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EXECUTIVE SUMMARY

Africa is home to the largest youth
population in the world today, representing
almost 60 percent of the total population,
or approximately 890 million children and
young people under the age of 25. Based on
UN estimates, this number will rise to over
1.2 billion by 2050. The youth population
on the continent will continue to grow
throughout the 21st century.

As a result, generations of young people
will have a decisive impact on the future of
the region. As tomorrow’s business leaders,
policymakers, doctors, farmers, as well

as parents, they determine how Africa’s

54 countries are going to change during
this century, both socioeconomically and
demographically. What actions must be
taken today to ensure that young people can
make informed and empowered decisions
for themselves, their families and their
communities?

Achieving sexual and reproductive health
and rights (SRHR) is a key factor in ensuring
young people lead healthy and empowered
lives. SRHR, in turn, are an important
foundation for sustainable and equitable
development. Particularly for girls and
young women, SRHR are a prerequisite for
completing their education and job training,
growing up free from gender-based violence,
and leading empowered lives.
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African governments face significant
challenges in ensuring SRHR for all young
people on the continent. Africa has made
significant strides in recent decades, yet
there is still room for improvement. For
example, statistics show, that gender-
based and sexual violence, child marriage,
unintended pregnancies and early
motherhood remain prevalent among young
people.

Where do we need to invest most urgently?
How can we best strengthen the SRHR of
young people? There are numerous projects
and initiatives at local, national, and regional
levels, which promote young Africans’ SRHR.
However, too often, projects for young people
are designed, planned and implemented
without them. Especially marginalised young
people, including youth with disabilities,
LGBTQI+ people and refugees face exclusion.
Therefore, not all initiatives always help
those most in need. This study aims to help
bridge the gap between programming and
the needs of target groups.

What do young people
think?

We conducted interviews with youth
activists, youth organisations and other
experts in the following three focus
countries: Nigeria, Zambia and Tanzania. Our
conversations about the priorities, needs
and desires of young Africans regarding their
SRHR revealed various gaps in provision.
Interviewees also discussed potential
solutions to these issues.

Sexuality education
is inadequate

Comprehensive sexuality education is a
key element to ensuring individuals have
the knowledge and skills to make informed
and responsible decisions about their
body and sexual and reproductive health.
However, due to existing cultural and
religious taboos surrounding the topic of
sexuality, young people in Nigeria, Tanzania
and Zambia usually receive little or no
sexuality education at school and at home.
Young people therefore lack the necessary
information about sexual and reproductive
health, including protection from HIV and
unwanted pregnancy, and preparation for
their first menstrual cycle. Addressing the
urgent need to expand sexuality education
programmes is crucial.

There are major gaps in youth-
friendly healthcare services

To ensure young people can get preventive
health check-ups and medical treatment,
including contraception, it is essential that
services and facilities are designed in a
youth-friendly way. Despite the existence
of national guidelines for youth-friendly
healthcare provision in all three focus
countries, often such services are either
not actually youth-friendly or non-existent.
To gain young people’s trust, healthcare
facilities must provide care that is tailored
to their specific needs, is confidential and
private, and offers services by trained
healthcare workers who have actively
engaged in understanding young people’s
needs.



Provider bias is a significant
barrier to quality healthcare

In all three focus countries, healthcare
providers often have prejudiced and
condescending attitudes towards young
patients, particularly as it relates to their
sexual and reproductive health. Provider
bias is a major contributor to the lack of
youth-friendly healthcare. If young people
feel judged and stigmatised by medical staff,
they may be discouraged from returning to

a clinic for other health problems, including
sexually transmitted infections (STIs) or
irregular menstrual cycles. Providing targeted
training to healthcare workers is an effective
approach to raising their awareness about
respectful interactions with adolescents in
health facilities.

Marginalised youth are left
behind

While many groups, including young people
with disabilities, young LGBTQI+ people
and young people living with HIV face
discrimination and marginalisation, they do
not experience this in the same ways. For
example, it is not uncommon for queer or
HIV-positive people to be left in the waiting
room of a health clinic for long periods,
while young people with disabilities may not
even be able to enter the clinic as a result of
physical barriers in most facilities. Including
marginalised young people and focusing on
their needs should be part of the planning
phase of new projects or facilities. Ideally,
there should be a direct consultation with
members of marginalised groups.

No empowerment without
poverty reduction

Addressing the gaps in young people’s sexual
and reproductive health provision must
include the issue of poverty. Adolescents
should not be forced to choose between
purchasing a STI test, pads or a bag of rice.
They deserve the opportunity to earn a living
and lead independent lives. We therefore
recommend integrating SRHR services and
economic empowerment.

Recommendations

To meet the needs and demands of young
people in Africa, development institutions
and other funding agencies should consider
the following:

@ Support partner countries to better adapt
their health facilities to the needs of young
people

@ In conversation with partner countries,
highlight the intersections between
SRHR, girls’ education, job training for
young women and support in promoting
employment

@ Promote the inclusion of marginalised
young people in projects and funding
decisions at all levels

@ Consult and work with local youth experts
and organisations before developing
priorities to identify the greatest needs and
the most promising local solutions

@ Ensure sustainable funding for local
organisations and projects

@ Simplify funding applications and
reporting and provide support to local
African organisations in navigating
complicated funding processes

@ Promote partnerships between
international and local NGOs, consider
imbalances of power and proactively support
the fair distribution of power

® Address evidence gaps, invest in
community-led research and strengthen
local analytical capacity to assess the need
for SRHR health services, especially among
marginalised young people

@ Offer long-term support to local youth
organisations which focus on advocacy work
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LIST OF ABBREVIATIONS

AIDS Acquired Immune Deficiency Syndrome

ART Antiretroviral Therapy

AU African Union

BMz Federal Ministry for Economic Cooperation and

Development (Germany)

Bundesministerium fiir wirtschaftliche
Zusammenarbeit und Entwicklung

CSE Comprehensive Sexuality Education
DHS Demographic and Health Surveys
FGM Female Genital Mutilation

GBV Gender-Based Violence

GIZ German Development Cooperation

Deutsche Gesellschaft fir Internationale
Zusammenarbeit (GIZ) GmbH

HIV Human Immunodeficiency Virus
IDP Internally Displaced Person

LGBTQI+ Leshian, Gay, Bisexual, Trans, Queer, Intersex
and additional, unnamed identities

MSM Men who have sex with men
NGO Nongovernmental Organisation
PrEP Pre-Exposure Prophylaxis

SRHR Sexual and Reproductive Health and Rights
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STI

UNAIDS

UN DESA

UNESCO

UNFPA

UNICEF

WHO

Sexually Transmitted Infection
Joint United Nations Programme on HIV/AIDS

United Nations Department of Economic
and Social Affairs

United Nations Educational, Scientific and
Cultural Organization

United Nations Population Fund
United Nations Children’s Fund

World Health Organization



AFRICA’S YOUTH,
AFRICA’S FUTURE

“Young people cannot fully enjoy a happy and healthy life
if their right to sexual and reproductive health is not realised.”

Cotonou Youth Action Agenda!

It is common for young people across the
world to talk to their friends about sex or
the first menstrual cycle, experience their
first romantic relationships and express
their gender identity. These topics, among
many others, are part of young people’s lives
and describe the transition from childhood
to adulthood, also known as adolescence
(see glossary). During this period, they may
become curious about physical changes

in puberty, and explore their sexuality and
identity more intensely.?

To make healthy, empowered and responsible
decisions about their bodies, their sexual
lives and family planning, young people
need comprehensive sexuality education
and access to youth-friendly health services.
Reliable information and a supportive
environment allow youth to protect their
sexual and reproductive health and rights
(SRHR). Particularly for girls and young
women, SRHR are a prerequisite for
graduating from high school and vocational
training, growing up free from gender-based
violence (GBV) (see glossary) and leading
empowered lives.

While universal SRHR are not yet a reality

in any region or country in the world, A Note on Gendered Language
there has been a growing recognition in

recent years that sexual and reproductive In this study we often use the
self-determination are the foundation for words girls and women when
sustainable development, gender equality, discussing issues such as pregnancy,
and demographic change. SRHR is therefore menstruation and GBV because the
a key issue in (German) development policy available data on these topics largely
today. consists of surveys and studies in

which participants are identified as
girls or women. When we quote from

Africa’s Youth Generation interviews, we reproduce the language
used by our interviewees. However,
Africa has the largest generation of young trans and nonbinary people also
people in the world. Nearly 60 percent of experience pregnancy, menstruation
Africa’s population is under the age of 25. and GBV. In fact, trans and nonbinary
By comparison, in Europe only one in four people are disproportionately affected
people is under 25. And unlike other regions by GBV, discrimination and other
of the world, Africa’s population of young barriers to healthcare.

people will continue to grow until the end

of the century.? Approximately 890 million
children and youth? live on the African
continent today and the UN estimates that by
2050, it will be more than 1.2 billion.*

2 In accordance with the United Nations definition, this
study refers to girls and boys aged O to 18 as children
and 15 to 24-year-olds as youth.
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Percentage of the population
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(Data source: UN DESA®)

Africa has the world‘s youngest population

Walking through Africa‘s streets, the majority of faces you see are young - especially in Western, Central and
Eastern Africa. Overall, six out of ten people in Africa are under the age of 25. Worldwide, it is four in ten, with
strong regional differences: In strongly ageing populations such as South Korea, Japan or Italy, only 20 percent
of the population is younger than 25, compared to around 70 percent in Niger and the Central African Republic.
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Africa’s Youth in International and
Regional Agreements

African governments as well as
organisations operating on the African
continent have already recognized the
opportunities as well as the challenges of
a large teenage population. For example,
the United Nations’ 2030 Agenda for
Sustainable Development, with its goals
on health, gender equality (see glossary)
and education, commits to investing
precisely in the areas that are central to
both demographic and socio-economic

These generations of young people will

have a significant impact on the future of

the region. As tomorrow’s business leaders,
policymakers, doctors, farmers, and also
parents, they determine how Africa’s

54 countries are going to change, both
socioeconomically and demographically,
during this century. The challenge we
currently face is to identify the most effective
ways to ensure that moving forward young
people can make empowered, informed, and
healthy choices for themselves, their families
and their communities.

