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Abstract 

Background: Adolescent transition is associated with risky sexual behavior. Evidence has demonstrated the 

impact of family factors mediated through parental attachment on adolescents’ decisions on sexual debut and 

practice. Health provider initiated focused intervention targeting  at risk adolescents and their families  is needed  

but measures for family factors have not been incorporated into adolescents screening  instruments. This gap in 

literature and adolescent health packages demands attention.  

Aim and Objectives: This study aims to use the Family Circle and APGAR Questionnaire to elicit the pattern of 

parental attachment and perceived family functioning and their relationship with sexual debut with a view to 

recommending them as screening instruments. 

Method: Over 400 senior secondary school students randomly selected participated using self administered 

instruments including the Family Circle and APGAR Questionnaire. P value was set at 0.05. 

Results: The Family Circle elicited the pattern of parental attachment   and showed a significant relationship 

with sexual debut and parent adolescent communication on sexuality. The APGAR elicited the perceived family 

functioning among the respondents. A significant relationship was established between sexual debut and parents’ 

educational status and parents' separation. 

Conclusion: This study demonstrated the impact of disordered family structure and functioning on adolescent 

sexual practice mediated through parental attachment  using the Family Circle and APGAR questionnaire. The 

utility of these instruments in eliciting parental attachment and perceived family functioning makes them vital 

tools proposed for screening and detection of at risk adolescents. 
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1. Introduction 

The burden of adolescent sexual activity is increasing all over the world with serious social and health 

consequences. Given the massive increase in this demographic subset with more than 1.8 billion adolescents 

worldwide1, the need for evidence based intervention has become critical. Adolescent sexual practice is 

important to families, societies and nations because of it’s impact on burden of sexually transmitted infections 

including HIV/AIDS, teenage pregnancy, abortion related morbidities and mortality, interrupted education
3
 and 

teenage motherhood with a resultant vicious cycle of maternal poverty.
2,3 

 

In the United States of America, it is estimated that 50% of high school students have initiated sex and up to 60% 

will be sexually active by the time they graduate.
4,5

 In sub Saharan Africa, data show that median age at first sex 

is during adolescence at about 18.5 years for women and for men 16.9-19.6 years
6
. In Nigeria for both sexes it is 

approximately 15 +/- 2.4 yrs7
. In Nigeria among youth, 22% of males and 18% of females are sexually active.8 

Among in school adolescents rates between 8%9and 28 %10,11 have been recorded by different authors. 

Risky sexual behavior is defined to include early initiation of sexual activity before age 15years, non use of 

protection and having multiple partners.
 4,12

 

 

Factors influencing adolescent sexual practice operate as either risk or protective factors and  affect the 

adolescent on personal, family and community levels including social structure organizations like schools, 

religious, recreational and vocational organizations, neighborhood characteristics, culture and Government with 

its policies and programs impacting adolescent development.13 Personal factors include gender, personality type, 

educational achievement, religious affiliation and socioeconomic status while family factors include structure, 

functioning and ecology.
9,14

 

 

In the past decades, efforts to improve the burden of adolescent sexual practice focused on secondary preventive 

measures using comprehensive sex education in schools and promoting access to condom and safer sex. Less 

attention has been paid to primary preventive efforts aimed at strengthening protective factors that could help 

adolescents develop the resiliency needed to delay sexual debut. In well resourced nations, research and 

interventions on adolescent sexuality  have gone beyond the individual level  targeting families and communities 

unlike in  sub Saharan Africa, where the focus is still on the individual, with little attention on family and 

community.
15,16,17,18,19  

 This reflects the situation in LMIC where Governments lack a sense of ownership of 
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responsibility for social welfare and social structural organization required to channel research and intervention 

to the dynamics of adolescent risk behavior.   

There is a plethora of evidence that the family has major impact on the sexual practice of adolescents by 

impacting their ability to resist risky behavior. 5,19,20,21  Program  reviewers have  called for strategies 

strengthening the ability of the adolescent to delay initiation  through improving protective factors in families, 

identifying adolescents in risky family settings and delivering focused intervention to them
5 

 Parental influence 

impacts  adolescent sexual practice through instrumental and affective support, communication and monitoring.13 

Other mechanisms include parenting style, transmission of moral and family values, modeling of positive values 

and behaviors. Strong emotional bonds between parents and the adolescent facilitates development of strong 

motivation and sense of coherence in lif.e
17,20

  Self esteem and  self confidence deriving from this enables 

fidelity to agreed behaviors, resistance to peer pressure and self disclosure making monitoring effective. Family 

structure determines the availability of parental capacity for support and monitoring and modifies functioning. 

