000-300,000 63 29.6 |12 | 5.6 | 0.96(0.82-1.13) 0.641
300,000-500,000 51 23.9 |16 | 7.5 | 0.87(0.73-1.05) 0.141
Above 500,000 26 122 |6 | 2.8 |0.93(0.76-1.15) 0.502

*Variable significant (P-value < 0.05), **Statistically significant association (P-value < 0.05)

Table 5. Factors associated with involvement of parents in sexuality education of adolescents

Factors Involvement in reproductive | Crude Prevalence P-values
health education Ratios (CPRs) at 95%
Yes (n=174) | No (n=39) Cl
F % |F [%
Gender
Male 61 |351 |22 |564 1 0.02*
Female 113 [ 64.9 |17 | 43.6 1.18 (1.02-1.37)
Parents actively talk to children about sexual and reproductive health
Disagree 26 149 |23 |59.0 1 -
Neither agree or | 13 7.5 7 18.0 1.23 (0.81-1.86) 0.34
disagree
Agree 135 | 776 |9 23.1 1.77 (1.35-2.31) <0.001**
Both parents equally talk to their children about sexuality education
Disagree 66 379 |22 |56.4 1 -
Neither agree or | 29 16.7 |10 | 25.6 0.99 (0.80-1.24) 0.94
disagree
Agree 79 454 |7 18.0 1.22 (1.07-1.40) 0.004*
Mother is more involved in teaching their children on sexuality education
Disagree 13 7.5 13 | 333 1 -
Neither agree or | 23 132 |4 10.3 1.70 (1.12-2.58) 0.01*
disagree
Agree 138 [ 793 |22 |56.4 1.73 (1.17-2.55) 0.006**

reproductive health

Children in this home a

re assisted by

schools and other institutions on sex

ual and

Disagree 14 8.1 1 2.6 1 -
Neither agree or | 17 9.8 1 2.6 1.01 (0.85-1.21) 0.90
disagree

Agree 143 [ 822 |37 |94.9 0.85 (0.73-0.99) 0.04*
Perception on importance of reproductive health education

Important 173 1994 |33 | 84.6 1

Not important 1 0.6 6 15.4 1.17 (0.03-1.05) 0.06

*Variable significant (P-value < 0.05) ** Statistically Significant Association (P-value < 0.05)
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Table 6. Multivariate analysis of factors associated with involvement of parents in sexuality education of

adolescents

Socio-demographic Crude Prevalence Ratios | Adjusted Prevalence P-values
Factors (CPRs) at 95% Ratios (APRs) at 95%
Confidence Interval (Cl) | Confidence Interval (Cl)

Gender
Male 1 1 0.33
Female 1.18 (1.02-1.37) 1.07 (0.94-1.22)
Religion
Christian 1 1 -
Islam 1.93 (0.78-1.86) 0.94(0.78-1.12) 0.476
Others 1.21 (1.13-1.30) 1.23(0.97-1.55) 0.090
Marital status
Married monogamous 1 1
Married polygamous 1.00 (0.79-1.26) 1.01(0.79-1.29) 0.938
Divorced 1.06 (0.88-1.27) 1.06(0.88-1.28) 0.522
Widow/widower 1.25(1.15-1.36) 1.24(1.13-1.35) <0.001**
Never married 1.07(0.88-1.30) 1.08(0.87-1.31) 0.455
Parents actively talk to children about sexual and reproductive health

Disagree 1 1 -
Neither agree or disagree | 1.23 (0.81-1.86) 1.25 (0.87-1.79) 0.24
Agree 1.77 (1.35-2.31) 1.56 (1.22-1.99) <0.001**
Both parents equally talk to their children about sexuality education

Disagree 1 1 -
Neither agree or disagree | 0.99 (0.80-1.24) 1.02 (0.86-1.22) 0.80
Agree 1.22 (1.07-1.40) 1.05 (0.93-1.19) 0.40
Mother is more involved in teaching their children on sexuality education

Disagree 1 1 -
Neither agree or disagree | 1.70 (1.12-2.58) 1.64 (1.13-2.38) 0.09
Agree 1.73 (1.17-2.55) 1.64 (1.15-2.34) 0.006**
Children in this home are assisted by schools and other institutions on sexual and
reproductive health

