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Section 1: Introduction
1.1 Overview
The 2030 Agenda for Sustainable Development locates gender equality as a key objective in itself, as
well as a condition for meeting the other targets.1 High rates of adolescent pregnancy directly and
negatively impact the realisation of many of these goals and targets.
Adolescent pregnancy, defined in this report as the occurrence of pregnancy in girls aged 15-19, is a
global problem with severe health, social and economic impacts. Adolescent mothers are more at
risk of pregnancy-related health complications, early school drop-out and poverty. In addition, many
adolescent pregnancies occur in the context of human rights violations: 90% of births to adolescent
girls occur within early marriage.2
The multifaceted nature of the issue requires a multi-level approach to reduce the adolescent
fertility rate in sub-Saharan Africa. This report identifies some of the key strategies as: promoting
and supporting girls’ education; providing high-quality sexual and reproductive health education to
adolescent girls; increasing adolescent girls’ access to contraception and health services and
addressing community attitudes towards adolescent sexual and reproductive health. The central aim
of this Strategy and Plan of Action is to empower adolescent girls to make choices about their sexual
and reproductive health that benefits their overall wellbeing.

1.2 Prevalence and Current Progress
The global adolescent fertility rate was estimated by The World Bank to be 42 births per 1000
women aged 15-19 in 2018. The adolescent fertility rate is highest in sub-Saharan Africa, with an
average of 101 births per 1000 adolescent girls. The rate of adolescent fertility ranges from 39 births
per 1000 in Rwanda to 184 births per 1000 in Niger.3
According to the same data, the estimated global adolescent fertility rate has declined by 25.4%
since 2000. This figure compares to an estimated decline of 21.1% in sub-Saharan Africa.4
Figures 1.1 and 1.2 show the change in the adolescent fertility rates (births per 1000 women aged
15-19) worldwide and in sub-Saharan Africa between 2000 and 2018.

1

General Assembly resolution 70/1, Transforming our world: the 2030 Agenda for Sustainable Development,
A/RES/70/1 (21 October 2015), <https://www.un.org/ga/search/view_doc.asp?symbol=A/RES/70/1&Lang=E>.
2
Plan International, Teenage Pregnancy, <https://plan-international.org/sexual-health/teenage-pregnancy>
[Accessed 12 January 2021].
3
World Bank, United Nations Population Division, (2018), Adolescent fertility rate (births per 1,000 women
ages 15-19) [Data file]
<https://data.worldbank.org/indicator/SP.ADO.TFRT?end=2018&start=1960&view=chart> [Accessed 12
January 2021].
4
Ibid.
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Figure 1.1: Adolescent fertility rate (worldwide)

Figure 1.2: Adolescent fertility rate (sub-Saharan Africa)

The downward trend in adolescent fertility rates since 2000 is consistent across the majority of
countries in sub-Saharan Africa. Lesotho is the only country not to follow this trend, with an overall
increase of 6 births per 1000 women aged 15-19 during this period.6
Despite this overall progress, data from a UNFPA report indicates that the number of births to
adolescents will increase globally by 2030. This potential increase is due to the growing population
of adolescent girls, with the largest increase occurring in sub-Saharan Africa. In 2010, adolescents in
sub-Saharan Africa accounted for 16% of the world total, and this was projected to rise to 23% by
2030. The total population in sub-Saharan Africa is currently estimated to be 1.1 billion, of which
23% (255 million) are adolescents, already accounting for approximately 21% of the global
adolescent population in 2020.7
The prevalence of adolescent pregnancy varies significantly across regions. For example, in Ethiopia,
the adolescent fertility rate has declined by 41.2% since 2000, compared to a 2.3% decline in the
Democratic Republic of Congo.8 Even within countries there are considerable differences: in
Ethiopia, the proportion of adolescents who have begun childbearing ranges from 3% in Addis Abba
to 23% in the Affar region.9
The substantial regional differences in adolescent fertility rates reveal inconsistent progress in this
area. Countries that have successfully decreased the rate of adolescent pregnancy provide important
lessons for countries where the prevalence remains high.