Family functioning determines the quality of interaction of members influencing their perception of support and 

connectedness to the family. Communication is the matrix that enables all interaction in the family and is also 

facilitated by good emotional connectedness. Communication between parents and the adolescent impacts their  

behavior and emotional bonding covering both general interactions and specifically on sexuality.20,21,22   

Interventions to strengthen protective factors in families have been carried out at mass levels in high resource 

countries with success. Such programs like the Iowa Strengthening Families Program improved parental capacity 

for effective communication, appropriate limit setting and improvement of the parent adolescent relationship. 

Adolescents were taught goal setting, self efficacy and resistance to peer pressure.
19

 

Many authors have advocated strategies to achieve focused family intervention by identifying at risk adolescents  

and also the capacity of health care providers  to take the lead in this regard 
5,13,21

  Health care providers have 

both the opportunity and the trust of both the adolescents and their families.21  Intervention targeting families 

constitutes an effort at primary prevention especially if delivered in late childhood before the children begin to 

experiment with risk behaviors. Repeat screening as part of routine adolescent preventive care can identify and 

track changes in the family and enable secondary intervention modifying risky sexual behaviors.  

Adolescent health care is about risk behavior screening and prevention.23 Prevention science targets reduction of 

risk factors and strengthening of protective factors
17

 but most tools for adolescents screening do not incorporate 

items on family function or parental attachment.  The mechanisms and strategies to achieve this have so far 

proved to be a gap in scientific literature.
21

  This study aims to fill this gap by employing simple Family 

Medicine tools to elicit the adolescent’s perception of their emotional bonding to their parents and their family‘s  

functioning. Adoption of this practice will improve outcome for adolescents at individual levels and provide the 

nucleus for advocacy for family based intervention and adolescent health at mass levels especially in LMIC 

where this is lacking. 

 

1.1 Justification 

Despite the well documented evidence of family impact on adolescent sexuality in other climes, there is a dearth 

of data on this in our environment. A gap in scientific literature has been identified on how the evidence on 

family factors and sexual practice among adolescents can be utilized to identify at risk adolescents and their 

families.
21

 Parental attachment and family functioning measure vital parameters of the family and can serve as 

indices of risky family settings. This study explored the use of the Family Circle and APGAR Questionnaire to 

elicit family function and parental attachment and the relationship between them and sexual debut, with a view 

to recommending them as screening tools. 

 

1.2 Aim and Objectives 

This study aims to use the Family Circle and APGAR Questionnaire to elicit the pattern of parental attachment 

and perceived family functioning and their relationship with sexual debut with a view to recommending them as 

screening instruments. 

 

1.3 Materials and Method 

Study Design: The study was a cross sectional descriptive design. 

Study Area: Secondary schools in Benin City, the capital of Edo State Nigeria. There are both private and public 

schools in the city. The low to middle class citizens generally attend the public schools while the private ones are 

attended by children from the middle to upper class homes. The secondary schools are divided into junior and 

senior schools of three years each. 

Study population: The adolescents in senior secondary schools in Benin City. The adolescent population in Edo 
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state is estimated at 344, 024.
24 

The prevalence of adolescent sex in Nigeria is between 8% 
9
and 28% 

10,11 
with an 

average of 18%. 

Selection criteria: 

Inclusion: all senior secondary students within age 10-19 who consented to participate. 

Exclusion: All students in senior class who were below 10years or above 19years or refused to consent. 

Sampling method: Random sampling by balloting was used to select two mixed non boarding schools, one 

private and one public.non boarding mixed schools were chosen because there is expected to be some important 

contextual differences between these schools and single sex schools, boarding schools (mixed or single sex), 

faith based schools and secular schools. Non Boarding schools also have the additional advantage of having 

children who are in constant contact with their parents, the school and the society. They offer the highest 

likelihood of adolescents in their natural milieu.  