There Is No Future Without a Greater
Investment in Young People

African countries face significant social
and economic challenges. The continent’s
rapid population growth alone, which could
continue until the end of the century®,

is already making it difficult for many
governments to provide their people with
adequate schools, hospitals, food, clean
water or even jobs. These challenges are
further complicated by the global climate
crisis, health crises such as the COVID-19
pandemic and a growing number of armed
conflicts on the African continent.’®
Furthermore, the legacy of European

development.® The African Union (AU)
has also developed strategies to build

on the potential of its young population
for the continent’s socio-economic
development. The AU Roadmap on
Harnessing the Demographic Dividend
through Investments in Youth explicitly
highlights the need to invest in young
people’s sexual and reproductive health.”
Goal 6 of 2063: The Africa We Want
through which the AU aims to drive socio-
economic development on the continent,
also explicitly addresses the prospects of
young people in Africa.’

exploitation of Africa and its people

through the Transatlantic Slave Trade and
colonisation continues to have a detrimental
impact on many African countries.!t1213
Global inequities of power persist, leaving
many African countries in a debt trap with
annual international debt repayments
exceeding the amount they invest in their
healthcare systems.!41>

Overcoming these significant challenges is
not the sole responsibility of young Africans.
Rather, it is essential that young people are
empowered by decision-makers to help
shape solutions and have a voice in politics.
Furthermore, it is important that teachers
prepare students for the workforce and help
them build self-confidence and develop
critical thinking skills. Young people need
to have access to vocational training and

to jobs that will give them the opportunity
to pursue a career and then to earn an
adequate income. It is also important that
they have access to medical advice and
care from trained and respectful staff,

so that they can understand their own
bodies and prevent illnesses and unwanted
pregnancies.

Berlin Institute 9



In this way, advancing SRHR remains a

core element in achieving young people’s
empowerment and self-determination

and therefore sustainable and socially

just development for future generations.
Strengthening SRHR also drives demographic
change: When girls and young women are
given the freedom to choose if, when and
how many children they have, the number
of children they have tends to decline.
Healthcare and sexuality education for
young people therefore urgently require
more investment and scaling up of effective
approaches.
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What Are the Priorities?

Where do we need to invest most urgently?
How can we best strengthen the SRHR of
young people? There are numerous projects
and initiatives at local, national, and regional
levels, which promote young Africans’ SRHR.
However, too often, projects for young people
are designed, planned and implemented
without young people. This is especially

the case for marginalised young people,
including youth with disabilities, LGBTQI+
people, refugees, or those who sell sex

(see glossary). As a result, not all initiatives
always help those most in need. Furthermore,
people, committees, or organisations often
set priorities for development cooperation
projects without consulting the target groups.
For example, this could lead to a new ‘youth-
friendly’ health centre being built that is

not accessible to people with disabilities,

or where young people’s privacy is not
guaranteed.

This study aims to help bridge the gap
between programming and the needs of the
target groups. The following chapter provides
an initial overview of the current state of
sexual and reproductive health among young
people in Africa. It covers a range of topics,
from contraceptive care to HIV treatment,

as well as harmful traditional practices and
sexual violence.

To gain insight into service gaps and
potential solutions from young people’s
perspectives, we spoke to youth activists,
youth organisations and other experts in
three focus countries about young people’s
priorities, needs and aspirations in relation
to their SRHR.? During our consultations in
Nigeria, Zambia and Tanzania in early 2024,
young interviewees working on SRHR issues
answered the following questions: What do
young people learn and think about gender
roles, family planning, contraception and
sexuality? What is their assessment of current
health services and policy frameworks
focused on SRHR for young people? Key
findings from these interviews are discussed
in Chapter 3.

These interviews with diverse groups of
youth experts enabled us to identify best
practices that can be used to better meet
the needs of young people. The resulting
recommendations are summarised in
Chapter 4.

2 See methodology section for further explanation
of our approach



WHAT DOES SRHR MEAN?

In this report, we refer to the Guttmacher-
Lancet Commission’s integrated definition
of sexual and reproductive health and
rights, as excerpted below.? 1

Sexual and reproductive health is a state
of physical, emotional, mental and social
well-being in relation to all aspects of
sexuality and reproduction, not merely
the absence of disease, dysfunction

or infirmity. Therefore, a positive
approach to sexuality and reproduction
should recognize the part played by
pleasurable sexual relationships, trust and
communication in promoting self-esteem
and overall well-being. All individuals have
a right to make decisions governing their
bodies and to access services that support
that right.

% In its 2018 report published in The Lancet, the
Guttmacher-Lancet Commission for Sexual and
Reproductive Health and Rights - an international
consortium of global health, development and
human rights experts - presented an evidence-
based agenda for universal SRHR and an integrated,
new definition of SRHR.

Achievement of sexual and reproductive
health relies on the realisation of sexual

and reproductive rights, which are based
on the human rights of all individuals to:

@ have their bodily integrity, privacy and
personal autonomy respected

@ freely define their own sexuality,
including sexual orientation and gender
identity and expression

@ decide whether and when to be sexually
active

@ choose their sexual partners

® have safe and pleasurable sexual
experiences

@ decide whether, when and whom to
marry

@ decide whether, when and by what
means to have a child or children, and how
many children to have

@ have access over their lifetimes to the
information, resources, services and
support necessary to achieve all the
above, free from discrimination, coercion,
exploitation and violence

Essential sexual and reproductive health
services must meet public health and
human rights standards, including the
“Availability, Accessibility, Acceptability,
and Quality” framework of the right to
health. The services should include:

® Comprehensive sexuality education

@ Counselling and services for a range of
modern contraceptives, with a defined
minimum number and types of methods

@ Antenatal, childbirth and postnatal
care, including emergency obstetric and
newborn care

@ Safe abortion services and treatment of
complications of unsafe abortion

® Prevention and treatment of HIV and
other sexually transmitted infections

@ Prevention, detection, immediate
services and referrals for cases of sexual
and gender-based violence

@ Prevention, detection and management
of reproductive cancers, especially cervical
cancer

® Information, counselling and services for
subfertility and infertility

@ Information, counselling and services for
sexual health and well-being®”

Berlin Institute 11



THE STATE OF YOUNG
PEOPLE’S SRHR IN AFRICA

As a region, Africa has made some great
strides in recent decades in terms of young
people’s SRHR. For example, the number of
girls and young women undergoing female
genital mutilation (FGM) (see glossary) or
being married as children has declined.'®*
However, progress has been uneven across
countries, has stalled in some cases, or has
not benefited all young people equally.?°
Furthermore, ongoing population growth

in many African countries means that the
absolute number of pregnancies and births
among teenage girls aged 15 to 19 continues
to rise, even as the birth rate (see glossary)
in this age group declines.?* A review of
regional data and statistics reveals the
current status of sexual and reproductive
health among young women and men in
Africa.
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Teenagers’ First Sexual Experiences

Worldwide, including in Africa, many young
women and men become sexually active
during their teenage years.?22? Therefore,

it is important that girls and boys receive
comprehensive sexuality education before
their first sexual experiences, so that they
can make healthy and empowered decisions
about their lives.>

Recent Demographic and Health Surveys
(DHS)? studies of young people aged 20 to 24
show that on average, teenage girls in most
regions of Africa have sexual intercourse for
the first time between the ages of 16 and

20, and in most countries before the age

of 19. In Burundi, the average age at first
sexual intercourse is 20, but in Mozambique
it is much lower at 16.2> In some countries

in sub-Saharan Africa, such as Liberia or
Sierra Leone, surveys conducted in recent
years suggest that about one in four women
had sex for the first time before they turned
15.26 Among men aged 20 to 24, the average
age at first sexual intercourse is similar to
that of women. In some countries, however,
young men are much older than women when
they first have sex. In Mali, for example, the
average age for young men is just under 20,
compared with about 17 for women.?

There is no definitive indicator that can

be used to measure how much sexuality
education young people receive. However,
the DHS do provide some relevant data
regarding knowledge about individual

SRHR topics. For example, they measure the
number of young people aged 15 to 24 with
comprehensive and accurate knowledge
about HIV.” DHS data from 35 countries in
sub-Saharan Africa show that, on average,
only slightly more than one of three men

and women aged 15 to 24 have adequate
knowledge about HIV. There are significant
differences between countries. In Mauritania,
less than 10 percent of young people are
educated on this subject, compared to almost
two in three young people in Rwanda.?

? The Demographic and Health Surveys (DHS) Program
regularly collects detailed, representative data on
population and health in over 90 countries using
surveys. Funded by the U.S. Agency for International
Development (USAID), the DHS Program is particularly
suited to providing a statistical overview of SRHR
among young people in African countries because of its
comprehensive and small-scale data availability on the
health situation in this region of the world.

% The DHS surveys define comprehensive, accurate
knowledge about HIV as the ability to: correctly name
the two most important ways to protect oneself from
HIV during sexual intercourse (using condoms and only
having sex with a faithful, uninfected partner), reject
the two most common local misconceptions about HIV
transmission, and understand that a healthy-looking
person can be HIV positive.



Child Marriage Is Widespread,
Especially in Western and Central
Africa

A marriage is considered a child marriage
(see glossary) if at least one spouse is under
the age of 18. Therefore, child marriage is a
violation of human rights and a threat to the
health and rights of young women. The issue
tends to affect girls more than boys because
in most cases a girl is married to an older
man.? Women who are married as children
have a greater risk of becoming pregnant
before they are physically or mentally ready.
They are also more likely to contract HIV and
other sexually transmitted infections.3°
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United Nations Children’s Fund (UNICEF)
estimates that 127 million women and

girls were married before age 18. A global
comparison reveals that the risk of being
married as a child is higher in sub-Saharan
Africa than in any other region of the world.
In West and Central Africa, child marriage

is most prevalent, with almost four in ten
girls marrying before they reach 18 years of
age.3? While the number of women married
as children has been slowly declining in all
parts of Africa since the 1990s, the positive
impact of this change has disproportionately
benefited girls from wealthier households.
When the statistics are disaggregated by
household income, the number of children
married in the poorest households is actually
increasing in some regions of Africa.*

Poverty is one of the main causes of
child marriage

In sub-Saharan Africa, almost four million
teenage girls get married every year. Even though
the practice of child marriage is increasingly
losing support worldwide, in sub-Saharan Africa
almost one in three girls under the age of 18 is
forced into marriage - one in ten before the age
of 15. The risk of getting married is particularly
high for girls who are affected by poverty or live
in rural regions.3#35

Percentage of women aged 20 to 24 who
were married before the age of 18, 2023, by
socio-demographic characteristics

(Data source: UNICEF?9)

One in Two Pregnancies Is Unintended

It is estimated that 43 percent of pregnancies
among women aged 15 to 49 in Africa are
unintended. This equates to about 27 million
unintended pregnancies per year, of which
about four million are among teenage girls
aged 15 to 19.%” On average, almost half of all
pregnancies in this age group are unintended,
although there are vast regional differences.
In Northern Africa, for example, only one in
three pregnancies among teenagers aged

15 to 19 is unintended, compared to three in
four in Southern Africa.®®

An unintended pregnancy at a young age
can negatively impact a young woman'’s life
in many ways, including her educational
opportunities, career prospects, and her
ability to lead an independent life and make
autonomous decisions. Pregnancy also
poses significant health risks for teenagers.
Compared to women aged 20 to 24, teenage
pregnancy and childbirth are associated with
increased health risks such as eclampsia®

or severe injuries such as obstetric fistula®.
Furthermore, complications related to
pregnancy and childbirth are the second
leading cause of death for girls aged 15 to 19
globally.34°

9 Eclampsia is a life-threatening disease that can cause
seizures. It only occurs during pregnancy. Adequate
antenatal care allows medical professionals to diagnose
the preliminary stage of the disease, pre-eclampsia, and
monitor it.