5

Ibid.
Ibid.
7
E. Loaiza and M. Liang, Adolescent Pregnancy: A Review of the Evidence, UNFPA (2013),
<https://www.unfpa.org/sites/default/files/pub-pdf/ADOLESCENT%20PREGNANCY_UNFPA.pdf>.
8
World Bank, United Nations Population Division, (2018), Adolescent fertility rate (births per 1,000 women
ages 15-19) [Data file]
<https://data.worldbank.org/indicator/SP.ADO.TFRT?end=2018&locations=ZG&name_desc=false&start=2000
&view=chart&year=2018> [Accessed 12 January 2021].
9
World Health Organization, Adolescent pregnancy, (2020), < https://www.who.int/en/news-room/factsheets/detail/adolescent-pregnancy> [Accessed 12 January 2021].
6
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1.3 Impacts on Sustainable Development Goals
1.3.1 Health and Mortality
Goal 3. Ensure healthy lives and promote well-being for all at all ages:
Adolescent pregnancy is a major public health problem. In low- and middle- income countries,
complications from pregnancy and childbirth are the leading cause of death among girls aged 15 to
19.10 High rates of maternal mortality are commonly related to infection and hypertensive disorders
of pregnancy.11
Target 3.1 aims to reduce the global maternal mortality ratio to less than 70 per 100,000 live births.
According to The World Bank statistics, in 2017 the MMR in sub-Saharan Africa was 534. This figure
compares to 13, 57 and 74 in Europe & Central Asia, Middle East & North Africa and Latin America &
Caribbean respectively.12
Children born to adolescent mothers are also 50% more likely than children born to mothers aged
20-29 years old to be stillborn, or to die within their first week of life.13 In addition, children born to
adolescent mothers are more at risk of health problems, such as premature birth, low birth weight,
stunting and anaemia.14
Reducing the prevalence of adolescent pregnancy is central to achieving Goal 3, specifically targets
3.1 and 3.2. Improving maternal and child health is also key to promoting the well-being of women’s
lives more broadly.

1.3.2 Education
Goal 4. Ensure inclusive and equitable quality education and promote lifelong learning opportunities
for all
There is a strong correlation between adolescent pregnancy and school drop-out rates. Target 4.1
aims to ensure that all girls and boys complete free, equitable and quality primary and secondary
education leading to relevant and effective learning outcomes.

10

World Health Organization, Preventing early pregnancy and poor reproductive outcomes among adolescents
in developing countries: what the evidence says, (2011),
<https://apps.who.int/iris/bitstream/handle/10665/70813/WHO_FWC_MCA_12_02_eng.pdf;jsessionid=5927
096527B200BFD94F45C30A73CDF8?sequence=1>.
11
G. M. Kassa, A. O. Arowojolu, A. A. Odukogbe et al. ‘Prevalence and determinants of adolescent pregnancy in
Africa: a systematic review and Meta-analysis’, Reproductive Health, 15.195 (2018), <https://reproductivehealth-journal.biomedcentral.com/articles/10.1186/s12978-018-0640-2#citeas>.
12
World Bank, United Nations Population Division, (2017), Maternal mortality ratio (modelled estimate, per
100,000 live births) [Data file] <https://data.worldbank.org/indicator/SH.STA.MMRT> [Accessed 12 January
2021].
13
L. Denney, R. Gordon and A. Ibrahim, Teenage Pregnancy after Ebola in Sierra Leone: Mapping responses,
gaps and ongoing challenges, (2015), <https://securelivelihoods.org/wp-content/uploads/TeenagePregnancies-after-Ebola-in-SierraLeone_-Mapping-responses-gaps-and-ongoing-challenges.pdf>.
14
J. E. Dorroch, V. Woog, A. Bankrole and L. S. Ashford, Adding it up: Costs and Benefits of Meeting the
Contraceptive Needs of Adolescents, Guttmacher Institute (2016),
<https://www.guttmacher.org/sites/default/files/report_pdf/adding-it-up-adolescents-report.pdf>.
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In several African countries, discriminatory laws and policies require pregnant adolescents to leave
school, for example, in Equatorial Guinea, Sierra Leone and Tanzania. It has been found that a
further 24 African countries lack a re-entry policy or law that will protect pregnant girls’ rights to
education.15
Even in countries where policies permit the possibility of re-entry, the proportion of adolescent
mothers returning to school tends to be low.16 Insufficient implementation and poor dissemination
of policy information amongst educators and the girls themselves creates a lack of awareness that
limits policy effectiveness.17
The prevalence of adolescent pregnancy is currently a barrier to achieving Goal 4, specifically targets
4.1 and 4.5.

1.3.3 Economic
Goal 1. End poverty in all its forms everywhere
The prevalence of adolescent pregnancy and interrelated factors such as school dropout limit girls’
economic potential. A study by The World Bank found that the lifetime cost of adolescent pregnancy
was highest in African countries, with a cost of up to 30% of annual GDP in Uganda.18
Delaying pregnancy to post-adolescence may improve the economic opportunities for young
women. Adolescent mothers have limited means to continue their education - The World Bank
estimates that the total value of girls completing one further level of education is equivalent to an
increase in growth rates by 1 or 0.5 percentage points annually in some African countries.19
Furthermore, the health expenditures for adolescent mothers are high. In addition to heightened
risks of complications from pregnancy and childbirth, 21% of pregnancies among women in Africa
aged 15 to 19 result in induced abortion.20 The annual cost of treating complications from unsafe
abortions in sub-Saharan Africa is estimated to be US$200 million.21
Adolescent pregnancy perpetuates intergenerational cycles of poverty and prevents the realisation
of Goal 1. Reducing rates of adolescent pregnancy is key to increasing the economic prosperity of
individuals, as well as of countries.
15