Calculated sample size was 267. Over Four hundred students were recruited from the two schools. 

Ethical consideration: Ethical approval was obtained from the Ethics and Research Committee of University of 

Benin Teaching Hospital. Certificate No ADM/E 22/A/VOL.VII/1349. In the schools, permission was obtained 

from the Principals in writing and informed consent obtained from the students. 

Method of Data collection: 

The study instrument was a structured self administered questionnaire which was distributed to the students after 

permission and consent had been obtained.  The filled questionnaires were retrieved same day at break time. 

Study instrument: Consisted of three sections: section A: covering sociodemographic variables including  

information on family structure and parent adolescent communication on sexuality. 

Section B: the APGAR Questionnaire. It is a standardized validated self administered family function screening 

instrument developed by Smilkstein.
25

 It consists of one question in each of five domains testing the candidate’s 

perception of processes in his family. 1) Adaptation: tests the way the family harnesses resources internal and 

external to solve problems. Partnership: tests how the family involves members in dealing with issues. Growth: 

tests the family’s support for members’ interests in new ventures for their growth. Affection: how the family 

shares and expresses affection. Resolve: assesses satisfaction with the amount of time the family spends together. 

Response to each question is scored 0 (hardly ever), 1 (sometimes) 2 ( almost always). Total score ranges from 

0-10. Scores 8-10 denotes highly functional, 4-7 denotes moderately dysfunctional and 0-3 denotes severe 

dysfunction. 

Section C: Family Circle; it is a self drawn graphic representation of an individual and his family.
26

 It may 

include other important people in their life. It consists of a large circle representing the individual’s life sphere. A 

small circle in the center represents the candidate. Other small circles are drawn bearing the names of those they 

represent. Those within the circle are important and the closeness of their circle to the center depicts the strength 

of emotional bond between them and the candidate. Those drawn outside the circle are not important to the 

candidate. Maternal and paternal attachment were represented on 4 levels. 

Very close: if their circle intercepts that of the candidate. 

Close: if their circle is close to the center. 

Not close: if their circle is on or close to the periphery 

Not important: if their circle is outside the sphere. 

Summing up maternal and paternal attachment to derive parental attachment, 3 levels were defined: 

Very Healthy Attachment; if the candidate is close or very close to both parents. 

Healthy Attachment:  if candidate is close or very close to one parent. 

Poor Attachment: if candidate defines both parents as not close or not important. 

Study Duration: Data collection was done over about 4weeks. 

Data Management: Data was collated using the excel spread sheet and analyzed using the SPSS version 21. P 

value was set at 0.05. Inferential statistics was done  using the chi square test and Cramer’s V to test the 

relationship between variables.  

 

1.4 Results: 

Only three hundred and thirty six questionnaires were found adequate for analysis. Most of respondents (70.3%) 

were in the middle phase of adolescence with a mean age of 15.39yrs. Sex distribution was equal. Majority of 

the respondents were Christians (97.3%). More than 88% of their mothers and fathers had secondary education 

or more. Majority of them were from monogamous families (86.3%) in which they lived with both parents 

(72.3%). Of the 27.7%   who had separated parents, cause of separation was evenly spread between divorce, 

work and widowhood. Most of the families (72.9%) were in the fourth stage of the family life cycle.  Majority 

(74.4%) of the respondents did not engage in any risk behavior (Table 1). 

Majority of the respondents had not initiated sexual activity. The prevalence of sexual debut among the 

respondents was 10.1%.The mean age at sexual debut was low at 12.35 years. Majority of the sexually active 

respondents were males (82.4%). Most of them ever had only one partner (64.7%). Mean number of partners was 
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2.68. The incidence of pregnancy among the sexually active respondents was 14.7% (Table 2). 

To facilitate the test of association, the categories, none and primary in maternal and paternal educational status 

were merged into one as primary. 

The relationship between maternal education and sexual debut was significant. X
2 

= 10.064 at df=2 p value 

0.007.Cramers V=0.007 (Table 3) 

The relationship between paternal education and sexual debut was significant. X
2 

 =11.711 at df=2 p value 

=0.003. Cramer’s V=0.003 (Table 4). 

 The relationship between parental separation and sexual debut was significant. X2 = 5.107 at df=1.p value =0-

024 (Table 5). 