Disagree 1 1 -
Neither agree or disagree | 1.01 (0.85-1.21) 1.05 (0.89-1.24) 0.54
Agree 0.85 (0.73-0.99) 0.96 (0.85-1.10) 0.57
Perception on importance of reproductive health education

Important 1 1
Not important 1.17 (0.03-1.05) 0.22 (0.03-1.43) 0.11

* Variable significant (P-value < 0.05), ** Statistically Significant Association (P-value < 0.05)

Discussion
Involvement of parents in
education

Majority 174(82%) of the parents reported to
be involved in sexuality education of their
adolescent children and most 77(36.2%) of them
had at least one adolescent under their care. This
finding is consistent with the report by the WHO
(2007) that indicated that most parents were
getting more involved in adolescent sexual and
reproductive  health education worldwide,

sexuality
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including Sub-Saharan Africa. This is good for
adolescents because it makes them more aware of
sexuality education, creating a better linkage
between parents and their children and reducing
the chances of teenage pregnancies and marriages
hence delayed sexual activity adolescents may
end up reducing the rates of school drop outs and
unsafe abortions. A previous study showed that
increased parent and adolescent interaction on
sexuality and reproductive issues was positively
associated with reduced levels of risk-taking



behaviour among adolescents (Babalola, et al.,
2005). Many other authors support the position
that adolescents are less likely to engage in sexual
risk-taking behaviour when they reside with a
parent especially two parents or when they
identify with the views of their parents (Rodgers,
1999; Borawski, 2003; Li et al., 2000).

Almost all 96% of the respondents were
staying with their adolescent children and 70.7%
of the parents having had a discussion on
sexuality and reproductive health with their
adolescents in one last month period. This creates
a strong bond between parents and the
adolescents which acts as a channel to ease
communication on seemingly uncomfortable
topics of sexuality and reproductive health as
parents and children as supported by previous
studies (Diop, 2004; Kiragu, 2007). This leads to
the upbringing of adolescents who value life and
make informed decisions on issues of sexuality
and reproductive health which can eventually
reduce on unwanted pregnancies and spread of
sexually transmitted diseases in community. This
is in line with the finding of a study done in slum
in Nairobi Kenya, which found that when a father
lived in the same household as his never married
12-19-year-old adolescent, they were much less
likely to have ever had sex, to have had an
unwanted pregnancy or to have been recently
sexually active than when neither parent or only
the mother lived in the household (Ngom, 2003).
It was also similar to results from a national
survey conducted in Ghana by Karim (2003), that
showed adolescent females who lived with both
parents were less likely than females who had
other living arrangements to have ever had sex
(Karim, 2003).

Another previous study done in Cote d’Ivoire
by Babalola, et al., (2005) as well found that
female adolescents who had lived in the same
household as their father during childhood were
more likely than those who had not to delay first
sex (Babalola, et al., 2005). The benefit of parents
staying with adolescents is also clearly brought
out in a previous study of 14-19-year-old African
Americans, which stated that staying with parents
and high levels of parental supervision were
associated with reduced incidence of STDs (after
adjusting for age and baseline infection)
(Bettinger, 2004). Furthermore, a longitudinal
study of teenagers in Scotland (aged 13-14 at
baseline and 15-16 at follow-up) found that low
parental monitoring was associated with an
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earlier transition to sexual activity for both
females and males, and also with a greater risk of
unprotected sex for females (Wight, et al., 2006).

Majority of the respondents (44.3%) reported
to find it easy to discuss issues of sexuality and
reproductive health with their female children
and only 27.6% find it easy to talk to both sexes.
This is similar to findings in a previous study
done by Turnbull et al., (2018) which indicated
that although Parents provide an entry point into
sexual related communication, mothers tend to
provide a platform for the girls leaving a gap at
the boys’ side that resort to other sources
(Turnbull, et al., 2018). This finding has the
implication that boys who most of the time are
not given much attention as compared to girls, by
parents in the issues of sexuality and reproductive
health end up taking risky sexual behaviour that
adversely affect their health and society as a
whole. This finding is inconsistent with results
from previous studies which stated that parents
themselves feel uncomfortable talking directly
with  adolescents about  sexuality and
reproductive health issues (Diop, 2004; Kiragu,
2007).