Human Rights Watch, Leave No Girl Behind in Africa, (2018)
<https://www.hrw.org/report/2018/06/14/leave-no-girl-behind-africa/discrimination-education-againstpregnant-girls-and> [Accessed 12 January 2021].
16
C. B. Lloyd and B. S. Mensch, ‘Marriage and childbirth as factors in dropping out from school: An analysis of
DHS data from sub-Saharan Africa’, Population Studies, 62.1 (2008),
<https://www.tandfonline.com/doi/pdf/10.1080/00324720701810840?needAccess=true>.
17
World Vision, COVID-19 Aftershocks: Access Denied, (2020) < https://www.wvi.org/sites/default/files/202008/Covid19%20Aftershocks_Access%20Denied_small.pdf>.
18
J. Chaaban and W. V. Cunningham, Measuring the Economic Gain of Investing in Girls: The Girl Effect
Dividend, World Bank (2011)
<https://www.researchgate.net/profile/Wendy_Cunningham2/publication/228290830_Measuring_the_Econo
mic_Gain_of_Investing_in_Girls_The_Girl_Effect_Dividend/links/00463533d5d888e3d6000000.pdf>.
19
Ibid.
20
J. E. Dorroch, V. Woog, A. Bankrole and L. S. Ashford, Adding it up: Costs and Benefits of Meeting the
Contraceptive Needs of Adolescents, Guttmacher Institute (2016),
<https://www.guttmacher.org/sites/default/files/report_pdf/adding-it-up-adolescents-report.pdf>.
21
World Health Organization, Preventing unsafe abortion, (2020), <https://www.who.int/news-room/factsheets/detail/preventing-unsafe-abortion> [Accessed 12 January 2021].
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1.3.4 Social
Goal 5. Achieve gender equality and empower all women and girls
Adolescent mothers, specifically unmarried adolescent mothers, may be subject to stigmatization by
their partners, families and communities. Both married and unmarried adolescent mothers are more
likely to experience violence within a partnership.22
Government and individual school policy can contribute to the stigmatization of pregnant girls. For
example, in Tanzania, adolescent girls are subjected to mandatory pregnancy testing leading to
expulsion.23
The stigma surrounding unmarried adolescent mothers means that adolescent pregnancies often
result in the marriage of the girl to the child’s father, even in cases where the sexual encounter was
violent or coerced.24 Therefore, high rates of adolescent pregnancy may perpetuate harmful cultural
practices, such as child marriage.
Reducing the prevalence of adolescent pregnancy is key to achieving Goal 5, specifically targets 5.2
and 5.3.

Section 2: Policy Analysis
2.1 Past successful initiatives
There have been a number of successful initiatives with significant impacts for adolescent sexual and
reproductive health in sub-Saharan Africa:

Country

Program

Description

Impact

Kenya

Education Subsidy
Program, 2003

The program provided students enrolled in
grade 6 with two free school uniforms over
the last three years of primary school.

Ethiopia

End Child Marriage
Program, 2011-2016

The program targeted behavioural change
within communities through communityfocussed work, including community
dialogues, activities in schools and economic
incentives for delaying marriage. The program

The students in this
program were 16.5% less
likely to dop out of school
and were 20% and 17% less
likely to marry early and to
become pregnant during
adolescence.25
The program led to a
significant reduction in
levels of child marriage: in
under 5 years, the number
of girls married by age 15

22

World Health Organization, Adolescent pregnancy, (2020), < https://www.who.int/en/news-room/factsheets/detail/adolescent-pregnancy> [Accessed 12 January 2021].
23
Human Rights Watch, Leave No Girl Behind in Africa, (2018)
<https://www.hrw.org/report/2018/06/14/leave-no-girl-behind-africa/discrimination-education-againstpregnant-girls-and> [Accessed 12 January 2021].
24
L. Denney, R. Gordon and A. Ibrahim, Teenage Pregnancy after Ebola in Sierra Leone: Mapping responses,
gaps and ongoing challenges, (2015), <https://securelivelihoods.org/wp-content/uploads/TeenagePregnancies-after-Ebola-in-SierraLeone_-Mapping-responses-gaps-and-ongoing-challenges.pdf>.
25
E. Duflo, M. Kremer and P. Dupas, ‘Preventing HIV and Teen Pregnancy in Kenya: The Roles of Teacher
Training and Education Subsidies’, American Economic Review, 105.9 (2015),
<https://www.povertyactionlab.org/evaluation/preventing-hiv-and-teen-pregnancy-kenya-roles-teachertraining-and-education-subsidies>.
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also included capacity building for relevant
stakeholders, including communities, teachers
and religious leaders.26

and 18 decreased by 50%
and 25% respectively.27 It is
estimated that the
incidence of adolescent
pregnancy during this time
declined at the same rate,
since childbearing occurs
mostly in the context of
marriage in Ethiopia.