9 Obstetric fistulas are a preventable, serious birth
injury, resulting in a hole between the vagina and

bowel and/or vagina and bladder. Obstetric fistulas are
the result of a difficult labour that often lasts for days
without medical assistance. In many instances, the
injury leads to lifelong physical ailments, depression and
social exclusion.
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Despite Restrictive Laws, Abortion Is
Common

Despite the legal restrictions on abortion

in many African countries®, eleven million
pregnancy terminations occur on the
continent every year. Of these, 75 percent

— approximately eight million — are unsafe.*?
The fact that most abortions are unsafe

is directly related to restrictive laws. If
abortion is legal, carried out according to the
medical standards set by the World Health
Organization (WHQ) and performed by a
professional, it is a safe and simple medical
procedure.*?

A significant number of abortions worldwide
are the result of unintended pregnancies,
including in Africa. Approximately half of all
unintended pregnancies among girls aged 15
to 19 result in a pregnancy termination. There
are also regional differences: In Eastern,
Central and Northern Africa, for instance,
more than 30 percent of pregnancies are
unintended, compared to 50 percent in
Southern Africa and almost 60 percent in
Western Africa.** Nearly nine out of ten
abortions are performed in unsafe conditions
in Western Africa.*> Given that abortions

in Africa are more common among young
women than older women, experts believe
that young women are also at increased risk
of unsafe abortion.*
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High Unmet Need for Modern
Contraception

One of the primary reasons for the high
number of unintended pregnancies in Africa
is young women’s particularly high unmet
need for modern contraception®. This means
that women who are sexually active (whether
married or unmarried) would like to avoid a
pregnancy, but for various reasons either do
not use a modern contraceptive method or
use a traditional, less effective method.*

On average, 42 percent of African women
aged 15 to 49 who wish to avoid pregnancy,
have an unmet need - among teenage girls
aged 15 to 19 it is 55 percent.*® This implies
that millions of young women are unable

to adequately protect themselves against
unintended pregnancies. The situation for
young people is most dire in Western and
Central Africa, where two in three 15- to 19-
year old girls have an unmet need, compared
to only one in five in Southern Africa.*

2 Modern contraceptive methods include hormonal pills,

implants, injectables, IUDs, condoms (male and female),
emergency contraceptive pills, diaphragms, sterilisation
and the lactational amenorrhea method.

Early Motherhood Is a Widespread
Phenomenon

On average, women in Africa have more
children than in any other region of the world.
According to the most recent estimates, the
average number of children born to women in
Africa is approximately four, which is nearly
twice the global average.*® This is partly
because many of them have their first child at
a very young age. In sub-Saharan Africa, one
in four women gives birth to their first child
before turning 18. In 2022, eleven million
African girls under the age of 18 gave birth.!

In addition to the health risks of early
pregnancy and childbirth for young women
themselves, the children of teenage mothers
also face higher health risks than children

of women who have their first child in their
twenties.>> Moreover, pregnant teenagers
and teenage mothers in Africa frequently face
social marginalisation, which significantly
impacts their physical and mental health,
social life and economic situation.>
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Not Enough Progress in Reducing HIV
and Other STIs

Sexually transmitted infections (STIs) are
infections that are primarily transmitted
through sexual contact. Some STIs, such as
HIV and syphilis, can also be transmitted
from mother to child during pregnancy and
birth. Many STIs can be treated effectively
in the long term, and some can even be
cured with medical treatment. However,
left untreated, STIs can have serious
consequences, including infertility, cervical
cancer or even the death of a newborn
child.*®

sub-Saharan Africa

Young women have a high risk for HIV infection

Worldwide, girls between the ages of 15 and 19 are infected with HIV significantly more often
than boys in this age group. Young women in sub-Saharan Africa are particularly at risk. For
every infection of a 15- to 19-year-old boy, almost six girls are infected with HIV.

Annual new HIV infections among adolescents aged 15-19,

share by gender, in percent, 2022
(Data source: UNICEF*)

Recent estimates from the WHO indicate that
the number of new cases of STIs, such as
syphilis, is increasing worldwide, including
in Africa.>® While there is limited data on the
exact age distribution of these new cases, it
is very likely that young people in Africa are
also affected.>”

The number of new HIV infections is
decreasing worldwide. However, the
proportion of young people living with HIV is
increasing. Sub-Saharan Africa is home to 85
percent of the world youth population aged
10 to 19 living with HIV. This equates to 1.4
million children and adolescents (600,000
boys and 810,000 girls).>®>° Young women
are especially vulnerable to HIV infection.

Western and Central Africa

Eastern and Southern Africa

Girls and young women account for more
than 75 percent of new infections among
young people aged 15 to 24. In sub-Saharan
Africa, young women aged 15 to 24 were
more than three times as likely to be
infected with HIV as their male counterparts.
Worldwide, about 4,000 young women in
this age group become infected with HIV
each week, and 3,100 of these infections
occur in sub-Saharan Africa.®®
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However, the data on young people living
with HIV need to be viewed in a more
nuanced way. Estimates indicate that only

25 percent of girls aged 15 to 19 and 17
percent of boys aged 15 to 19 in Eastern and
Southern Africa have been tested for HIV in
recent years, although these regions are most
impacted by HIV globally.®* In sub-Saharan
Africa, only 10 percent of men and 15 percent
of women aged 15 to 24 are aware of their
HIV status.?

It is also concerning that there has been
little progress in the treatment of HIV
among children and young people. Despite
the significant progress in HIV treatment
through antiretroviral therapy (ART) in many
countries in recent years, children below

the age of 15 with HIV are considerably less
likely to be undergoing treatment than adults.
This is true for all regions in Africa. The

most significant discrepancy is in Western
and Central Africa, where over 80 percent

of individuals aged 15 and above with HIV
are undergoing treatment, but less than 40
percent of children under the age of 15 are
receiving the same.® The data available
about young people aged 15 to 19 are limited
but estimates from 21 countries in sub-
Saharan Africa indicate that only 55 percent
of young people in this age group received
treatment in 2021.%4
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One in Three Women Experiences GBV

Gender-based violence (GBV) represents
one of the most widespread human rights
violations worldwide. Globally, one in three
women experience GBV in their lifetime,
most commonly in the form of intimate
partner violence or sexual violence.®> GBV
has a profound impact on women’s physical,
mental, sexual, and reproductive health.*®

One in three women in Africa will also
experience GBV in her lifetime. According to
the available data, most physical and sexual
violence is perpetrated by women’s partners.
Intimate partner violence has a significant
impact on the physical and mental health of
women and their children, both in the short
and long term. This includes physical injuries,
depression, anxiety, unwanted pregnancies,
STIs and even death.”

In sub-Saharan Africa, more than one in

five girls aged 15 to 19 who have been in
romantic relationships have experienced
physical and/or sexual violence from a
current or former partner in the past year.®®
The Democratic Republic of Congo has the
highest number of cases: Around 40 percent
of girls aged 15 to 19 and 50 percent of
women aged 20 to 24 have experienced
partner violence.®® Furthermore, surveys
conducted in other countries in sub-Saharan
Africa, including Rwanda and Gabon,
showed that approximately 10 percent of
women between the ages of 18 and 29 had
experienced sexual violence before the age
of 18.7°

Female Genital Mutilation Still Exists
in Some Countries

Female genital mutilation (FGM) is a
particularly harmful traditional practice

that is widespread in approximately 30
countries in Africa, Asia and the Middle
East. FGM can be carried out in various ways
and, according to the WHO, is a traditional
harmful practice that involves the “partial or
total removal of external female genitalia, or
other injury to female genital organs for non-
medical reasons.”” FGM is mostly carried
out on girls between birth and age 15. It
represents a serious violation of the right

to physical integrity. The procedure causes
both short-term and long-term physical and
psychological damage.”

In Africa the practice is particularly prevalent
in several countries from the Atlantic coast
to the Horn of Africa, from Mauritania to
Somalia. A total of 144 million girls and
women are affected by FGM.” In some
countries, such as Somalia, Guinea and Mali,
most women aged between 15 and 49 have
experienced FGM.™ A review of the younger
generation indicates that the prevalence

of FGM among girls in many countries has
declined in recent decades. However, while
many countries are making progress, FGM
rates are stagnating in Somalia and some
countries in Western Africa.”



Blind Spots in SRHR Data

While commonly used indicators can
provide an initial assessment of young
people’s SRHR in Africa, there are often
significant gaps in the data. The statistics
are presented in a simplified and aggregated
manner, which lack detail regarding specific
population groups. While the surveys on
which the statistics are based, particularly
the Demographic Health Surveys, contain
some information about young people, most
public data fails to adequately distinguish
between different sociodemographic
characteristics and living conditions. There
is also a lack of comparable data for groups
of young people with specific characteristics
across different regions. To identify
differences in SRHR status by gender,
educational status, area (urban or rural)
orincome, further analysis is required.”

For example, to obtain information on

the SRHR status of young mothers, young
internally displaced individuals or people
with disabilities, additional studies must be
considered. Furthermore, the lack of recent
comprehensive data is also rooted in the
impact of the COVID-19 pandemic, which
has led to less of surveys in some African
countries.

In the following chapter we attempt to
address some of these blind spots and fill in
the gaps to provide a more comprehensive
understanding of the issues. By conducting
in-person interviews with local experts in
the three focus countries, we were able to
gain a more complex understanding of the
respective SRHR situation and hear the
stories behind the numbers. What are the
needs and perspectives of young people?
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TALKING TO YOUNG PEOPLE
ON THE GROUND

What exactly does SRHR mean to

young people in Africa? What are their

key concerns? What are they learning

about sexuality and where do they get
contraception? How do they rate healthcare
services where they live? Where would they
like to see improvements?

To address these questions, we conducted
field research in Tanzania, Zambia and
Nigeria in January and February 2024.

Our aim was to engage with experts on

the ground and gain insight into their
perspectives. Our qualitative survey is
designed to supplement where quantitative
data are insufficient. We met with young
people and employees of non-governmental
organisations (NGOs) involved in youth work.
In Lagos and Dar es Salaam we met with our
interview partners at a fixed location. From
Dar es Salaam we took the ferry to Zanzibar
to meet local experts on the island. In Lusaka
we took a car across town to meet young peer
educators at a local health facility and met
other interviewees at their offices or local
coffee shops.
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We tried to capture a diverse range of
perspectives, interviewing individuals

from both urban and rural areas, as well as
large, international organisations and small
initiatives started by university students. Our
interviewees included LGBTQI+ activists, sex
workers and young people with disabilities,
who provided insights on their experiences
and recommendations to improve healthcare
services.?