Knowledge of parents on adolescent
sexuality and reproductive health

Most (62.4%) of the respondents had a proper
understanding of sexuality education and this is
probably because of the many programmes that
are being run across different platforms in this
region by an array of organisations to help bridge
the gap between adolescents and their parents in
issues of sexuality and reproductive health. As
indicated in the report by World Health
Organization (2007) more than 30 programmes
are engaged in sexuality and reproductive health
in Sub Saharan Africa of which Uganda was part.
Furthermore, similar programs, such as Families
Matters in Kenya, are working directly with
parents and their children to improve intra-family
communication about sexuality and sexual risk
(Miller & Vandenhoudt, 2007) and Uganda’s
Straight Talk campaign, has demonstrated the
general willingness of parents and other adults to
create a supportive environment for young people
(Diop, 2004; Kiragu, 2007). These programs
have ensured provision of sexual and
reproductive health information and services to
adolescents and their parents. This has had the
implication of improving the knowledge of
parents on the subject of sexuality (62.4%



indicated in this study) and changing their
attitudes and practises to support adolescents.

However, a significant number of respondents
28.6% understood sexuality education as a study
of sex matters, how to have sex in future and child
production and 3.3% of the respondents did not
consider sexuality education of the adolescents
important. This finding has the implication that
more efforts need to be put on educating the
parents to change their attitudes and perceptions
on sexuality and reproductive health if
adolescents are to positively benefit from their
parents.

This study also found that parents not being
comfortable to discuss the topic and lack of
appropriate information to share with the
adolescent was top 47.4% barriers for parents’
involvement in the sexuality education of
adolescents. This has the implication of
adolescents being easily misled by their own
parents who may be lacking the right information
or shy to talk about SRH issues with them
eventually the children resort to other sources of
information within their circles leading to getting
inappropriate content from wrong elements in
society. This is in line with findings of a previous
study which stated that parents were shifting their
role of educating children on SRH to either
relatives or schools and that schools were taking
a leading role in ensuring sexuality education as
they have not only ample time for the schooling
children but also part of the school curriculum
(Del Giudice, & Belsky, 2011).

Another previous study by Goldman, (2011)
showed that parents who were either
uncomfortable or did not know the importance of
SRH had shifted their burden blindly to the
schools indicating that parents expressed the need
to be helped in facilitating and organizing the
development of sexuality-related competencies
of children (Goldman, 2011). What many parents
though fail to realize is that giving no information
or evading young people’s questions can send
negative messages about sexuality (UNFPA,
2013). Yet on the contrary several previous
studies have showed that an improved parent-
adolescent communication is vital in promoting
healthy sexual behaviours among adolescents
(Kirby & Miller, 2002; Klein, et al., 2005;
Bastien, et al., 2011) because adolescents who
have a positive relationship with their parents are
known to be less likely to initiate sex early
(Bastien, et al., 2011; UNAIDS, 2004).
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Majority of the parents 54.9% only wait for
radio and TV programmes with a topic on
reproductive health education to trigger a
discussion on sexuality education with
adolescents and 44.6% of the respondents only
discuss sexuality education with their adolescents
when they see someone, they believe to be
positive or died of HIV. This finding is probably
because most of the parents are still not
comfortable discussing issues of SRH with their
children and many of them who try to do so need
to find some sort of stimulus to trigger this
seemingly hard discussion. Yet it may also be due
to the fact that some of the parents are not sure of
the right information to offer to the adolescents at
particular points in time and fear the
consequences of giving inappropriate content of
SRH to their students. This creates a gap in the
effectiveness of parents’ interventions and
programmes with the purpose of preventing
undesirable or poor sexual health outcomes in
children (Haberland & Rogow, 2015).

The above is similar to a study in Sub-Saharan
Africa, where evidence suggests that parent-child
communication about sex-related matters is not
very common and at times is fraught with
discomfort, especially communication with
fathers (Kiragu, 2007; Awusabo-Asare, et al.,
2008). However, 45.6% of the parents
interviewed in this study stated that it is a routine
for them without waiting to have a trigger.