Ethiopia

Health Extension
Program, 2003

The program delivered health education and
basic health services in the community. The
program utilised Health Extension workers to
deliver the Health Extension Package, which
included family planning, adolescent
reproductive health, and health education and
communication. The Health Extension workers
were engaged from the communities where
they would be working and were trained and
supported to engage households to utilise
maternal health and contraceptive services.28

The program contributed
to a 29% increase in
contraceptive use by
married adolescent girls
between 2000 and 2016.29
Since 2003, the adolescent
fertility rate in Ethiopia has
decreased by 36%.30

Madagascar

Top Réseau Network,
2001

The network initially focussed on providing
youth-friendly reproductive health services,
including low-cost and confidential access to
contraceptives. Adolescent reproductive
health clinics were promoted through a
communication campaign, which also targeted
safe sex practices, including condom use.31
Information was communicated via mass
media (television / radio) and peer educators.

Between 2003-2009, the
contraceptive prevalence in
Madagascar increased from
18% to 29%.32 Since 2002,
the adolescent fertility rate
in Madagascar has
decreased by 28%.33

26

Department for International Development, Independent Verification and Evaluation of the End Child
Marriage Programme: Ethiopia, (2015),
<https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/494148
/End-Child-Marriage-Prog-midterm-Evaluation__.pdf > [Accessed 12 January 2021].
27
Ibid.
28
J. Wilder, ‘Ethiopia’s Health Extension Program: Pathfinder International’s Support 2003-2007’, Pathfinder
International (2008),
<http://www2.pathfinder.org/site/DocServer/CBRHAs__HEWs_REVISED_REPRINT__2_.pdf?docID=11303>.
29
M. Yitayal, Y. Berhane, A. Worku and Y. Kebede, ‘The community-based Health Extension Program
significantly improved contraceptive utilization in West Gojjam Zone, Ethiopia’, Journal of Multidisciplinary
Healthcare, 7 (2014), <https://www.dovepress.com/the-community-based-health-extension-programsignificantly-improved-co-peer-reviewed-article-JMDH>.
30
World Bank, United Nations Population Division, (2018), Adolescent fertility rate (births per 1,000 women
ages 15-19) [Data file]
<https://data.worldbank.org/indicator/SP.ADO.TFRT?end=2018&start=1960&view=chart> [Accessed 12
January 2021].
31
The Communication Initiative Network, The Impact of the Madagascar TOP Reseau Social Marketing
Program on Sexual Behaviour and Use of Reproductive Health Services, (2004),
<https://www.comminit.com/global/content/impact-madagascar-top-reseau-social-marketing-programsexual-behavior-and-use-reproducti> [Accessed 12 January 2021].
32
Population Services International, ‘Social Franchise Case Study: Madagascar’s Top Réseau Network’, (2011),
<https://www.psi.org/wp-content/uploads/2020/05/Madagascar-Case-Study-FINAL-Jan12.pdf>.
33
World Bank, United Nations Population Division, (2018), Adolescent fertility rate (births per 1,000 women
ages 15-19) [Data file]
<https://data.worldbank.org/indicator/SP.ADO.TFRT?end=2018&start=1960&view=chart> [Accessed 12
January 2021].

9

2.2 Program analysis
1. It is likely that similar social and economic circumstances influence early school drop-out and
adolescent pregnancy. Interrelated factors, including poverty, mean that the causal
relationship between adolescent pregnancy and early school leaving is difficult to establish.
However, Kenya’s Education Subsidy Program demonstrates that keeping girls in school can
be effective in reducing the prevalence of adolescent pregnancy. As such, investigating ways
to keep girls in school, including through the use of conditional subsidies and scholarships,
should be a priority among policymakers.
2. There is a clear relationship between adolescent pregnancy and child marriage, for example,
the countries with the highest prevalence of child marriage in sub-Saharan Africa (Niger,
Chad and Mali) are also those with the highest adolescent fertility rates. The strong
relationship between adolescent pregnancy and child marriage suggests that investing in
ending child marriage is also key to reducing the prevalence of adolescent pregnancy.
Ethiopia’s End Child Marriage program also highlights the importance of engaging
community members, including community leaders and teachers, to deliver this type of
intervention.
3. Ethiopia’s Health Extension program, in combination with a number of other frameworks
and strategies in Ethiopia, demonstrates that improving population access to information
and services on reproductive health, while prioritising the health status of adolescents, leads
to a significant decline in adolescent fertility rates. This program also highlights the
importance of community level interventions.
4. While the Top Réseau Network successfully increased the contraceptive prevalence among
adolescents, one study found that behaviour change was only reported by those who had
had multiple exposure to communication activities and health service programs.34 Similarly,
the low uptake of contraceptives among adolescents in South Africa following the change to
the National Contraception Policy Guidelines in 2001 to include free contraceptive services,
has also been attributed to the inadequate information about contraceptive methods and
side effects provided at health service delivery level. The results from Madagascar and South
Africa suggest that prevention efforts aimed at reducing adolescent fertility rates should
combine reproductive health service delivery and access initiatives with high-quality
education and communication about sex and relationships. Similar multi-strategy prevention
efforts combining education and increased access to contraception have also proved
successful in the UK and the USA.35