The Three Focus Countries:
An Overview

In all three focus countries, more than 60
percent of the population is under the age of
25. Zambia, with a population of 21 million,
and Tanzania, with around 69 million, are
small compared to Nigeria, which is the most
populous country in Africa with 233 million
people with one of the continent’s largest
economies.”” Lagos, a so-called megacity,

is situated in the south of the country with
16 million inhabitants. Dar es Salaam,

in Tanzania, has also seen a significant
population growth: Its population has more
than doubled from 3.8 million in 2010 to

8.1 million today. The largest city in Zambia,

2 The methodology section provides details on

the selection of our focus countries, the process of
identifying interview partners, and the manner in which
the interviews were conducted.

Lusaka, is also estimated to grow by two
million inhabitants in the next ten years,
reaching a total of over five million in 2035.7
The legacy of British colonialism is evident in
Nigeria’s, Zambia’s and Tanzania’s legislation.
The Tanzanian mainland was also under
German colonial rule for over 30 years (from
1885 to 1918) as part of the German colony
of German East Africa.”

Mainland Tanzania and Zanzibar

The United Republic of Tanzania was
founded in 1964, merging Tanganyika
and Zanzibar.° To this day Zanzibar
continues to function as a semi-
autonomous state and differs in many
ways from Mainland Tanzania. For
instance, Zanzibar’s population is
estimated to be 99 percent Muslim,
compared to only 34 percent of the
total Tanzanian population. About

63 percent are Christian, while five
percent belong to other faiths .8



Tunisia

Morocco
Algeria
Western Sahara
Mauritania
Mali Niger
Senegal
Gambia Burkina Faso
Guinea Benin
e Nigeria
Togo

Guinea-
Bissau

\ ) w’ Cameroon
Sierra Leone Cote d’Ivoire Equatonal(}m&
Liberia
SaoTome — Gabon

and Principe

Socio-demographic overview of the focus countries
Nigeria, Tanzania and Zambia
(Data source: UN DESA®%3, World Bank®*)

Libya
Egypt
Eritrea
Chad Sudan Djibouti
Central Ethiopia
African South Sudan
Republic
Somalia
Uganda
Congo c Kenya
Democractic Rwanda
Republic Burundi
of the Congo

Angola

Mozambique
Namibia Zimbabwe

Madagascar
Botswana

Eswatini

South Africa \

Lesotho

Total population

Growth of total population (2024-2050) (percent)
Young population (under the age of 25)

Percentage of young population 2024
Average number of children per woman 2024
Percentage of people living in extreme poverty*

Percentage of urban population 2024

*under $2.15 per capita per day, purchasing power parity 2017

2024 (millions)
2050 (millions)

2024 (millions)
2050 (millions)

1,515
2,466 359 130 38
63 54 89 79
890 143 43 13
1,217 180 70 19
59 62 63 62
4.0 4.4 4.5 4.0
37** (2019) 31(2018) 45 (2018) 64 (2022)
45 55 38 47

** Sub-Saharan Africa

Berlin Institute 19



When Girls
Become Mothers

Despite their differences, all three countries
face similar challenges when it comes to
SRHR for young people. This includes,

for example, the high number of teenage
pregnancies. According to the United
Nations, over one million girls between the
ages of 15 and 19 had a child in Nigeria in
2023, just under 500,000 in Tanzania and
around 135,000 in Zambia.®> Based on
recent surveys, it is reasonable to assume
that in Nigeria and Tanzania one in six, and in
Zambia one in four teenage girls aged 15 to
19 is already a mother.8¢

Just recently, in early 2024, Zambia’s high
number of teenage pregnancies attracted
media attention. The authorities in Eastern
Province reported almost 3,000 teenage
pregnancies in January alone.®” However,
these numbers do not tell the whole story.
For instance, they do not indicate how many
girls became pregnant as a result of rape,
contracted sexually transmitted infections
(STIs), will have an unsafe abortion, and
will not return to school after giving birth.
In Zambia, this prompted a media debate,®
as part of which a men’s network? called

on the police to imprison the alleged male
“perpetrators”.®® Such a response, however,
would not address, structural problems,
such as poverty and a lack of comprehensive
sexuality education in schools, which are
known to contribute to the high numbers of
unplanned pregnancies, remain.

3 Zambia National Men’s Network for Gender and
Development
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Especially in rural Africa, it is not uncommon
for teenagers to already have several
children, according to interview partners

in each focus country. In rural regions in
particular, girls continue to be married young
or do not use contraception. As a result, many
have unintended pregnancies and become
mothers at an early age, which our interview
partners identified as a central problem.

Poverty, inadequate sexuality education

and difficulties accessing contraception

and other healthcare services frequently
result in unintended pregnancies among
adolescent girls. In Africa, almost 50 percent
of pregnancies among 15- to 19-year-olds
are unintended, with a significant number

of these pregnancies ending in unsafe
abortions.?%%

Teenage mothers are more likely to
experience complications during pregnancy
and childbirth, and many do not complete
their secondary education.®? According to
national data from Zambia, less than half of
young mothers return to school after giving
birth.?® Teenagers who do not complete
secondary education are at a higher risk of
not having a secure income as adults. In the
worst case, poverty is passed on from one
generation to the next.>

3.1.1. Major Gaps in
Sexuality Education

Sexuality Education Is a Prerequisite
for Bodily Autonomy

Throughout their lives, individuals make
decisions that impact their own sexual and
reproductive health, as well as that of others.
Comprehensive sexuality education is a

key factor in enabling individuals to make
autonomous and responsible decisions
regarding their body and their sexual and
reproductive health.

The United Nations Educational, Scientific
and Cultural Organization (UNESCO)
recommends comprehensive and age-
appropriate sexuality education to begin

in primary school. This enables children to
understand their bodies, their families and
social relationships, and recognize child
abuse before reaching puberty. To make
informed decisions about safer sex (see
glossary), contraception and consensual
sexual relationships, teenagers require
information and sexuality education before
they become sexually active.”> Young people
worldwide are often sexually active from an
early age, including in Africa. In the focus
countries, almost one in ten girls have their
first sexual intercourse before their 15th
birthday, and more than half before their
18th birthday.®® Furthermore, in Nigeria and
Tanzania, one in five teenage girls becomes a
mother for the first time between the age of
15 and 19, in Zambia almost one in three.”



To counteract concepts of sexuality that

are based on the oppression of women, it

is important to implement a human rights-
based and gender-sensitive approach

to sexuality education. Some harmful
traditional practices, such as FGM, are aimed
in part at depriving women of sexual desire
and pleasure.®® In this context, sexuality
education that discusses sexual pleasure for
both women and men can help to dismantle
harmful gender norms.>®

Relati

ships

Skills for Health
and Well-being

Sexuality and Sexualand

Sexual Behaviour

Reproductive
Health

Key topics of comprehensive sexuality education
based on UNESCO guidelines, 2018
(Data source: UNESCO™°)

Young People Lack Information

However, due to prevailing cultural and
religious taboos around sexuality, young
people in Nigeria, Tanzania and Zambia
typically receive little or no sexuality
education. At school and at home, young
people do not receive the necessary
information about sexual and reproductive
health, including how to protect themselves
from HIV and unwanted pregnancy, or how

Understanding
Gender

Comprehensive sexuality education is
multifaceted

The United Nations Educational, Scientific and
Cultural Organization (UNESCO) first published
international guidelines for comprehensive
sexuality education (CSE) in 2009 and last updated
them in 2018. The guidelines affirm that CSE is
inseparable from human rights, gender equality
and a commitment to social diversity. This is based
on the aspiration to enable positive, affirmative
learning that is geared towards the interests of
young people. UNESCO formulates specific age-
appropriate learning objectives for all key topics,
which are to be considered equally important and
interlinked. Such guidelines provide authorities
and other stakeholders in the education system
with support in creating curricula that have a
positive impact on the health and well-being of
young people.

to prepare for the onset of menstruation.

A nationwide survey of young people

aged 15 to 24 in Nigeria, Zambia and
Tanzania found that less than 50 percent of
respondents had comprehensive knowledge
of how to protect themselves from HIV
infection.10%-102.103

One of our interview partners in Tanzania
shared her personal experience of her first
menstruation:

“The only thing that [my mother] told me
[was] ‘Do not play with boys. You will
get pregnant.’ So, in my thoughts, [ was
thinking maybe when I play, even normal
play with [boys], I'll get pregnant.”

Additionally, young people frequently lack
sufficient knowledge about the healthcare
services they can access. For example, they
may be unaware about where they can

get condoms or contraceptives, HIV tests,
treatment for STIs or post-abortion care
(medical care following an unsafe abortion).

There Is Insufficient Sexuality
Education in Schools

The Tanzanian government adopted its
most recent National Accelerated Action and
Investment Agenda for Adolescent Health in
2021. This plan identifies increased access
to information on sexual and reproductive
health as an important step for reducing

the number of teenage pregnancies.'®*
However, in discussions with youth activists
in Tanzania, we were repeatedly informed
that sexuality education in schools only
focuses on basic biological aspect of
sexuality, excluding topics related to sex and
contraception.
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In contrast, Zambia for many years was

a leader in the region as it relates to
sexuality education, having introduced

a comprehensive sexuality education
curriculum in 2014. The Zambian
government worked closely with various
stakeholders on this matter and managed to
avoid opposition from religious institutions
by distancing itself from LGBTQI+ issues
within the official curriculum.'®> However,
there are recent challenges in implementing
sexuality education in Zambia (see box:
Zambia Abolishes Comprehensive Sexuality
Education). Some of our respondents in
Zambia indicated that teachers often decide
individually which aspects of the curriculum
they will teach. This approach allows them
to avoid discussing subjects that they find
uncomfortable. Taboo subjects, such as
contraception and STIs, are generally not
discussed openly in Zambian society and are
therefore ignored.

In Nigeria, many interviewees emphasised
that sexuality education in schools was
limited in scope and focused on abstinence.
In 2004, the government introduced the
national Family Life and HIV Education

curriculum for sexuality education in schools.

Earlier drafts of the curriculum had proposed
more comprehensive sexuality education,
but following opposition from conservative
political and religious forces, certain
elements and topics were removed.'°® Some
interview partners were also dissatisfied
with the lack of national efforts to provide
sexuality education programmes for out of
school children and adolescents. The United
Nations Population Fund (UNFPA) shares this
concern, noting that some 18 million children
in Nigeria are out of school.*”
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Zambia Abolishes Comprehensive
Sexuality Education

Recently Zambia experienced a
setback in sexuality education.
Following rumours and disinformation
about the alleged content of sexuality
education in schools, which circulated
on social media, there was a public
outcry in 2020.198:19° Criticism of the
existing curriculum for comprehensive
sexuality education came mainly

from Christian actors, who urged

the government to abolish sexuality
education in schools altogether. In
response, the Zambian government
established an interministerial
committee to review the curriculum. As
a result, the original curriculum, based
on UNESCO guidelines, was replaced
with a significantly reduced version

in 2023, entitled Life Skills and Health
Education.**°

Prevailing Cultural Norms Prevent
Open Dialogue on Sexual and
Reproductive Health

In Nigeria, Zambia and Tanzania, as in many
other countries and cultures worldwide,
topics relating to reproductive and sexual
health, sexuality and female bodies
particularly, are regarded as taboo. As

a result, many parents and older family
members find it difficult to talk openly with
their children and adolescents about their
sexual and reproductive health and rights.