The relationship between parental separation by death and sexual debut was not significant.      X
2 

  =0.033 at df 

=1. P value =0.033. Fisher’s Exact test =0.063 (Table 6). 

Most of the respondents had Very Healthy Attachment to their parents (53.9%). Healthy Attachment was found 

in 37.5% and Poor Attachment in 8.6% (Table 7).To facilitate the test of association, the categories, not close and 

not important in maternal and paternal attachment were merged into one as not important.  

The relationship between maternal attachment and sexual debut was not significant. X2 =3.966 at df=3 p value 

=0.138 (Table 8). 

The relationship between paternal attachment and sexual debut was significant. X
2 

= 10.223 at df=2 p =0.006. 

Cramer’s V= 0.006 (Table 9). 

The relationship between parental attachment and sexual debut was significant. X
2 = 18.591 at df =2. P 

value=0.000  Cramer’s V= 0.000(Table 10). 

Most of the respondents rated their families as highly functional (56.3%). Moderate dysfunction was found in 

(32.7%) and severe dysfunction in 11.0% (Table 7). 

The relationship between respondent’s perception of their family functioning and sexual debut was not 

significant. X2 =2.851 at df=2. P value= 0.240 (Table 11). 

The prevalence of parent adolescent communication (PACS) among the respondents was 46.7%.(Table 7) 

The relationship between PACS and sexual debut was significant. X
2
  =6.235 at df 1 p =0.013 (Table 12) 

The relationship between maternal attachment and PACS was significant. X2 =12.655. at df 2. P=0.002.Cramer’s 

V= 0.000 (Table 13). 

The relationship between paternal attachment and PACS was significant. X
2
 =6.128 at df 2.p=0.047. Cramer’s 

V=0.047 (Table 14). 

The relationship between parental attachment and PACS was significant. X2 = 9.498 at df 2.p=0.009.Cramer’s V 

=0.009 (Table 15). 

There is a significant relationship between Family Functioning and PACS. Calculated chi square=14.689 at df 2, 

p value= 0.001. Cramer’s V =0.001 (Table 16). 

 

1.5 Discussion 

The prevalence of sexual debut in this study sample was lower than in comparable studies in the south west and 

north central regions in Nigeria 
10,11

 and sub Saharan Africa
6 

and USA
4
. More males and older respondents were 

involved similar to the referenced studies. The mean age at debut found in this study population was young at 

12.35 years  within the range of 15 +/- 2.34 years found for Nigerian adolescents and  similar to findings in the 

USA where about 6% of adolescents initiate sex before the age of 13years.
4      

Although majority of them had 

ever had only one partner with a mean of 2.68 partners, their early initiation puts them at greater risk of multiple 

partners and it’s consequences including depressive illness and low self esteem among the females27,28. The high 

pregnancy rate of 14.5% in this subset is higher than Nigerian national average fertility rate of 5.2%
29 

and close 

to that found in other studies in Ibadan and Ilorin with higher prevalence of sexual debut(5.7%-17%).
10,11

  This 

further shows the low rate of SRH knowledge among them as expected  given their younger age and  the low rate 

of sex education covering this content both in homes and schools in the study population. Teenage pregnancy is a 

socio medical problem worldwide but more so in developing countries where more than 20,000 births are 

recorded to adolescent mothers daily.
30

 This impacts major consequences on maternal death rates as adolescents 

face major barriers in accessing SRH and maternal health care
1
 Beyond societal stigma, healthcare workers 

constitute a barrier to access to good antenatal ,delivery or post partum care. They resort to procuring abortion 

from quacks often with fatal outcome. Teenage motherhood is associated with increased adverse birth outcome 

for mother and baby like, vesico vaginal fistula, low birth weight, congenital defects etc. Impact on education 

increases the likelihood of school dropout resulting in a vicious cycle of maternal poverty predisposing the 

offspring to adverse circumstances compelling her to replicate the mother’s trajectory in life3,18 Studies have also 

shown that teenage mothers have difficulty getting married and staying married.
3
 