34

The Communication Initiative Network, The Impact of the Madagascar TOP Reseau Social Marketing
Program on Sexual Behaviour and Use of Reproductive Health Services, (2004),
<https://www.comminit.com/global/content/impact-madagascar-top-reseau-social-marketing-programsexual-behavior-and-use-reproducti> [Accessed 12 January 2021].
35
S. R. Skinner and J. L. Marino, ‘England’s Teenage Pregnancy Strategy: a hard-won success’, The Lancet,
388.10044 (2016), <https://www.thelancet.com/journals/lancet/article/PIIS0140-6736(16)30589-X/fulltext>.
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Section 3: AHO Strategy
3.1 Strategy Objectives
The AHO Strategy and Plan of Action on Ending Adolescent Pregnancy recommends the following
objectives:
1. Promote and support girls’ education
2. Improve prevention efforts, including:
2.1 High-quality education about sex and relationships
2.2 Better access to effective contraception and health services
3. Empower girls to resist coercion
4. Educate communities to de-stigmatize adolescent sexual and reproductive health

3.2 Strategy Proposal
3.2.1 Promote and support girls’ education
Adolescent girls who are not in school are more than two times more likely to become pregnant
than girls who remain in school.36 Girls aged 15-17 who are currently enrolled in school are less likely
to be sexually experienced, and are more likely to use contraception than girls who have never been
to school, or who are no longer in school.37
The critical role of education in preventing adolescent pregnancy is highlighted by UNESCO.
According to a 2017 press release, adolescent girls in developing countries with low educational
attainment are 5 times more likely to become an adolescent mother.38 A study on adolescent trends
in Ethiopia found that girls educated to primary and secondary levels (or higher) were 50% and 82%
less likely to become adolescent mothers respectively.39
Education equips girls with increased knowledge of sexual and reproductive health and increases
their agency within their family.40 Life skills education, including courses in decision-making,
communication and risk education, helps girls to develop skills to avoid early and unintended
pregnancies.
A number of interrelated social and economic factors have been linked to early school-dropout,
including poverty and pressure to marry. Barriers to accessing education include the cost of fees and
36

G. M. Kassa, A. O. Arowojolu, A. A. Odukogbe et al. ‘Prevalence and determinants of adolescent pregnancy in
Africa: a systematic review and Meta-analysis’, Reproductive Health, 15.195 (2018), <https://reproductivehealth-journal.biomedcentral.com/articles/10.1186/s12978-018-0640-2#citeas>.
37
C. B. Lloyd and B. S. Mensch, ‘Marriage and childbirth as factors in dropping out from school: An analysis of
DHS data from sub-Saharan Africa’, Population Studies, 62.1 (2008)
<https://www.tandfonline.com/doi/pdf/10.1080/00324720701810840?needAccess=true>.
38
UNESCO, Education critical in preventing adolescent pregnancy, (2017),
<http://www.unesco.org/new/en/media-services/singleview/news/education_critical_in_preventing_adolescent_pregnancy/> [Accessed 12 January 2021].
39
Y. Mekonnen, D. S. Telake and E. Wolde, ‘Adolescent childbearing trends and sub-national variations in
Ethiopia: a pooled analysis of data from six surveys’, BMC Pregnancy and Childbirth, 18.276 (2018),
<https://bmcpregnancychildbirth.biomedcentral.com/articles/10.1186/s12884-018-1917-8#ref-CR12>.
40
Ibid.
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related costs such as uniform, textbooks and meals.41 As such, girls may be forced to engage in risky
transactional relationships with men in order to afford the costs associated with school.42 Girls may
also be subject to risks of sexual abuse both in school and while travelling to school.
Education policies must address the barriers that girls face to accessing education, with an emphasis
on cost-reduction. Re-entry policies should address the needs specific to adolescent mothers,
including childcare.

3.2.2 Improve prevention efforts, including high-quality education about sex and
relationships
There is a general failure to implement accurate and comprehensive sexual and reproductive health
education in schools across Africa.43 A UNESCO review of 10 countries in East and Southern Africa
found that most curricula did not contain enough basic information about contraception and health
service access, reproduction, STIs and abortion.44
The implementation of a centralised, curriculum-based sexuality education may reduce early and
unintended pregnancies. Programs should aim to empower young people, rather than relying on
negative or fear-based representations of sexuality. The curriculum should address:
1. Effective methods of pregnancy prevention, including different methods of contraception,
effective use of contraception, access to contraceptive health services and family planning.
2. Information relating to sexually transmitted infections, including transmission, prevention and
access to advice and treatment.
3. Information about reproduction, including biological and social experiences during puberty.
4. Gender relations, including consent and refusal skills, gender-based violence and gender equity.
Teacher-training is necessary to support the delivery of sexuality education and to ensure that
educators do not perpetuate harmful gender norms and beliefs that discriminate against girls.
Teachers should also be trained in safeguarding, and how to react to incidents of gender-based
violence, including how to safely report concerns.45
Additional focus must be given to reaching adolescents who are not in school through targeted
community outreach, mobile technology and communication campaigns via mass media.