Young people in all three countries provided
several reasons why it is difficult to discuss
these topics within the family. Some
parents feel ashamed to talk openly about
sexuality, while others lack the information
to explain HIV or contraception to their
children. In addition, some adults believe
that comprehensive sexuality education

will encourage their children to become
sexually active. Interviewees also reported
that many parents lack the time to have
such conversations with their children. In
households experiencing poverty, securing
food for the family is a daily, time-consuming
challenge.

Menstruation is also a taboo subject. Some
of our interview partners reported that
many young women are taken by surprise
when they menstruate for the first time.
Often, neither family members nor sexuality
education teachers prepare girls for the onset
of menstruation and how to manage it. The
limited information provided to adolescents
about the menstrual cycle often lacks key
aspects about menstrual hygiene, such as
how to prevent infections.



A Lack of Information Creates
Opportunities for Myths and
Misinformation

“[ think one thing is most [young
people] want to have sex as much as
they can - safer, pleasurable sex - but
that information is not there, it’s not out
there, and most of them are probably
struggling to find what are the right
sorts of information, and it’s so easy

to be misinformed in such a context
because maybe you depend to get
information from a friend or you depend
to get information from an auntie or a
cousin, brother or a cousin, sister, and
normally the information is not very right
information.”

Employee at a youth-led
organisation, Tanzania

If young people do not receive adequate
sexuality education at school or from their
parents, where do they get information about
safer sex, contraception and menstruation?
In all three countries, our interviewees
identified their friends and peers, the
internet and social media as key sources of
information on sexuality. However, they also
cited traditional leaders, religious community
centres, NGOs and health facilities as
important resources.

While NGOs working on SRHR issues and
health centres can be expected to provide
accurate and comprehensive information
to young people, this is not always the case
with friends, churches or mosques, or on
the internet. Myths about menstruation,
conception and contraception are likely as
old as humankind itself but continue to be
widespread today. In the mining regions of
Tanzania, for example, some people believe
that if a woman walks past a mine while
she is menstruating, the ore will disappear

from the mine. In Zambia, Nigeria and
Tanzania, we were told that some women
and men believe that modern contraceptives
cause infertility. A youth activist in Nigeria
described the attitude of many young men
towards condoms as follows:

“Condoms are for fools. Condoms are for
people who are not strong enough.
Pull-out gives me strength. If you're good
in pulling out, you don’t need to worry
about condoms.”

Without corrective action, the absence of
information provides space for the spread

of misinformation. Conservative actors who
advocate against SRHR have exploited this
void to advance their agendas. For instance,
comprehensive sexuality education is
sometimes disparaged as foreign or ‘Western’
propaganda for the rights of LGBTQI+ people.
In conversations with interviewees in all
three countries, we heard about influential
Christian leaders who have been using
misinformation to fuel fear of sexuality
education, family planning and LGBTQI+
rights in their communities.

The Internet and Social Medjia: A Gift
and a Curse

Compared to previous generations,

young people in the 21st century have a
significant advantage: The internet. While
not all young people have internet access
or smartphones, especially in remote rural
areas, young people across Nigeria, Zambia
and Tanzania use the internet frequently.!*
112 Qur consultations suggest that most
young people in major urban areas such

as Dar es Salaam and Lagos have access

to both the internet and social media. In
Nigeria and Tanzania, activists reported that
young people can access comprehensive
and accurate information about their
SRHR online. In all three countries, the
internet and social media also represent
an important lifeline for LGBTQI+ youth.
They provide a vital source of reliable and
accurate information on SRHR, tailored to
their specific needs, and offer a sense of
community and belonging.

However, social media also enables the
spread of misinformation. In all locations,
many of our interview partners reported that
young people often encounter inaccurate
information on the internet. For both
teenagers and adults, it can be challenging
to recognise reliable sources of information
online.
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GOOD PRACTICE

Talking About Taboos

‘Join-In Circuit on AIDS, Love and
Sexuality’ (JIC) is an interactive tool
to facilitate discussion among young
people about HIV/AIDS, relationships
and sexual and reproductive health.
The German Development Cooperation
(GIZ) is implementing JIC as part of
its work in different countries. In
cooperation with the National AIDS
Council and the NGO Afya Mzuri, the
programme was first introduced in
Zambia in 2015.

The course consists of eleven mobile
and interactive learning stations
that can be selected and combined
individually for use in health centres
and schools. Through a variety of
methods, including images, role play
and storytelling, participants learn
about GBV and the transmission of
STIs, among other topics. In recent
years, the learning stations have been
adapted several times to ensure the
course is accessible, inclusive and
gender-sensitive.

Several evaluations have shown that
JIC has a positive impact on young
people’s sexual and reproductive
health knowledge and behaviour.
For example, young people were
more likely to be tested for HIV and
developed more critical attitudes
towards traditional gender roles and
GBV after participating in the JIC
programme, 3114
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3.1.2 Are Youth-Friendly
Services Really
Youth-Friendly?

For adolescents to receive screenings,
medical treatment and contraceptive care,

services and facilities must be youth friendly.

But what exactly does “youth-friendly”
mean? A few years ago, the Nigerian Ministry
of Health published national standards for
youth-friendly healthcare: For example, it is
crucial that young people are aware of the
services and treatment options available

at their nearest health facility, that they

can reach this facility easily, and don’t face
barriers accessing treatment. In addition,
the environment and design of healthcare
facilities should be appropriate for young
people, ensuring they enjoy privacy and

receive confidential care.’> In Zambia, too,
youth-friendly healthcare is on the agenda.
The government has published a policy paper
on the subject outlining its plans to establish
youth-friendly areas in health centres in all
districts by 2026. To date, however, areas
referred to as youth-friendly corners are not
sufficiently available. '

The Ministry of Health in Tanzania recognises
the need for improvement and identifies
gaps in the health system in its National
Accelerated Action and Investment Agenda
for Adolescent Health and Wellbeing. These
include a lack of adequately trained staff at
health centres to meet the needs of young
people, lack of educational materials and
contraceptives, and limited opening hours.*’

What are the characteristics of youth-friendly healthcare?

This word cloud illustrates characteristics of youth-friendly healthcare and healthcare facilities. Some
characteristics relate more to healthcare staff, others to low-threshold access. It is also noticeable that the
atmosphere of healthcare provision is a key factor in ensuring youth-friendliness.
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What Are the Experiences of Young
People on the Ground?

As ambitious as some of the national
guidelines in Tanzania, Zambia and Nigeria
are on paper, there has been limited
implementation in practice. In reality,
many youth-friendly corners are not really
youth-friendly, or they simply do not exist.
In some health centres, the areas for young
people are only open on specific days of
the week or during school hours. If a young
person wants to consult with a doctor, it

is often not possible to do so after school
hours because the centre is closed in the
evenings. Furthermore, health centres are

widely dispersed, particularly in rural areas.

For some individuals, the nearest clinic is
20 or even 40 kilometres away from their
home. Even in larger cities, especially in
rapidly growing urban areas, the journey to
the nearest clinic can take time. The cost of
transportation to a health centre or clinic

is an additional financial burden for many
young people, who may lack the financial
resources to purchase a bus ticket.

Our experts have reported that in some
cases, there is only one healthcare
professional on site in health centres, serving
large populations. This means they are forced
to prioritise. According to one interviewee,
treating a case of malaria is often considered
more important than talking to a teenager
about ‘putting on a condom’. Furthermore,
existing youth-friendly corners do not offer
comprehensive services. Particularly in

rural areas, the range of available medical
products is limited. For instance, when

one of our interviewees visited a centre in
eastern Zambia, it had condoms, but no HIV
or pregnancy tests. Similarly, in Nigeria,
young people cannot always choose between
a range of contraceptive methods because
often only one specific method is available
at the health centre. In other centres, staff
do not distribute any products, but instead
provide information and counsel on family
planning.

Health commodities, such as condoms and
pregnancy and HIV tests, are often out of
stock at local health centres, which means
that medical staff cannot provide patients
with the products they need. Instead,

they may write prescriptions for young
people to purchase these health items at a
pharmacy. However, this is not an option

for those with limited financial resources.

In Tanzania, many important treatments are
also subject to a charge or hidden costs. For
example, patients are required to pay for the
treatment of various STIs or cancer screening
themselves (see Chapter 3.1.5).

Even if a young person has the time to walk or
drive to a health centre during opening hours
and has the money to pay for transportation,
treatment and medications, the question of
remains: Can they receive confidential care?

A significant number of facilities that claim to
be youth-friendly lack a separate entrance or
waiting area. Our interview partners reported
that benches under trees are often the only
available seating. This raises concerns about
unwelcome encounters with young people’s
neighbours or family members also seeking
care at the only health centre in the area. The
taboos around teenage sexuality represent

a significant barrier to healthcare. The fear
of encountering familiar faces at the health
centre can lead a young person to avoid going
to a health clinic altogether. Furthermore,
many interviewees indicated that the privacy
of young people and adolescents is not
always protected in healthcare facilities.

The ability to consult with a healthcare
professional in private and behind closed
doors is not guaranteed. In some instances,
consultations occur in the hallway.
Consequently, young people often travel to
distant clinics to avoid running into someone
they know. Young patients with HIV also
prefer to travel to more distant healthcare
facilities as they fear stigmatisation. The
additional costs of transportation can be

a significant financial burden, even if the
antiretroviral therapy itself is free.

It is therefore crucial that designated areas
in healthcare facilities are not only designed
with young people in mind, but that they
are exclusively for young people and have
separate entrances and waiting areas.
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Young People’s Health Is Not
Prioritised

The needs of adolescents and young
people are often not given the priority
they deserve. As recent years have
shown, healthcare services that are
specifically designed for young people
are frequently de-prioritised during
pandemics or other crises. In Zambia,
or example, youth-friendly corners
were closed in the early years of the
COVID-19 pandemic or used to treat
patients during the cholera outbreak
in late 2023. No alternatives were
offered to young people. Consequently,
millions of people lost access to
contraception in early in the COVID-19
pandemic and mobile clinic staff
reported a significantly higher demand
for family planning services among
teenage girls and a rise in teenage
pregnancies.'

Another significant issue with existing

health services and youth-friendly corners,
as identified by interviewees, is the lack of
inclusivity. As a result, young people with
disabilities and LGBTQI+ youth are frequently
unable to utilise the services provided, or
only to a limited extent (see chapter 3.1.4).
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In conclusion, youth-friendly corners should
be places that are specifically designed to
meet the needs of young people, offering
them confidentiality and privacy, and
inclusive care by trained staff. This also
includes designing areas that are appealing
to youth to make them feel comfortable. If
young people do not utilise youth-friendly
services, this is a clear indication that the
services are not meeting the needs of young
people.