This has the implication of parents and their
adolescents developing a strong relationship and
trust between them that makes discussing SRH
issues easy and eventually children grow up
adopting healthier lifestyles. This finding is
inconsistent with that of a previous study by
Bastien et al., (2011) which found that parents in
much of Sub-Saharan Africa argue that they are
not comfortable discussing sex-related issues
with their children and lack an appropriate
language, information and skills to communicate
effectively on these particular topics (Bastien, et
al., 2011).

Attitudes of parents on adolescent
sexuality and reproductive health

From the collected data 85.9% and 87.8% of
the respondents disagreed with the notion that
culture and religion respectively prohibit parents
from talking to their adolescent children about
sexuality education. This was inconsistent with
the finding of a study in Sub-Saharan Africa



where it was found that parent-child
communication about sex-related matters was not
very common and at times was fraught with
discomfort, especially communication with
fathers (Kiragu, 2007; Awusabo-Asare, et al.,
2008). Furthermore, several previous studies in
Uganda also showed that parental discussions of
sexuality issues with their children was a cultural
taboo (Bastien, et al., 2011, Kibombo, et al.,
2008; Luwaga, 2004) in most parts of the country
and this is contrary to what is reported in this
study. This task is often relegated to other family
members notably, paternal aunties in Buganda
(Kibombo, et al., 2008) and in talking about HIV,
parents are often known to communicate with
their children through arousal of fear.

Parents in Uganda are known to be strict,
particularly with the girl child, which prompts
many to hide their intimate or sexual
relationships  thereby  exacerbating  their
vulnerability (Lofgren, 2009). In this study
majority 45.5% of the respondents believe that
there should be a high level of privacy for parents
to talk to their adolescent children on sexuality
education and it is a secretive act and 53.5% of
the parents don’t believe that talking to
adolescents about sexuality education doesn’t
increase the likelihood of their involvement in
sexual activities. This could be because the
parents don’t feel comfortable discussing with
their children issues of SRH due to fear of being
misunderstood by society. This has the
implication of parents delegating their
responsibilities of ensuring proper upbringing to
people who lead healthy lifestyles, therefore
much still remains to be done by government and
other organizations to bring parents up to speed
with obligations in areas of SRH education of
children.

Most 86.4% of the parents believe that they
should monitor/supervise their adolescents all the
time if they are to safeguard them against
indulging into sexual behaviour that could risk
their lives. This could probably be because
parents in Uganda still hold their traditional
cultures very dear to them while those who seem
to be on the religion side also believe in principles
of strong parental monitoring of the children to
ensure their safety from wrong elements of
society. This is consistent with finding in a
previous study by Lofgren, (2009) that showed
that parents in Uganda are known to be strict,
particularly with the girl child, which prompts
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many to hide their intimate or sexual
relationships  thereby  exacerbating their
vulnerability (Lofgren, 2009) yet being too strict
in fact drives the children to want find out by
doing what exactly the parents are trying to hide.

A key message passed to children was
abstinence from sex 45.5% followed by delaying
sexual activities and concentrating on academics
44.1% and the least popular were messages of
using contraceptives 4.7%. This is similar to a
finding in other studies which indicated that
adolescents were much told about abstinence
from sex to avoid contracting HIV, STIs and
pregnancy, however, they lack in-depth
knowledge of contraception to make decisions in
case abstinence fails since it was always less
talked about by parents (Bankole, et al., 2007;
Neema, et al., 2006). The idea of contraceptive
usage is still largely not bought by a significant
proportion of people in society and most would
not advise their children to use. This is partly
because of the myths that are surrounding family
planning in society. This has the implication of
increased teenage pregnancies that has
exacerbated the school dropout problem in local
areas because adolescent girls who are not talked
the options of contraceptives end up conceiving
hence failing to complete school.

About 76.5% of the respondents delivered the
messages to the adolescents by face to face
discussions. This has the implication that the
adolescents are more likely to heed the message
since it is coming from a credible source who
happens to be apparent wanting the best for their
children. This may result into a strong
relationship between the children and parents
since they can easily discuss what most people in
society find uncomfortable. This may delay the
adolescent from engaging in early sex and hence
have better chances of completing their studies
and leading healthy lifestyles in the future.