41

World Vision, COVID-19 Aftershocks: Access Denied, (2020) < https://www.wvi.org/sites/default/files/202008/Covid19%20Aftershocks_Access%20Denied_small.pdf>.
42
World Vision, The violent truth about teenage pregnancy, (2019),
<https://www.wvi.org/sites/default/files/201909/The%20violent%20truth%20about%20teenage%20pregnancy%20FINAL.pdf>.
43
World Vision, COVID-19 Aftershocks: Access Denied, (2020) < https://www.wvi.org/sites/default/files/202008/Covid19%20Aftershocks_Access%20Denied_small.pdf>.
44
UNESCO and UNFPA, Sexuality Education: a 10-country review of school curricula in East and Southern Africa,
(2012), <https://esaro.unfpa.org/en/publications/sexuality-education-10-country-review-school-curriculaeast-and-southern-africa>.
45
World Vision, COVID-19 Aftershocks: Access Denied, (2020) < https://www.wvi.org/sites/default/files/202008/Covid19%20Aftershocks_Access%20Denied_small.pdf>.
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3.2.2.2 Improve prevention efforts, including better access to effective contraception and
health services
In 2016, 45% of reported pregnancies among African women aged 15-19 were unintended. The
proportion of unintended pregnancies that resulted in births was 40%, or 28% of all births to
adolescent mothers.46
Table 3.1 shows selected statistics on the sexual and reproductive health of adolescents in
developing regions from 2016.
47

Non-use of contraception accounts for a high proportion of unintended pregnancies. The unmet
need for modern contraception for adolescents wanting to avoid pregnancy is higher than for all
women aged 15-49. 85% of adolescent women with an unmet need for contraception do not use any
contraceptive method, while 15% use traditional methods, such as withdrawal.48
According to data from the Demographic Health Survey, few women with unmet need for
contraception report problems with awareness of or access to contraceptive methods. Frequently
cited reasons for not using a method included having infrequent sex, concern about side effects and
health risks, and opposition to using contraception.49
In addition, fear of infertility is a major barrier to contraceptive use. In a 2015 study on contraceptive
use in Kenya, it was found that other misconceptions include associations of modern contraceptives
with birth defects or abnormalities.50 These knowledge gaps should be targeted through
46

J. E. Dorroch, V. Woog, A. Bankrole and L. S. Ashford, Adding it up: Costs and Benefits of Meeting the
Contraceptive Needs of Adolescents, Guttmacher Institute (2016),
<https://www.guttmacher.org/sites/default/files/report_pdf/adding-it-up-adolescents-report.pdf>.
47
Ibid.
48
E. Sully et al., Adding it up: Investing in Sexual and Reproductive Health, Guttmacher Institute (2020),
<https://www.guttmacher.org/report/adding-it-up-investing-in-sexual-reproductive-health-2019>.
49
J. E. Dorroch, V. Woog, A. Bankrole and L. S. Ashford, Adding it up: Costs and Benefits of Meeting the
Contraceptive Needs of Adolescents, Guttmacher Institute (2016),
<https://www.guttmacher.org/sites/default/files/report_pdf/adding-it-up-adolescents-report.pdf>.
50
R. Ochako, M. Mbondo, S. Aloo et al., ‘Barriers to modern contraceptive methods uptake among young
women in Kenya: a qualitative study’, BMC Public Health, 15.118 (2015),
<https://bmcpublichealth.biomedcentral.com/articles/10.1186/s12889-015-1483-1>.
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strengthening counselling services, particularly during contraception initiation, to address possible
side effects and switching methods.
Barriers to accessing quality family planning services, including stigmatization, concerns about
confidentiality and restrictive laws and policies preventing the provision of contraceptives based on
age or marital status, must be addressed to encourage the uptake of contraception among
adolescents. These barriers may result in adolescents preferring to use providers, such as a local
pharmacy, where a more limited range of contraceptive methods and services may be offered.51
Improvements in contraceptive uptake may improve outcomes across multiple areas of adolescent
sexual and reproductive health. Firstly, increased contraceptive use will reduce unintended and highrisk pregnancy among adolescent girls.52 In addition, reducing the prevalence of adolescent
pregnancy will improve maternal and neonatal mortality rates and reduce unsafe abortions.
The projected long-term economic effects of reducing unintended pregnancies are significant. Table
3.2 shows the estimated annual benefits that would result from expanding and improving sexual and
reproductive health care for adolescents in low- and middle- income countries.
53

3.2.3 Empower girls to resist coercion
It is estimated that 15 million adolescent girls worldwide have experienced forced sexual intercourse
or activity at some point in their life.54 This is an issue in sub-Saharan Africa, with many girls
experiencing coercion or violence during their first sexual encounter. In Malawi, 38% of girls were
“not willing at all” during their first sexual experience, while this figure was 30%, 23% and 15% in
Ghana, Uganda and Burkina Faso respectively.55
51
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Girls are often at risk of sexual abuse from older men. For example, a study in Tanzania found that
over 50% of men who impregnated girls aged 12-19 were more than 30 years old.56 In another study
in Sierra Leone, it was found that 85% of adolescent girls reported that their first sexual partner was
10 or more years older than them.57
Adolescent girls are also more at risk of early marriage than boys of the same age across all regions.
Table 3.3 shows the distribution of female and male adolescents by marital status across UNFPA
regions in 2010.