GOOD PRACTICE

How an App Can Improve
Healthcare for Youth

The organisation SafAIDS has
developed an app that allows young
people in Zambia and five other
countries in Southern Africa to submit
complaints and report problems in
healthcare facilities. For example, if

a young person visits a clinic for HIV
counselling and the facility is closed
despite information stating otherwise,
or has no HIV tests in stock, they can
submit a report directly via the app.
The report is read and processed

by a staff member at the clinic. The
anonymised data collected through the
app can be used to identify the most
common problems in adolescent and
young adult healthcare and eliminate
them. It can also be used to support
advocacy campaigns and improve
health policies.?%-

3.1.3 Prejudices by
Medical Staff

In all focus countries, healthcare providers
often have biased and patronising attitudes
towards young patients, particularly
regarding their sexual and reproductive
health. This phenomenon, known as provider
bias, is a significant contributor to the lack of
youth-friendly healthcare. Several interview
partners identified provider bias as one

of the main challenges in realising young
people’s SRHR.

Focusing on Personal Convictions
Instead of Young People’s Needs

In every focus country, interviewees reported
that medical staff generally treated youth
unprofessionally, both in terms of the pillars
of medical ethics and specific needs of young
patients. When staff members step into

the health clinic in the morning, they carry
their personal beliefs and opinions with
them. These personal beliefs then frequently
influence the treatment and counselling
process. This is not uncommon, as people
worldwide act according to their personal
beliefs and values. However, it becomes
concerning when these values and beliefs
have a negative impact on young people’s
health and freedoms.!??



Interview partners in all three focus
countries emphasised that the religious

and cultural beliefs of health workers often
influence the counselling and treatment
they provide to young people. Often young
people feel that medical staff condemn and
stigmatise them for their concerns. A study
on the stigmatisation of young women in
Zambia found that prejudices and stigmas
frequently arise unintentionally and without
conscious reflection. The social environment
and deeply rooted social attitudes play a
significant role in this.!?3

Young People Are Often Humiliated in
Healthcare Facilities

For a young woman who has just fallen in
love and is considering contraception, it can

be a significant challenge to seek counselling.

Once she meets with a healthcare
professional for contraceptive counselling,
she may instead receive a stern lecture
about having sex at her age. Consequently,
a consultation at a health centre can feel
like an interrogation by young people. Our
interviewees shared that young patients
are often confronted with comments and
questions, such as: You are so young, why
are you thinking about having sex? Why do
you need condoms? Does your mother know
you are here? Sitting in the waiting room
and anticipating such intrusive questions
can understandably cause young people
considerable distress.

“Some of the health providers understand
that they are health providers and not
moral officers or moral police, but not
all.”

Youth activist, Nigeria

For example, if a teenage patient discloses
they are sexually active by requesting an
STl test, it is not uncommon for a healthcare
provider to lose their temper. This is a result
of societal perceptions that sexual activity
among young people is morally wrong,
particularly among unmarried women.

The interviews conducted in all three
countries revealed a lack of professional
boundaries among medical staff, with
health workers treating young patients

as if they were their own children. Young
people therefore feel as if they were being
reprimanded and scolded by their parents
when asking for condoms or a pregnancy
test in health centres. In some cases, health
workers even violated the confidentiality
agreements by contacting their patients’
parents to inform them about their child’s
visit to the clinic.

As one interviewee in Zambia reported,

in some instances healthcare providers
also refuse to perform medical procedures
because of their religious beliefs. For
example, health workers may refuse to
perform abortions, even though they

have been instructed to do so by their
supervisors.'? Similarly, some health
workers refuse to provide contraception to
young people, leaving them without the care
they need.

Negative Experiences Erode Trust in
the Healthcare System

Pervasive provider bias not only affects

the quality of medical care negatively, but

it also discourages young people from
visiting health clinics altogether. The medical
personnel’s interaction with young people
impacts if teenagers are satisfied with their
care. It also determines whether they will
return to seek medical care in the future.!2>12¢

For example, if medical providers accuse

a young woman of being promiscuous and
immoral for asking about contraceptives, she
will leave the health centre humiliated and
perhaps angry. Should she need counselling
regarding a potential pregnancy in the future,
it is unlikely that she will return to the same
health centre. It is possible that she may
look for a different clinic, farther away from
her home, but she may also decide to only
use healthcare services in an emergency.

As reported by several respondents in all
focus countries, many young people avoid
professional health services for fear of being
judged and discriminated against.

In Zambia an interview partner shared

that, as a result, some pregnant young
women decide to give birth at home without
assistance, which is riskier than giving birth
in a health facility. An interview partner in
Nigeria told us about a young woman who
relied on medical advice from an untrained
provider because she feared stigmatisation
at the local hospital. She later died from
complications of an unsafe abortion. Provider
bias can therefore not only have harmful but
also fatal consequences.
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“In some cases, the people who run

those service points sometimes are not
well-trained. And so, they don’t know
how to handle those young people and
make them come back. So, for instance,
maybe a young girl wants to come for
family planning, and she is maybe 16, 17
or 18. And then the nurse will tell her “You
should abstain from sex!". [...] The girl will
go home and never come back! And that’s
a lost opportunity.”

A youth organisation
representative, Nigeria

Healthcare Personnel Lack
Sufficient Training

Many of our interviewees believe that
inadequate training contributes to the lack
of quality care young patients receive from
healthcare workers. Comprehensive training
to help healthcare workers contextualize
their personal beliefs within a healthcare
setting through Values Clarification and
Attitude Transformation workshops, for
example, would therefore be beneficial (see
box: Successfully Reducing Stereotypes).
Furthermore, healthcare providers frequently
lack sufficient knowledge about the specific
concerns young people have about sexual
and reproductive health. This should also

be incorporated more fully into the training
programme.
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Finally, the age difference between young
patients and older healthcare professionals
is a significant barrier. Young people often
associate older healthcare professionals with
narrow-minded and stigmatising attitudes,
which can lead to a lack of trust. Several
interviewees stated that younger patients
would be more likely to open up and build
trust with healthcare professionals who were
younger or of a similar age.

GOOD PRACTICE

Successfully Reducing
Stereotypes

One effective method of reducing
provider bias are trainings, such as
Values Clarification and Attitudes
Transformation (VCAT). In VCAT
formats, facilitators guide participants
through a process in which they
critically reflect on their personal
values, attitudes and actions.’” Since
2015, the organisation MSI Tanzania
has been offering VCAT workshops
with the aim of increasing awareness
among health workers, identifying
hidden obstacles to the treatment of
young people and, in the long term,
improving contraceptive provision
for adolescents. Workshop evaluation
results demonstrate that these formats
effectively reduce prejudice and
biased attitudes, thereby enhancing
the quality of counselling services for
contraception and family planning for
young people.'?®

GOOD PRACTICE

A Guide to Working Without
Discrimination

The ‘MakeWay’ project is working

to promote an intersectional (see
glossary) perspective on SRHR in

five African countries, as well as at
the regional and global level. The
project’s goal is to reduce barriers

for individuals affected by multiple
forms of discrimination based on their
gender, religion, disability, ethnicity,
class or other identity markers. The
project is funded by the Dutch Ministry
of Foreign Affairs and is implemented
in collaboration with six organisations
in Ethiopia, Kenya, Rwanda, Uganda
and Zambia. One aspect of the project
is the development of intersectional
guidelines, which are freely available
on the MakeWay website. The
guidelines provide NGOs, trainers

and any other interested parties with
guidance on how to, for example,
develop an accessible, intersectional
communication strategy or design a
training course.'®




3.1.4 Who Is Left Behind?

One recurring theme in our conversations
with interview partners was the lack of
inclusion in healthcare. Various groups,
including young people with disabilities,
young LGBTQI+ people and young people
with HIV, who are disproportionately
affected by gender-based violence, face
discrimination and marginalisation.

Young LGBTQI+ People

Our interviewees reported that the Ugandan
government’s 2023 drastic new legislation
against LGBTQI+ people’*° also had a

significant impact on neighbouring countries.

Tanzania, Zambia and Nigeria also have laws
on the books criminalising homosexuality.
Therefore, sexual and reproductive health
and rights are particularly thorny issue for
young queer people. In all three countries,
same-sex sexual activity is illegal. In Zambia
and Tanzania, same-sex intercourse can be
punishable with a life sentence, while in
Nigeria, prison sentences can vary between
14 and 21 years depending on the state.?- 13!
In all focus countries, such laws stem from
British colonial rule and remained in place
after independence.’>13 In Tanzania, the
government has enacted further restrictive

a) In the southern states of Nigeria, the Criminal Code
Act (2004) is the primary legislation applied, whereas
in the northern region, the Penal Code (1959) is the
prevailing legal framework. Moreover, 12 states in

the north of the country apply the Sharia Penal Code.
The severity of the laws in question determines the
punishment for same-sex sexual intercourse. Such acts
are punishable by flogging or even the death penalty.
(Source: ILGA World (2024). Legal Frameworks.
Criminalisation of consensual same-sex sexual acts
(ILGA World Database). https://database.ilga.org/
criminalisation-consensual-same-sex-sexual-acts
(28.06.24).)

legislation in recent years. Members of
parliament have been known to express their
contempt for LGBTQI+ people in the media,’**
announcing that those who discriminate
against sexual minorities need not fear legal
consequences.’*3 In Zambia, a 2022 a
fashion show prompted a heated media
debate: Religious organisations accused

the organisers of ‘violating national values’
after men walked the runway in feminine
clothing.’¥’

The restrictive political and legal
environment has resulted in the exclusion
of young queer people from SRHR projects
and discrimination against LGBTQI+
individuals by staff in health centres. Several
of our interview partners reported that
health centres and medical services are not
inclusive in general, particularly in terms
of gender-sensitivity. Some interviewees
added that LGBTQI+ people are aware of
health centres in the big cities where they
are treated well and share this information
within their communities. However, most
marginalised people regularly experience
discrimination when seeking medical
treatment. For example, one interviewee in
Tanzania reported that as a young mother,
queer person, or youth living with HIV,

one might be left in the waiting room the
entire day, or even asked to come back the
next day. This could occur, for instance, if
someone who is perceived as male displays
characteristics typically associated with
women.

It is often the case that medical staff lack
adequate training to appropriately address
the specific needs of individuals with diverse
gender identities. In Zambia, we heard

that trans people were unable to obtain
medication to affirm their gender identity.
In Nigeria, interviewees indicated that
discrimination and inadequate healthcare
for trans people prompted them to purchase
medication illegally without receiving
professional medical guidance.

Young people with HIV

Young people who have been living with

HIV since birth are frequently overlooked

in SRHR projects. They are often reluctant

to openly communicate their status. A
significant number of people continues to
hold prejudices and are misinformed about
HIV. Some young people are even unaware
they have HIV because their parents don’t tell
them for fear of stigmatisation.