Family structure impacts family dynamics by altering the parental resources available for affective and 

instrumental support and monitoring.
16,31

 This is demonstrated in the significant relationship established between 

parental separation and sexual debut in this study and supported by other studies16,31,32. The single parent is often 
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stressed with overwhelming responsibility and negative dispositions limiting parental attachment. In families 

where there is replacement of the absent parent, dysfunctional psycho- political negotiations involving the step 

parent may also negatively affect PA, family functioning and precipitate externalizing behaviors including risk 

taking. This was confirmed in a study showing that PA and monitoring with intact families had  better indices 

than single parent families who had better indices than families with step parents.
19

 

The relationship between Parental separation by death and sexual debut was significant by Pearson’s chi square 

but nullified by fisher’s exact test suggesting the need for further inquiry into the impact of parental death on 

adolescents risk behavior. Adolescent grief reaction has been shown to include externalizing behaviors which 

may involve sexual activity.
33  

Even when the loss occurs in earlier childhood, it has been shown that grief may 

persist for life. A study in Kenya showed that orphans living in institutional arrangement had better sexual 

indices suggesting that those in family settings suffer some kind of negative environment influencing risky 

sexual behavior34 

Educational attainment of the father  affects family structure as it  determines  socioeconomic status, provision of 

instrumental needs, neighborhood location , access to schools and other social structures that influence 

adolescent behavior. The  strong and significant relationship between respondent’s father’s educational status and 

sexual debut is attributed to this.
32

 Maternal education, also had a strong significant relationship to sexual debut, 

attributable to many reasons including, the capacity of educated mothers to have better understanding of the 

challenges the adolescents face, greater empathy, better communication generally and specifically on sexuality 

and better monitoring as found in other studies.19,32
  

The positive influence of parents on adolescent sexual practice has been attributed essentially to a warm  

Parental Attachment( PA) in the adolescents.
19,21

  This study, confirmed it using the Family Circle to show that 

majority of the respondents had  healthy  PA  with a strong and significant relationship to sexual debut  in 

keeping with literature,19,35. A healthy PA enables the transfer of moral values, family values, motivation and 

resiliency helping them to develop into positive youth.17,20 Healthy parental attachment encourages the 

adolescent to maintain fidelity to agreed behavioral standards and also facilitates self disclosure in the adolescent 

making monitoring effective. Where PA is lacking the need for love and affection may become motivation to 

seek romantic relationships at an early age. Lack of instrumental support like money for basic needs may create a 

transactional motivation for sex.
20,36 

The capacity of the family circle to detect this important parameter  makes it 

a vital tool in screening for  health provider initiated intervention to strengthen family related protective factors 

and reduce risk factors for adolescent sexuality. It also has the advantage of revealing in a single picture other 

relationships within the family which may be of positive or negative impact on the child that can be addressed.26 

Parental attachment (PA) was defined on three levels in this study in order to make translation to clinical use for 

identification and follow up easier. The utility of the family circle to elicit PA is further supported because it is 

simple, pictorial and attractive to children and adolescents.
26

 

Maternal attachment was not significantly associated with sexual debut in this study despite the finding that 

maternal attachment was more prevalent than paternal attachment. This is attributed to the fact that maternal 

nurturing is non discriminating of child personality or behavior and also supportive of findings in other studies 

showing that mothers underestimate their children’s sexual practice.
37 

  The strong significant relationship found 

between paternal attachment and sexual debut suggests that lack of paternal attachment precipitates externalizing 

risky behaviors including sexual activity especially in boys  similar to findings by other authors.
16,38

 

Communication generally is the medium of transfer of morals and family values and specifically information on 

sexuality. This study established a significant relationship between PACS and sexual debut despite a low 

prevalence of PACS in keeping with literature. 19,22. The enabling impact of PA on communication was shown in 

it’s strong significant relationship with all three dimensions of attachment : paternal, maternal and parental  

attachment as supported by literature.
31

 Poor communication often associated with poor attachment limits 

teaching of values with parents resorting to coercion usually with adverse outcome.
19,20  

The strong significant 

relationship between PACS and family functioning suggests that family functioning sets the milieu that 

facilitates family communication generally even beyond sexuality discussions. This is one of the many factors 

that underscores the importance of good family functioning for adolescent development.
 