58

In sub-Saharan Africa, girls aged 15-19 are more than 9 times more likely to be married than their
male counterparts. In a meta-analysis of 52 studies on adolescent pregnancy in Africa, it was found
that married adolescents are more than 20 times more likely to start childbearing than adolescents
who are not married.59
The gender power imbalance that persists in many African countries can also prevent adolescent
girls from using contraception, even when it is available. The cultural norms of male dominance have
been cited as a major barrier to contraceptive use, particularly in the case of condoms.60 The strong
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male control over female sexuality is likely to be heightened in relationships where the male partner
is significantly older.
Empowering girls to resist coerced sex and harmful practices such as child marriage is key to
preventing adolescent pregnancy. Sexuality education that builds self-esteem, develops life skills and
that provides access to support networks, can empower girls to refuse unwanted sex and
relationships, and also to negotiate contraceptive use with their partners.61 Girls can also be
empowered through laws and policies that address child marriage and sexual violence.

3.2.4 Educate communities to de-stigmatize adolescent sexual and reproductive health
Community disapproval and stigma surrounding adolescent sexuality restricts adolescents’ access to
reproductive health information and services and perpetuates harmful practices such as Female
Genital Mutilation (FGM) and child marriage.
Socio-cultural beliefs within communities have been found to have a greater impact on the inclusion
and re-entry of pregnant adolescents into ordinary schools than official school policies. Policies
enabling pregnant adolescents to continue their education were perceived to normalise and to
therefore encourage pregnancy outside of marriage and were associated with lower-quality
education and outcomes in schools.62 The hostile learning environments for pregnant adolescents in
schools often extend to the home, with families of pregnant adolescents choosing to dissuade them
from returning to school to protect the reputation of their family.
Parent to adolescent communication on sexual and reproductive health issues is key to programs
aiming to strengthen high-quality education about sex and relationships. A recent study found that
adolescents who had never had an open discussion about SRH issues with their parents were nearly
3 times more likely to begin early childbearing.63 It is important that parents, as well as teachers, are
trained in how to deliver sexuality education.
Community attitudes towards adolescent sexual and reproductive health are also a major barrier to
their access to effective contraception and health services. 72% of adolescents in a study on
adolescents’ health service utilization in Ethiopia reported embarrassment as a barrier to utilization,
while 67.8% feared being seen by parents or people who knew them.64 Other reasons that
adolescents avoid using health services include the unwelcoming or judgemental attitudes of health
care providers and fears of a lack of confidentiality in health care and sexual health service settings.65
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Families and communities must be engaged in supporting adolescents, including unmarried
adolescents, to access SRH services, including contraceptive providers and abortion and postabortion services.
The adherence of communities to legislation and policies that empower pregnant adolescents to
resist coercion is necessary for their effectiveness. Approximately 90% of countries in sub-Saharan
Africa have laws that set 18 or older as the minimum age for marriage. However, exceptions
provided to these laws, such as parental consent or provisions that allow children to marry in other
circumstances, such as pregnancy, limit their effectiveness to prevent child marriage. The strong
association between child marriage and adolescent pregnancy has already been noted in this report.
In addition, it has been found that the prevalence of adolescent pregnancy was 25% lower in African
countries with consistent marriage age laws, where countries were considered to have consistent
laws against child marriage if they required girls to be 18 or older to marry, to marry with parental
consent, and to consent to sex.66
Expectations from partners and families for a female to begin childbearing soon after marriage may
influence the relationship between child marriage and adolescent pregnancy. For example, in Sierra
Leone, adolescent pregnancy is only considered as a problem when the girl is unmarried.67 This
disconnect between cultural views and formal laws highlights the need to redefine notions of
adulthood in some African communities to ensure that the definition of womanhood is consistent
with the legal age of a woman. As a result, it is important to communicate the legal definition of
womanhood to communities, particularly those in rural or remote areas with a higher prevalence of
child marriage.68
Effective methods to communicate information relating to adolescent sexual and reproductive
health to communities include radio, social media and community support groups for parents and
adolescents.69 It is also important to engage locally legitimate authorities to ensure that
interventions targeting harmful cultural perceptions and behaviours are not viewed as outsider
imposed.