The lack of information about sexually
transmitted infections (STIs) and the limited
availability of pre-exposure prophylaxis
(PrEP) are leading to an increase in HIV
rates, particularly among young people.3® If
taken as prescribed, PrEP is just as effective
as a condom or antiretroviral therapy in
preventing infection with HIV.

HIV treatment can be particularly difficult
for LGBTQI+ people. If they test positive for
HIV or another STI, they are usually asked
to come back with their partner so both can
receive treatment. The threat of long prison
sentences for homosexuality and the hostile
environment makes it difficult for LGBTQI+
people to comply with this request.
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In the HIV response, cisgender men who have
sex with men (MSM) are considered a key
population.’> However, the needs of MSM are
only partially addressed by this distinction

in the health system, especially in countries
where homosexuality is criminalised. If
NGOs explicitly provide health services to
gay men beyond those defined as MSM,

they risk legal problems. For example, the
Tanzanian government de-registered one

of the largest NGOs in this field for offering
services to gay men, contrary to international
agreements. 140141

Young People with Disabilities

Worldwide, an estimated 10 percent of
children under the age of 18 have a disability,
and in Western and Central Africa it is 15
percent.’*? However, young people with
disabilities are often not a clearly defined
population group. The concept of disability
is fluid, and there are a variety of different
types of disabilities that can be experienced
for different lengths of time, including
temporary and lifelong disabilities. Due to
societal prejudices and stigma, families

with disabled family members are often
reluctant to participate in household surveys.
As a result, the true number of people with
disabilities is likely significantly higher.}3

In most cases, buildings and information are
not accessible or barrier-free, which makes
it particularly difficult for young people with
disabilities to receive information on topics
related to sexuality and to receive medical
care. Furthermore, healthcare professionals
often hold negative attitudes towards people
with disabilities and lack the necessary
training to provide adequate care.
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In particular older healthcare facilities

are often inaccessible for individuals

with disabilities. For example, there

might be no ramps or lifts to enter the
building in a wheelchair, and often signs

or written information are not available in
Braille. Additionally, few if any healthcare
professionals are proficient in sign language,
which severely limits communication with
deaf patients. As a result, young people with
disabilities must rely on support from others
for information and counselling. Particularly
when it comes to matters of sexuality this can
create a significant barrier to receiving care.

Asking for contraception can also be a very
uncomfortable experience, as medical
staff often are prejudiced against people
with disabilities and assume that they are
not sexually active. Many parents also
believe that young people with disabhilities
do not and will not have sex and therefore
do not educate them about sex. However,
people with disabilities are just as likely

to be sexually active as people without
disabilities.+4> The provision of sexuality
education and access to health services
for young people with disabilities depends
not only on accessible materials and
infrastructure, but also on the involvement
of legal guardians, caregivers and support
persons.46

Several interviewees reported that

doctors and nurses ignore young people
with disabilities. They can decide which
patients to see first, and young people

with disabilities are often not welcome.
Conversations and counselling sessions
sometimes take place over the disabled
person’s head, addressing only their support
person. An accompanying person who
interprets for a disabled patient holds power,
which they could use to abuse patients, thus
reproducing violence.

Missing Data on Marginalised
Groups

It is unclear how many people are
affected by these issues due to a

lack of official data. Disaggregated
data on many groups who are in
urgent need of support is lacking.

For example, the estimated number

of trans and intersex young people

in all three countries is significant,#”
yet there is no national data collected
on these groups. Given the lack of
research about the subgroups within
the LGBTQI+ community, even NGOs
working on SRHR are unaware of
their needs. While there are estimates
at the UN level of the size of the
aforementioned marginalised groups,
this is insufficient. Lack of official data
makes it more challenging for NGOs to
advocate for the needs of marginalised
people, and easier for government
representatives to ignore certain
groups.

Other vulnerable groups include sex
workers and young people in prisons.
These individuals are particularly
vulnerable to contracting STIs. In
Zambia, for instance, one interviewee
told us that distributing condoms in
prisons is prohibited. Furthermore,
there is also no official data on

young people in prison. Therefore,
for example, the number of young
women incarcerated for terminating a
pregnancy is not known.



In a nutshell, the key concern according to

a young person with a disability is: ‘We are
left behind’. Many health centre staff are not
trained to effectively interact with people
with a wide range of disabilities and needs. A
simple example shows how important Braille
is not only for informational materials, but
also for health products. There is no Braille
print on condom packaging, which presents
a challenge for blind teenagers who are
learning to use condoms for the first time.
The expiration date on condom packaging is
also illegible to them.

GOOD PRACTICE

Safe Shelter for LGBTQI+ Youth

The youth- and LGBTQI-led
organisation Improved Sexual Health
and Rights Advocacy Initiative
(ISHRAI) offers support to LGBTQI+
people in Nigeria. It provides a range
of services, including psychological
and legal support, advocacy work, and
education on SRHR topics. Temporary
accommodation for LGBTQI+
individuals who are seeking protection
from violence and discrimination and
require a supportive environment is
also provided by ISHRAL The ‘Safe
Shelter’ programme,**8 operated by
ISHRAI, provides two shelters for
about 25 individuals each for up to
three months, or longer in exceptional
cases. In this way, the organisation
addresses the insecurity and violence
that LGBTQI+ people in Nigeria face.

“For me, as a blind person, the main issue
is not getting information in a way that I
can access - in Braille.”

Youth activist, Zambia

In addition, the cost of contraceptives
represents a significant barrier for many
young people with disabilities. Many are
unemployed and don’t have an income, so
they often lack the financial resources to
purchase contraceptives from pharmacies.

At the policy level and in international
development programmes, there are

too few initiatives to integrate young
people with disabilities into sexual and
reproductive health and rights initiatives.}*
A significant challenge is that every person
with a disability has different needs and
requirements for support. Consequently,
there is no single solution that works for all
people with a disability.

GOOD PRACTICE

Nurturing the Next Generation of
Activists

The Young and Alive Initiative is

a youth organisation in Tanzania

that provides training for the next
generation of youth activists.*°
Through the “Young and Alive
Fellowship’, it promotes the leadership
skills of young activists, with an
emphasis on youth from marginalised
communities. Through this
programme, young people learn about
SRHR topics and advocacy strategies.
The aim is to ensure that young people
can participate in political processes
in the long term and shape their

own futures by training in ‘SMART
advocacy’* methods.

GOOD PRACTICE

Strengthening the Voices of
Young Marginalised Women

The international project ‘We Lead’,
led by the organisation Hivos, supports
civil society organisations in nine
countries to strengthen SRHR for
severely marginalised young women.
As part of this project, the youth
organisation Sustainable Impact

and Development Initiative (SID) in
Lagos, Nigeria, organised a two-

day workshop for young women

with disabilities and young women
living with HIV. In the first phase,
experts provided young women with
knowledge about SRHR. In the second
phase of the workshop, participants
were trained how to collectively
advocate for their interests. Through
group discussions, they developed
recommendations for improved and
inclusive access to SRHR services.
The outcome was a jointly developed
strategy paper that is now being used
for advocacy purposes.t>21%3
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3.1.5 Addressing Poverty:
The Effects of Precarious
Living Conditions on SRHR

Those concerned with improving the sexual
and reproductive health of young people
must also acknowledge the issue of poverty.
Many of our interview partners in all three
focus countries highlighted this issue. After
all, those who experience daily hunger and
struggle with meeting basic needs cannot
afford to wait for hours in a health clinic

for a counselling appointment. Poverty

can therefore have a negative impact on
sexual and reproductive health, as well as
on young people’s ability to exercise their
sexual and reproductive rights. The socio-
economic circumstances of young people
result in a wide range of SRHR needs. For
instance, single mothers who sell only a
few bags of fruit a day at a market stall to
make ends meet face different challenges
than young mothers with a secure job or a
spouse who has a stable income.

The World Bank’s most recent estimates
indicate that approximately one-third of
the population in sub-Saharan Africa lives
below the poverty line, which means that
they are affected by extreme poverty.?
15415 This figure is considerably higher
than in any other region of the world and
is above the global average. The COVID-19
pandemic has led to a further increase in
the number of people affected by extreme
poverty, which is the first increase in

the global poverty rate in decades. 1°¢

2 According to the World Bank, a person living below the
international poverty line, or in extreme poverty, has
less than 2.15 US Dollars per day at their disposal (based
on purchasing power parity in 2017).
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In Nigeria, just under one-third of the
population lives in extreme poverty, in
Tanzania about half of the population and in
Zambia almost two-thirds.*

Recent estimates suggest that a significant
number of the global youth population

(ages 15 to 24) living in extreme poverty is
concentrated in sub-Saharan Africa. Extreme
poverty affects tens of millions of young
people in the region (80 million in 2019).15
In the coming years, the issue is likely to
become more acute in several countries in
sub-Saharan Africa. Nigeria is the country

in the world where the absolute number of
young people living in extreme poverty is
likely to increase the most by 2030, driven by
population growth and the lack of progress in
poverty reduction.'>®

Many of our interview partners stressed that
economic empowerment is a prerequisite for
young people to be able to secure their SRHR.
They should not have to choose between
spending their income on a bag of rice or an
STI test. Young people must be able to secure
their livelihood and lead a self-determined
life.

Healthcare Is a Financial Burden for
Young People

The high costs of health services and
products can be a heavy financial burden
for young people. Most of our interviewees
expressed concern that health services and
essential products such as sanitary towels
or condoms are not affordable for young
people. Although public institutions in all
focus countries offer many health services
—including counselling related to family
planning and contraception - free of charge,
there are still many costs that can put a strain
on young people’s finances.

In more than one focus country, interviewees
reported that services or products that

are usually provided free of charge in
public health facilities must sometimes be
purchased for a fee. If a patient wants to
move up in line, they can give the attending
staff a banknote for ‘faster service’. The
typically long waiting times in public clinics
can lead some young people to pay to get
expedited service - if they have the extra
money.

Patients often wait all day to be seen by

a health professional. Depending on the
treatment, they may be forced to wait many
hours over several days. Or they might wait
in vain for days without ever receiving the
care they need. One interviewee described
daily queues of up to 500 people. With such
long waiting times, young people may have
to choose between several days’ wages or
necessary healthcare. As a result, some
people living in poverty cannot even afford to
get the care they need at a public clinic, while
those who are wealthier go to expensive
private medical providers.



Furthermore, respondents in all focus
countries shared that basic health
commodities are often in short supply in
public facilities, forcing young people to

rely on private providers. However, several
experts in Nigeria and Tanzania reported
that products in private health centres

are unaffordable for most young people.
Financial constraints may therefore dictate

a young woman’s choice of contraceptive
method if her preferred method is not
available in a public clinic. If she has
sufficient financial resources, she can obtain
the contraceptive method of her choice

from a private clinic or pharmacy. But if she
does not, she might switch to an alternative
method that causes her adverse side effects,
or she might stop using contraception
altogether.