The test of family functioning using the APGAR questionnaire established no relationship between sexual debut 

and family functioning.  A study by Orluwene et al. in Nigeria confirmed  that family dysfunction is related to 

adolescent risky sexual activity but  determined dysfunction using a customized researcher administered  

instrument to elicit specific   major negative parental factors like alcoholism, controlling  and deficient parents.
39

 

Another hospital based study by Muyibi et al. used the APGAR Questionnaire and established a relationship 

between family functioning and sexual activity.9 In that study, more than 80% of the respondents rated their 

families as highly functional unlike in this study where only 56% rated their families as highly functional. It is 

possible that teaching hospital health seekers have family characteristics that distinguishes them from the general 

population. The APGAR is a screening instrument and tests the respondent’s subjective perception of functioning 

in his family which expresses his sense of connectedness to the family. A rating of dysfunction is a cry for help 
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indicating a need for intervention using diagnostic instruments to confirm dysfunction and apply intervention at 

the individual or whole family level. Dysfunctional families constitute a risky environment for adolescent 

development4,19. Routine screening with APGAR provides opportunity for early detection and intervention which 

may not otherwise be available to help families improve on their processes. Moderate dysfunction is often 

transitioning and can respond to simple interventional measures from health providers especially where the 

family has resiliency resources. Severe dysfunction is more complex and requires referral for specialist 

intervention. However the counseling and mentoring from health providers or school counselors can provide the 

support and mentorship the adolescent lacks at home. 

 

1.6 Limitations 
 The impact of parent substitutes in separated families and extended family members living with the family was 

not explored. 

 

1.7 Conclusion 
 This study utilized self administered instruments to demonstrate the pattern of parental attachment and 

perceived family functioning among adolescents using the Family Circle and APGAR questionnaire. The impact 

of disordered family structure and function on adolescent sexual practice mediated through parental attachment 

was also demonstrated. The utility of these instruments in eliciting parental attachment and perceived family 

functioning makes them vital tools proposed for screening and detection of at risk adolescents. 

 

1.8 Recommendation 
 The Family Circle and APGAR Questionnaire should be included in adolescent screening instruments to 

facilitate detection and intervention for at risk adolescents. 
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Tables 

Table 1: Distribution of Demographic Variables among the Respondents. 

Demographic variable Response Frequency Percentage 

Age :  

 

 

Adolescent phase: 

 

 

 

Sex 

 

Religion 

 

 

 

Father’s educational 

status 

 

 

Mother’s educational 

status 

 

 

 

Range: 11-19years 

Mean=  15.39 years.  

SD=  +/-  1.454years 

Early adolescence (11-13yrs) 

Middle adolescence(14-16yrs) 

Late adolescence(17-19Yrs) 

 

Male 
Female 

Christianity 

Islam 

African traditional religion. 

 

None 

Primary 

Secondary 

Tertiary 

None 

Primary 

Secondary 

Tertiary 

 

 

 

 

28 

236 

72 

 

168 
168 

327 

8 

1 

 

14 

11 

76 

235 

16 

22 

101 

197 

 

 

 

 

8.3 

70.3 

21.4 

 

50 
50 

97.3 

2.4 

0.3 

 

4.2 

3.3 

22.6 

69.9 

4.8 

6.5 

30.1 

58.6 
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Distribution of demographic variables (contd) 

Variable Response Frequency Percentage 

Family Type 

 

Family cycle stage 

 

 

Living conditions 

 

 

Parental separation type 

 

 

 

Monogamous 

polygamous 

Stage 4 

Stage 5 

 

Living with both parents 

Living with separated  parent 

 

 

Divorce 

Work 

Death 

 

290 

46 

245 

91 

 

243 

93 

 

27 

31 

35 

 

86.3 

13.7 

72.9 

27 

 

72.3 

27.7 

 

29.0 

33.3 

37.7 

 

 

Table 2: Distribution of Correlates of Sexual Activity among the Sexually active Respondents. 