Factors associated with involvement of
parents in sexuality education of
adolescents

Results from bivariate analysis showed that the
females were 1.18 times more likely to be
involved in sexuality education (CPR =1.18 ClI:
1.02-1.37). This could be true given the fact that
most mothers are always at home with children
and they get used to her as a contact person who
easily identifies and understands their challenges,
adolescent then find a mother easy to approach.



At the same time the mother being in touch with
the children most of the time finds herself in a
better position to easily notice the changes these
adolescent experiences from time to time and this
gives an edge over the fathers who may not spend
a better part of the day at home to notice and
address challenges adolescents are faced with.
Parents were 1.77 times more likely to be actively
involved in talking to their adolescents about
sexuality and reproductive health (CPR =1.77 CI:
1.35-2.31) and both parents were 1.22 times more
likely to equally talk to their children about
sexuality and reproductive health (CPR =1.22 CI:
1.07-1.40).

Parents having the parenting obligation to the
adolescents find themselves in a position where
they are faced with the reality of coming out to
discuss SRH issues with their children more so in
the event that the children have the first lead of
asking them questions of SRH or are faced with a
SRH problem and parents become the most
immediate people to help their children as
compared to other distant relatives and friends.
Children always trust and take their parents to be
the most credible source of information hence
parents find no way to escape discussing
sexuality issues with them. Interestingly a mother
was either 1.73 times more likely to be involved
in teaching their children on sexuality and
reproductive health 1.70 times more likely to
neither get involved nor not get involved. This
could be so depending on the gender of the
adolescent as girls seem to always have a strong
bond with their mother yet boys are sometimes
stubborn and mothers find it hard to be listened to
giving up. The odds ratios show a more chance of
a mother talking to the adolescents than not.
Children were 0.85 less likely to be assisted by
schools and other institutions on sexuality and
reproductive health.

This is consistent with a finding in previous
studies where teachers at school were also
uncomfortable talking students about SRH due to
fir of backlash from parents (Helleve, et al., 2011,
Helleve, et al., 2009).

Results from multivariate analysis showed that
parents actively talking to their children about
sexuality and reproductive health was a
significant predictor of their involvement in
sexuality education after being adjusted at p-
value <0.001. The strong statistically significant
association between parents actively talking to
the adolescents and their involvement in SRH

15

education shows the implication there is need to
build good communication in a family if SRH
education is to be realised with leading taking a
lead. There was also a significant statistical
association between mothers/females being more
involved in teaching their children and
involvement on sexuality education after being
adjusted at p-value <0.006. The implication from
this study there is need to bring on board fathers
to get involved in sexuality and reproductive
health of their adolescents and this could be by
first fathers creating time for the adolescents to
better their relationships and establishing good
communication. In this way the fathers will be
able to stand up to the task of educating their
adolescents on SRH issues other than blindly
shifting their parental obligation to schools,
relatives and friends whom the adolescents may
not have much trust on.

Conclusion

Most of the parents were involved in sexuality
education of their adolescents. Majority (44.3%)
said they found it easy to discuss issues of
sexuality and reproductive health with their girls
and only 27.6% found it easy talking to both boys
and girls. Parents’ discomfort to discuss the topic
and lack of appropriate information to share with
the adolescent was a top barrier for parents’
involvement in the sexuality education of
adolescents. Although most of the parents had
proper understanding of sexuality and
reproductive health and only 3.3% of the parents
did not consider sexuality and reproductive health
of adolescents important.

Recommendations
To the ministry of health

Partnership with the ministry of education and
sports to ensure parental involvement in the
implementation of the national sexuality
education framework 2018 is emphasized.
Secondly, Collaboration with civil society
organizations and churches to conduct
programmes in the community aimed at
educating people about SRH is very important.
Thirdly, platforms through which those who need
information on SRH can easily access it need to
be provided.

To parents

Parents need to actively engage in educating
their children on the issues of SRH to enable them



adopt and lead healthy lifestyles in future. Next,
parents need to freely communicate with their
adolescents to better understand and advise them
on issues of sexuality instead of depending on
triggers such as radio and TV programmes.
Furthermore, they need to seek for credible
information on SRH from professionals to avoid
misleading their adolescents or fearing to discuss
with them such issues due to their lack of content
to share

Acknowledgement

The principal investigator does acknowledge
the continuous technical supervision and support
of Dr Omona Kizito of Faculty of Health
Sciences, Uganda Martyrs’ University.