Section 4: Monitoring and Evaluation
AHO will use information published in annual country-specific reports, as well as in national surveys,
to monitor the prevalence of adolescent pregnancy in sub-Saharan Africa between 2020-2030. AHO
<https://www.jstor.org/stable/pdf/23253112.pdf?refreqid=excelsior%3Ac799e6a915d82bfa0d6f59a657f8a0e
6>.
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will continue to compare the progress of similar countries to identify strengths and weaknesses and
to adjust strategies accordingly. Evaluation should include a strong focus on community feedback to
ensure active participation that will improve long-term impact.
Monitoring the prevalence of adolescent pregnancy is made more difficult by factors such as selfperformed abortions. It is therefore important to monitor a range of success indicators, including
(but not limited to):
1. Adolescent fertility rate (births per 1000 women aged 15-19)
2. Number of pregnancies and outcomes among women aged 15-19 (births, abortions and
miscarriages)
3. Percentage distribution of pregnancies by intention status among women aged 15-19
(intended and unintended)
4. Contraceptive prevalence, modern methods (% of women aged 15-19)
5. Women who were first married by age 18 (% of women aged 20-24)
6. Educational attainment, at least completed lower secondary (% of women aged 20-24)
7. Educational attainment, at least completed upper secondary (% of women aged 20-24)
These indicators can be used collectively to monitor the prevalence of adolescent pregnancy. For
indicators where the data is not quantitative, surveys should be used, for example, to monitor
adolescents’ knowledge of sexual and reproductive health.

Section 5: Conclusions
5.1 Limitations of report
This report measures the rate of adolescent pregnancy as the occurrence of pregnancy in girls aged
15-19. This definition is consistent across a range of studies; however, a number of studies define
adolescence as between the ages of 10 and 19. This report has excluded studies where the definition
of adolescence is not consistent with the ages 15-19. As a result, valuable studies may have been
excluded.
This report analyses the prevalence of adolescent pregnancy in sub-Saharan Africa. This term is
broadly used to refer to the countries in Central, Eastern, Southern and Western Africa, and excludes
countries in Northern Africa. While this report includes studies from a number of countries within
this region, there is considerable variance in the rates of adolescent pregnancy between and within
countries. For this reason, recommendations will not be relevant to all countries and areas and
should be considered within a country-specific context.
This report includes studies that assume a causal relationship between early school dropout and
adolescent pregnancy; however, the same social and economic pressures that predispose girls to
drop out of school, are also likely to lead them to marry early and to engage in unprotected
premarital sex. This report does not give enough emphasis to the economic circumstances that drive
adolescent pregnancy. In addition, this report largely overlooks the risks of school attendance for
adolescent girls, such as the increased risk of sexual violence while journeying to school and within
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the school itself, where girls can be forced into transactional relationships with older men, including
teachers, to afford the costs of school.70

5.2 Conclusion
The growing adolescent population means that if current trends continue, the number of births to
adolescents will increase globally by 2030. The current situation has been made more pressing by
school closures during COVID-19, with many girls facing increased risks of early marriage and
pregnancy. The issue of adolescent pregnancy is complex and must be understood within individual
socio-cultural contexts. Gender norms, such as societal expectations relating to womanhood, can
significantly influence the sexual behaviour of adolescents. Therefore, the realisation of gender
equality in all areas is key to long-term strategies to end adolescent pregnancy. For example, there
must be equal emphasis placed upon girls’ educational and economic opportunities. In addition, the
equal status of women and men must be reflected in non-discriminatory laws and policies. AHO
urges policy makers to make ending adolescent pregnancy a priority, and stresses recognition of the
high health, economic and social costs to adolescents, their families, and to communities more
widely.

Section 6: Policy Recommendations
1. National governments should investigate ways of keeping girls in school, for example,
providing financial support for girls who remain in school through conditional cash transfers.
2. A centralised sexual and reproductive health curriculum should be developed to be
delivered in schools and through community outreach projects.
3. Curriculum training should be made available to teachers at secondary level to enable them
to deliver up-to-date sexual and reproductive health education in a way that empowers
adolescent girls.
4. Safeguarding training should be made available to all teachers to help them to identify atrisk adolescent girls and to safely report concerns of abuse.
5. Programs to better inform communities on adolescent sexual and reproductive health
should be delivered using targeted community outreach and mass media. Programs should
be developed at local and national level and delivered by trained individuals from the
community. Programs aimed at adolescents should target decision-making and safe-sex
practices, while programs aimed at parents should encourage and support parent-child
communication on sexual and reproductive health and promote a more open culture around
reproductive sexual health and advice.
6. Programs to better inform communities on harmful attitudes and practices against girls
should be delivered using targeted community outreach and mass media. Programs should
be developed at local and national level and locally legitimate authorities should be
engaged, where possible, to support programme delivery. Programs should challenge social
and religious norms around early marriage and pregnancy and focus on changing attitudes
around sexual violence and coercion.
7. Community and peer support groups should be engaged for parents and adolescents to
share perspectives on sexual and reproductive health.
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8. National governments should create an enabling policy environment for adolescent girls by
establishing and enforcing consistent and inclusive re-entry policies that protect adolescent
girls during pregnancy and follow-up on girls to initiate re-entry during motherhood; by
ensuring that school environments and infrastructure accommodate adolescent mothers’
needs, including childcare facilities; by expanding confidential contraceptive services to all
adolescents and training health workers to deliver comprehensive counselling services to
adolescents during contraception initiation.
9. National governments should enforce laws and policies that empower adolescent girls,
including minimum marriage age laws; exceptions to these laws should be reviewed.
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