Variable Response Frequency  Percentage 

Sexual Debut 

 

Age  distribution of sexually 

active Respondents 

 

 

Adolescent phase 

 

 

Sex distribution of sexually 

active Respondents 

 

Ever been pregnant 

 

Age at first sex 

 

 

 

No. of Partners 

 

 

 

Yes 

No 

Range: 13-18years 

Mean:16.15years 

Mode:16years 

SD +/-1.329 

 

Early adolescence (11-13yrs) 

Middle adolescence (14-16yrs) 

Late adolescence (17-19Yrs) 

Male 

Female 

 

Yes  

No 

 

Range:4-17years 

Mean:12.35years 

Mode: 14years 

SD:3.845 

 

Range: 1-12 

Mean:2.68 

Mode:1 

SD:3.291 

 

34 

302 

 

 

 

 

1 
20 

13 

 

28 

6 

 

5 

29 

 

 

 

 

 

 

 

 

 

 

 

 

10.1 

89.9 

 

 

 

 

3.0 
58.8 

38.2 

 

82.4 

17.6 

 

14.7 

85.3 

 

 

 

 

 

 

 

 

 
 

 

 Table 3: Relationship between Respondent’s Mothers’ Educational Status and Sexual Debut 

Maternal Educational Status Sexual debut (yes) Sexual debut (No) Total 

Primary (or Less) 

Secondary 

Tertiary 

8 (21.1) 

14 (13.9) 

12(6.1) 

30 (78.9) 

87 (86.1) 

185 (93.9) 

38 (100) 

101 (100) 

197 (100) 

Total 34(100) 302 (100) 336(100)  

Calculated chi square=10.064. at df =2. P value =0.007. Cramer’s V= 0.007.Significant. 
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 Table 4: Relationship between  Respondent’s Father’s Educational Status and Sexual Debut 

Father Educational. status Sexual Debut (Yes) Sexual Debut (No) Total 

Primary (or less) 

Secondary 

Tertiary 

7 (28) 

10 (13.2) 

17 (7.2) 

18 (72) 

66( 86.8) 

218 (92.8) 

25 (100) 

76 (100) 

235 (100) 

Total 34(100) 302 (100) 336 (100) 

Calculated chi square =11.711at df 2. P value = 0.003. Cramers ‘s V =0.003. Significant. 

Table 5: Relationship between Parental Separation and Sexual Debut among the Respondents. 

Living with both 

parents 

Sexual Debut(Yes) Sexual Debut (No) Total 

Yes 

No 

19 (7.8) 

15 (16.1) 

224 (92.2) 

78 (83.9) 

243 (100) 

93 (100) 

Total 34 (100) 302 (100) 336 (100) 

Calculated chi square = 5.107 at df=1.p value =0-024. Significant. 

Table 6: Relationship between Parental separation by death and Sexual Debut among the Respondents. 

Parental Separation by 

Death 

Sexual Debut (Yes) Sexual debut (No) Total 

Yes 

No 

7(20) 

27 (9) 

28 (80) 

274 (91) 

35 (100) 

301 (100) 

Total  34 (100) 302 (100) 336 (100) 

Calculated chi square.4.559 at df =1.p value =0.033.1 cell (25%) has expected count <5. Fisher’s Exact test 

=0.063 not significant.. 

  

Table 7: Distribution of Family Factors among the Respondents 

Variable Response Frequency Percentage 

Maternal  Attachment 

 

 

 

Paternal Attachment 

 

 

 

Parental Attachment 

 

 

Family Functioning 

 

 

Parent-Adolescent Communication 

On Sexuality (PACS) 

Very close 

Close 

Not close 

Not important 

Very close 

Close 

Not close 

Not important 

Very healthy attachment 

Healthy attachment 

Poor Attachment 

Highly Functional 

Moderately dysfunctional 

Severely dysfunctional 

Yes 

No 

196 

96  

28 

16 

106 

88 

101 

41 

181 

126 

29 

189 

110 

37 

157 

179 

58.3 

28.6 

8.3 

4.8 

31.5 

26.2 

30.1 

12.2 

53.9 

37.5 

8.6 

56.3 

32.7 

11.0 

46.7 

53.3 

 

Table 8: Relationship between Respondent’s Perception of Maternal Attachment and Sexual Debut 

Maternal attachment  Sexual debut (yes) Sexual Debut  (No) Total 

Very close 

Close 

Not important 

18 (9.2) 

8 (8.3) 

8 (18.2) 

 

178 (90.8) 

88 (91.7) 

36 (81.8) 

 

196 (100) 

96 (100) 

44  (100) 

 

Total 34 (100) 302 (100) 336 (100) 

Calculated chi square =3.966 at df=2 p value =0.138. Cramer’s V=0.138 
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Table 9: Relationship between Respondent’s perception of  Paternal Attachment and Sexual Debut. 