References

[1]. Amuyunzu-Nyamongo, M., Biddlecom, A.E.,
Ouedraogo, C. &Woog, V. (2005). Qualitative
Evidence on Adolescents’ Views on Sexual and
Reproductive Health in  Sub-Saharan  Africa:
Occasional Report. New York: The Alan Guttmacher
Institute; 16.

[2]. Awusabo-Asare K., Bankole, A. &Kumi-
Kyereme, A. (2008). Views of adults on adolescent
sexual and reproductive health: qualitative evidence
From Ghana: Occasional Report. New York:
Guttmacher Institute, 34.

[3]. Babalola, S., Tambashe, B.O. &Vondrasek, C.
(2005). Parental factors and sexual risk-taking among
young people in Cote d’Ivoire, African Journal of
Reproductive Health, 9(1):49-65.

[4]. Baku, E.A., Agbemafle, I. and Adanu, R.M.K.
(2017). Effects of parents training on parents’
knowledge and attitudes about adolescent sexuality in
Accra Metropolis, Ghana.

[5]. Bankole, A., Biddlecom, A., Guiella, G., Singh,
S. & Zule, E. (2007). Sexual behaviour, knowledge
and information sources of very young adolescents in
four sub-Saharan countries. Afr J Reprod Health;
11:28-43.

[6]. Bastien, S., Kajula, L.J. & Muhwezi, W.W.
(2011). A review of studies of parent—child
communication about sexuality and HIVV/AIDS in sub-
Saharan Africa. Reprod Health; 8:25.
[7]. Barnett, B. (2017). Gender
adolescents. Network, 17(3).

[8]. Bettinger, J.A. (2004). Does parental involvement
predict new sexually transmitted diseases in female
adolescents? Archives of Pediatrics & Adolescent
Medicine, 158(7):666—670.

norms affect

16

[9]. Birungi, H., Mugisha, J.F, Nyombi, J., Obare, F.,
Evelia, H. & Nyinkavu, H. (2008). Sexual and
reproductive health needs of adolescents perinatally
infected with HIV in Uganda, FRONTIERS Final
Report. Population Council: Washington DC.

[10]. Birungi, H., Mugisha, J.F. & Nyombi, J.K.
(2007). Sexuality of young people perinatally infected
with HIV: A neglected element in HIV/AIDS
programming in Uganda. Exchange Magazine: 7-9.
[11]. Borawski, E.A. (2003). Parental monitoring,
negotiated unsupervised time, and parental trust: the
role of perceived parenting practices in adolescent
health risk behaviors, Journal of Adolescent Health,
33(2):60-70.

[12]. Bronfen\brenner, U. (1979). The Ecology of
Human Development: Experiments by Nature and
Design.

[13]. Cambridge, MA: Harvard University Press.
Bull, S., Nabembezi, D., Birungi, R., Kiwanuka, J.,
Ybarra, M. & Cyber-Senga. (2010). Ugandan youth
preferences for content in an internet-delivered
comprehensive sexuality education programme. East
Afr J Public Health; 7(1):58-63.

[14]. Del Giudice, M., & Belsky, J. (2011). The
development of life history strategies: Toward a multi-
stage theory. Development, 2(6).

[15]. Dessie, Y., Berhane, Y. and Worku, A. (2019).
Parent-Adolescent Sexual and Reproductive Health
Communication Is Very Limited and Associated with
Adolescent Poor Behavioral Beliefs and Subjective
Norms: Evidence from a Community Based Cross-
Sectional Study in Eastern Ethiopia.

[16]. Downing, J., Jones, L., Bates, G., Sumnall, H.,
& Bellis, M. A. (2011). A systematic review of parent
and family-based intervention effectiveness on sexual
outcomes in young people. Health education research,
26 (5): 808-833.

[17]. DiClemente, R.J. (2001). Parental monitoring:
association with adolescents’ risk behaviors,
Pediatrics, 107(6):1363-1368.