Paternal Attachment  Sexual Debut (Yes) Sexual Debut (No) Total 

Very close 

Close 

Not important 

5( 4.8) 

6 )6.8) 

23(22.8) 

101 (95.2) 

82 (93.2) 

119 (77.2) 

106(100) 

88(100) 

101(100) 

Total 34(100) 302(100) 336(100) 

Calculated chi square = 10.223 at df 2.p value =0.006. Cramer’s V=0.006. Significant. 

 

 

 

Table 10: Relationship between Respondents’ Perception of  Parental Attachment and Sexual Debut. 

Parental Attachment Sexual Debut  (Yes) Sexual Debut (No) Total 

Very Healthy Attachment 

Healthy Attachment 

Poor Attachment 

10 (5.5) 

15 (11.9) 

9 (31) 

171 (94.5) 

111 (88.1) 

20 (69) 

181 (100) 

126 (100) 

29  (100) 

Total 34 (100) 302 (100) 336 (100) 
Calculated chi square= 18.591 at df=2. P value=0.000 

 

Table 11: Relationship between Respondents’ Perception of Family Functioning and Sexual Debut 

Family functioning Sexual Debut (Yes) Sexual debut ( No) Total 

Highly functional 

Moderately dysfunctional 

Severely dysfunctional 

15 (7.9) 

13 (11.8) 

6 (16.2) 

174 ( 92.1) 

97 (88.2) 

31 (83.8) 

189 (100) 

110(100) 

37 (100) 

Total 34 (100) 302 (100) 336 (100) 

Calculated chi square =2.851 at df=2. P value= 0. 240. Not Significant. 

 

Table 12:  Relationship between PACS and Sexual Debut among the Respondents. 

Parental sex education Sex debut (No ) Sex debut  (Yes) Total 

Yes 

No 

148 (94.3) 

154 (86) 

9 (5.7) 

25 (14) 

157 (100) 

179 (100) 

Total 302 (100) 34(100) 336 (100) 

 Calculated Chi square= 6.235 at df 1. p value= 0.013.Significant.  

Table 13: Relationship between Maternal Attachment and PACS among the Respondents. 

Mother Attachment PACS (Yes) PACS (No) Total 

Very close 

Close 

Not important 

105 (53.6) 

41(42.7) 

11 (25) 

91(46.4) 

55 (57.3) 

33 (75) 

196(100) 

96(100) 

44(100) 

Total 157(100) 179(100) 336(100) 

Calculated chi square = 12.655  at df 2 .p value =0.002. Cramer’s V=0.002.  Significant. 

Table 14: Relationship between Paternal Attachment and PACS among the Respondents. 

Father Attachment PACS (Yes) PACS(No) Total 

Very close 

Close 

Not important 

60 (56.6) 

38 (43.2) 

59(41.5) 

46 (43.4) 

50 (56.8) 

83 (58.5) 

106(100) 

88(100) 

142(100) 

Total 157(100) 179(100) 336(100) 

Calculated chi square = 6.128 at df 2. p value =0.047. Cramer’s V =0.047.Significant. 
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Table 15: Relationship between Parental Attachment and PACS among the Respondents 

Parental 

Attachment 

PACS (Yes) PACS (No ) Total 

Very healthy 

Attachment. 

Healthy 

Attachment 

Poor 

Attachment 

90(49.7) 

58 (46) 

6 (20.7) 

88 (50.3) 

68 (54) 

23 (79.3) 

181(100) 

126(100) 

29(100) 

Total 157(100) 179(100) 336(100) 

Calculated chi square = 9.498 at df 2.  P value=.009. Cramer’s V=0.009 Significant. 

 

Table 16:  Relationship between Perceived Family Functioning and PACS among the Respondents. 

Family Functioning  PACS 

(Yes) 

PACS (No) Total 

Highly functional 

Moderately 

dysfunctional 

Severely dysfunctional 

104(55.0) 

44(40) 

9(24.3) 

85(45) 

66(66) 

28(75.7) 

189(100) 

110(100) 

37(100) 

Total 157(100) 179(100) 336(100) 

 Calculated chi square=14.689 at df 2, p value= 0.001. Cramer’s V =0.001. Significant. 
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