[18]. Diop N.J. (2004). Improving the Reproductive
Health of Adolescents in Senegal, Washington, DC:
Population Council/FRONTIERS Program, 2004.
[19]. Fongkaew, W., Fongkaew, K. & Muecke, M.
(2006). HIV/sexual and reproductive health program
for HIV prevention: the youth-adult partnership with
school’s approach. J Med Assoc Thai.; 89(10):1721—
32.

[20]. Goldman, J. D. (2011). An exploration in health
education of an integrated theoretical basis for
sexuality education pedagogies for young people.
Health education research, 26 (3): 526-541.



[21]. Haberland, N., & Rogow, D. (2015). Sexuality
education; Emerging trends in evidence and practice.
[22]. Journal of Adolescent Health, 56 (1): S15-S21.
[23]. Helleve, A., Flisher, AJ., Onya, H., Mathews,
C., Aaro, L. E. & Klepp, K. I. (2011). The association
between students' perceptions of a caring teacher and
sexual initiation. A study among South African high
school students. Health Educ Res.; 26(5):847-58.
[24]. Helleve, A., Flisher, AJ., Onya, H., Mukoma,
W. & Klepp, K.I. (2009). South African teachers'
reflections on the impact of culture on their teaching
of sexuality and HIV/AIDS. Cult Health Sex;
11(2):189-204.

[25]. Hornby, G. (2011). Parental involvement in
childhood education: Building effective school-family
partnerships. Springer Science & Business Media.
[26]. Hulton, L., Cullen, R. & Wamala, K. S. (2000).
Perceptions of the Risks of Sexual Activity and Their
Consequences among Ugandan Adolescents. Stud
Fam Plann.; 31(1): 35-46.

[27]. Igbal, S., Zakar, R. and Fischer, F. (2017).
Perceptions of adolescents’ sexual and reproductive
health and rights: a cross-sectional study in Lahore
District, Pakistan. BMC International Health and
Human Rights BMC series — open, inclusive and
trusted 201717:5.

[28]. Jacob, W.J., Mosman, S.S., Hite, S.J., Morisky,
D.E. & Nsubuga, Y.K. (2007). Evaluating HIV/AIDS
education programmes in Ugandan secondary schools.
Dev Pract.; 17(1):114-23.

[29]. Joint United Nations Programme on HIV/AIDS.
(2004). Seen but not heard...Very young adolescents
aged 10-14 years. Geneva: UNAIDS, World Health
Organization and UNFPA; 2004.

[30]. Karim, A.M. (2003). Reproductive health risk
and protective factors among unmarried youth in
Ghana, International Family Planning Perspectives,
29(1):14-24.

[31]. Kibombo, R., Neema, S., Moore, AM. &
Humera, A.F.(2008). Adults' perceptions of
adolescents' sexual and reproductive health:
qualitative evidence from Uganda. New York: Allan
Guttmacher Institute; 2008.  Awvailable at:
http://www.guttmacher.org/pubs/2008/02/29/0r35.pdf
[32]. Kiragu, K. (2007). Straight Talk Campaign in
Uganda: Parent Survey, Washington, DC:
Horizons/Straight Talk Foundation, 2007.

[33]. Kirby, D. & Miller, B.C. (2002). Interventions
designed to promote parent-teen communication about
sexuality. New Dir Child Adolesc Dev.; 97:93-110.
[34]. Klein, J. D., Sabaratnam, P., Pazos, B.,
Auerbach, M. M., Havens, C.G. & Brach, M. J.
(2005).

17

[35]. Evaluation of the parents as primary sexuality
educators’ program. J Adolesc Health.; 37: S94-S9.
[36]. Kumi-Kyereme, A. (2007). Influence of social
connectedness, communication and monitoring on
adolescent sexual activity in Ghana, African Journal
of Reproductive Health, 11(3):133-147.

[37]. Li, X., Stanton, B. &Feigelman, S, 2000. Impact
of perceived parental monitoring on adolescent risk
behavior over 4 years, Journal of Adolescent Health,
27(1):49-56.

[38]. Lofgren, J., Byamugisha, J., Tillgren, P.
&Rubenson, B. (2009). The perspectives of in- youths
in Kampala, Uganda, on the of parents in HIV HIV
prevention. Afr J AIDS Res.; 8(2):193-200.

[39]. Luwaga, L.C.N. (2004). Parent-adolescent
communication on sexuality in the context of
HIV/AIDS in Uganda: An exploratory study. Bergen:
Masters' Theses at the Research Centre for Health
Promotion. University of Bergen.

[40]. Miller, K.S. &Vandenhoudt, H. (2007). Youth
prevention activities in western Kenya: the Families
Matter program, paper presented at the Interagency
Youth Working Group meeting, Washington, DC,
Dec. 6, 2007.

[41]. MOH, ORC Macro (2006). Uganda HIV/AIDS
Sero-Behavioral Survey 2004-2005. Calverton:
Maryland, USA: Author.

[42]. Neema, S., Ahmed, F.H., Kibombo, R. &
Bankole, A. (2006). Adolescent sexual and
reproductive health in Uganda: Results from 2004
National survey of adolescents: Occasional report
No.25. New York, USA: Allan Guttmacher Institute.
[43]. Ngom, P., Magadi, M. A. & Owuor, T. (2003).
Parental presence and adolescent reproductive health
among the Nairobi urban poor, Journal of Adolescent
Health, 33(5):369-377.

[44]. Phetla, G., Busza, J., Hargreaves, J.R., Pronyk,
P.M., Kim, J.C. & Morison, L.A. (2008). "They have
opened our mouths”: Increasing women’s skills and
motivation for sexual communication with young
people in rural South Africa. AIDS Educ Prev.;
20(6):504-18.

[45]. Roche, K.M., Ahmed, S. & Blum, R.W. (2008).
Enduring consequences of parenting for risk behaviors
from adolescence into early adulthood, Social Science
& Medicine, 66(9):2023-2034.

[46]. Shiferaw, K., Getahun, F. & Asres, G. (2014).
Assessment of adolescents' communication on sexual
and reproductive health matters with parents and
associated factors among secondary and preparatory
schools' students in Debremarkos town, North West
Ethiopia. Reprod Health; 11(1):2.


http://www.guttmacher.org/pubs/2008/02/29/or35.pdf

[47]. Straight Talk Foundation, (2003). Handling
sexual feelings: A report on adolescent sexual
behavior. Kampala. 2003.

[48]. Tamale, S.R. (2005). Eroticism, sensuality and
“women's secrets” among the Baganda: A critical
analysis. Feminist Africa; (5):9-36.
http://agi.ac.za/sites/agi.ac.za/files/fa_5 feature_artic
le_1.pdf.

[49]. Turnbull, T., Wersch, A. and Schaik, P. (2018).
A review of parental involvement in sex education:
The role for effective communication in British
families. Health Education Journal 67(3):182-195 -
September 2008.

[50]. Uganda Bureau of Statistics (UBOS), ICF
International Inc. (2014). Uganda Demographic and
Health Survey 2011. Kampala: Author. Available at

18

http://www.ubos.org/onlinefiles/uploads/ubos/UDHS
/UDHS2011.pdf.

[51]. UNFPA (2011). A situational analysis of school
health programs and clubs in Uganda. Ministry of
Education and Sports, Kampala. May, 2011.

[52]. UNFPA. 2013. Parent Education. New York:
Author. Wight, D., Williamson, L. & Henderson, M.

[53]. (2006). Parental influences on young people’s
sexual behaviour: a longitudinal analysis, Journal of
Adolescence, 29(4):473-494.

[54]. World Health Organization. (2007). Helping
Parents in  Developing Countries  Improve
Adolescents’ Health, Geneva: Author.

[55]. World Health Organization. (2007). Summaries
of Projects in Developing Countries Assisting the
Parents of Adolescents, Geneva: Author.


http://agi.ac.za/sites/agi.ac.za/files/fa_5_feature_article_1.pdf
http://agi.ac.za/sites/agi.ac.za/files/fa_5_feature_article_1.pdf
http://www.ubos.org/onlinefiles/uploads/ubos/UDHS/UDHS2011.pdf
http://www.ubos.org/onlinefiles/uploads/ubos/UDHS/UDHS2011.pdf