Interviewees in all three focus countries
also reported that in many rural areas the
nearest clinic is located many kilometres
away from patients” homes, which means
there may be significant travel costs. Even in
Lagos, one of Africa’s largest metropolitan
areas, the trip to the clinic can be a financial
barrier, even though health facilities are more
widely available than in rural areas. This
results in additional costs for health services
that should be free, such as contraceptive
counselling. There are also many life-saving
health services, such as cervical cancer
screening, that are not free in all countries.
The same applies to the treatment of STIs,
which are subject to a fee in both Tanzania
and Nigeria.

Unintended Pregnancy, Young People,
and the Cycle of Poverty

These different cost barriers to accessing
counselling and care makes it challenging
for many young women and girls who
experience poverty to avoid an unintended
pregnancy. And there are only limited
support services available for young people

have an unintended or unwanted pregnancy.

It is difficult or even impossible to legally
terminate a pregnancy in all focus countries.
In Nigeria and Tanzania, abortion is only
permitted in cases where the pregnant
person’s life is at risk.16° In Zambia, the law

is much more liberal, but there too access

to a legal abortion is associated with many
barriers (see Chapter 3.2.3.). The only options
for most young women are to have a child

or to have an illegal and potentially unsafe
abortion 1162163 J||egal safe abortions

might also be available, but, according to

our interviewees, they are not affordable for
most women.!%* The case of Tanzania shows
that on paper all health services related to
pregnancy and childbirth - including post-
abortion care following an unsafe abortion -
are provided free of charge. But in reality, half
of all post-abortion care patients are required
to pay for this care.!®

Young women need poverty reduction and educational opportunities

A comparison of young women in Zambia, Tanzania and Nigeria who become mothers at an early age reveals
the same trends in our three focus countries. In rural regions, adolescents often bear children earlier than in
urban regions. The higher the level of education, the less often young women are already mothers. Differences
in wealth have a particularly strong impact on early motherhood: adolescents affected by poverty are
significantly more likely to have a child than those who are wealthier.

Zambia (DHS 2018)
B Tanzania (DHS 2022)

Nigeria (DHS 2018

Richest fifth 0 Nigeria ( )

=

:

= Poorest fifth I —
——

§  Secondary or higher

5

=]

®  Primary education —— —

E S

-=

@ Noschooling e
e — R

S Urban —

Q

=

w

& Rural —
——

E —

S —

Percent

20 30 40

Percentage of women aged 15 to 19 who are mothers, by socio-demographic characteristics

(Data source: ICF66)

Berlin Institute 33



Several interviewees reported that young
people who are already affected by

poverty are often unable to escape the

cycle of poverty due to unplanned early
motherhood. In part this is due to young
pregnant women and mothers having to
leave school and often being unable to
return. Experts estimate that more than half
of young mothers in Zambia never return to
school. Although young mothers can legally
attend school in all three focus countries,**”
this is often not reflected in reality. Young
women without secondary education face
significant challenges in gaining employment
and generating sufficient income. They are
also difficult to reach with comprehensive
sexuality education outside of school, as one
interviewee from Tanzania reported.

When young mothers cannot afford to send
their children to school, the cycle of poverty
continues from one generation to the next.
Although public schools in Tanzania are
free, there are indirect costs such as school
uniforms and school meals.**® Some schools
require parents to give their children the
equivalent of 50 cents (in Euros) every day
for school cafeteria meals. For a young
mother living in extreme poverty, this is often
unaffordable.
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Selling Sex to Survive

In all three focus countries, interviewees
reported that young people, particularly girls
and young women, engage in sex work to
meet their basic needs or to provide for their
families.

In Nigeria, experts shared that some girls
have sex with strangers for 200 Nigerian
Naira (less than 20 cents in Euros) - the cost
of a small bottle of water. In some cases,
parents even encouraged their children to
engage in sexual activities in exchange for
money to contribute to the family income. In
Tanzania, interviewees explained that some
young women exchange sexual activities for
hygiene products that they otherwise cannot
afford, such as sanitary towels. In regions
where the journey to school is particularly
long, sometimes students exchange sexual
activities for a lift. For young mothers who
lack both an education and a supportive
partner, sex work is often the only viable
option for meeting the basic needs of their
children (see Chapter 3.2.2.).

Selling sex can be dangerous for young
people. They are particularly at risk of
contracting STIs, unintended pregnancy or
experiencing violence, robbery or extortion.
In all three countries, interview partners
reported that survivors of sexual violence
often do not get support from the police
and perpetrators often are not prosecuted.
Studies have confirmed the high levels of
violence!®* 170 and that young sex workers
are at a higher risk of contracting HIV or
having an unintended pregnancy.t’*:172173

Since sex work is criminalised in a variety of
ways in all focus countries'™ and sex workers
experience discrimination by healthcare
workers', they are often afraid to seek care
when they experience health problems.

GOOD PRACTICE

Support for Girls With Incomplete
Education

In the three-year ‘Adolescent Girls
Initiative’ pilot project in two districts
of the Shinyanga region of Tanzania,
UNFPA worked with local authorities
and the NGO Kiota Women’s Health and
Development to improve the sexual
and reproductive health (SRH) for
female adolescent school dropouts.
The project achieved this goal in
conjunction with measures such as
writing and literacy education as well
as vocational training. The aim was to
enable girls to enter the labour market.
In addition, young women were
supported in obtaining micro-credits
for entrepreneurship. Evaluations
show that the project led to both an
increase in the use of SRH services
and greater financial independence for
more young women. The provision of
vocational training and business start-
up support in conjunction with SRHR
education and services also increased
community acceptance of SRHR
programmes. Y6177




Period Poverty: Poverty Makes
Menstrual Hygiene Difficult

Those experiencing poverty are often unable
to practice adequate menstrual hygiene. In
all three focus countries, we were informed
that a significant number of girls and young
women lack the financial resources to
purchase menstrual hygiene products such
as sanitary pads. One possible solution is the
use of reusable menstrual pads, but currently
only a few projects make them available.

Many young people are unable to purchase
pads from stores because they cannot

afford to buy them. Therefore, they use
improvised alternatives that are unsanitary
and often lack absorbency. This not only
increases the risk of preventable infections,
but also has a negative impact on mental
health and well-being. Students often feel
uncomfortable about attending school
during their period, fearing that they may be
mocked and rejected by their classmates if a
bloodstain becomes visible on their clothes.
Furthermore, many educational institutions
lack the necessary facilities to provide clean
water and private toilets for students to
change their pads or wash their hands.'® As a
result, many students stay home during their
period if they do not have access to adequate
menstrual products, and thus miss many
days of school.

“For students from really disadvantaged
backgrounds it becomes inconvenient

to purchase one packet or two packets
of sanitary pads each month. And so
they usually end up using the unsafe

like just a piece of cloth or socks or

just different methods. [...] And that is
what actually leads some girls to end

up missing school. Because when you
wear socks, when you wear a cloth that
is not of absorbent nature, at the end of
the day it’s guaranteed that your skirt or
your dress will be soiled. So to avoid that
embarrassment and shame they would
rather stay at home during their periods.”

Youth activist, Tanzania

GOOD PRACTICE

“Every Girl Deserves a Dignified
Period Experience”

This is how the founder of the
Whisper A Dream Foundation in
Zambia describes the mission of her
organisation. In rural areas of the
country, many girls do not have access
to sanitary pads, or their families
cannot afford them. Instead, they often
use cloth or other materials that are
not always hygienic. The Whisper a
Dream team travels to remote areas

of the country to educate young
people about menstrual hygiene and
distribute reusable pads. They also run
workshops in villages to teach girls
and young women how to sew reusable
cloth pads from everyday materials
and how to clean them to prevent
infection.1”

GOOD PRACTICE

Art as Therapy

In the southern province of Zambia,
the ‘Art Beyond Schools’ project,
run by the Contact Trust Youth
Association, provides art therapy in
schools and health centres. The aim
is to improve young people’s mental
health, which can have a positive
impact on their SRHR. Art therapy
is helping them learn in an easy way
to express the feelings and thoughts
they may find difficult to put into
words. The unique aspect of the
project is its peer-to-peer teaching
approach. Art lessons are given

by young people for young people
but, if necessary, trained medical
professionals specialising in art
therapy are available to support the
young trainers. In 2023 alone, the
project reached almost 1,000 young
people between the ages of ten and
24.180
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Taking a
Closer Look at the

Focus Countries

In previous chapters, we highlighted five key
priorities our interview partners in Nigeria,
Zambia and Tanzania emphasised: expanding
sexuality education, youth-friendly
healthcare and inclusion, and reducing
poverty and provider bias. Our findings
demonstrate that the needs and perspectives
of young people on SRHR are strikingly
similar in all countries.

The following section will take a closer look
at each of our focus countries. We discuss
the specific issues our Nigerian interview
partners identified as priorities and provide
an overview of the current policy landscape
impacting young people in Zambia. We also
look at one of the most commonly discussed
topics in Tanzania.

This chapter will look closely at one of the
most urgently raised issues in each country.
For instance, the situation of internally
displaced persons (IDPs) in Nigeria,
restrictive laws in Zambia or the challenging
circumstances faced by young mothers in
Tanzania.
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The priorities in this chapter reflect our
impressions from the country interviews.
They should not indicate that, for example,
the policy landscape is only a challenge

in Zambia and not in Nigeria or Tanzania.
Similarly, young mothers in Nigeria and
Zambia face significant obstacles too, and
not just in Tanzania.

3.2.1 Nigeria: The SRHR
of Young IDPs Are at a
Great Risk

In our interviews in Nigeria, young IDPs were
frequently mentioned. Many of them have
been living in IDP camps in the north-east of
the country for the past decade due to violent
conflict.*® Around the world, the number

of people who have had to flee to another
place within their country of origin has been
increasing for years. This is also the case in
sub-Saharan Africa. At the end of 2022, 31.7
million people in the region were internally
displaced. With 4.5 million IDPs, Nigeria

has the third highest number of IDPs in
sub-Saharan Africa, after to the Democratic
Republic of Congo and Ethiopia.'®? In 2023,
the International Organization for Migration
(IOM) identified nearly 2.3 million IDPs in
north-eastern Nigeria alone, 58 percent of
whom were under the age of 18.18

Inadequate Sexual and Reproductive
Health Provision

Organisations working to provide health
services for young internally displaced
people in Nigeria reported that people in the
camps are isolated and have very limited
access to any kind of care. Many camps are
in remote rural areas, which contributes to
the fact that the SRHR of girls and young
people in the camps are particularly at risk,
in particular when they require medical

care after experiencing sexualised violence
or experiencing an unintended pregnancy.
Interviewees reported that although
makeshift health facilities were available in
the camps, they were inadequately equipped,
and many essential health services were not
available at all. When the camps’ emergency
humanitarian aid supplies of health products
like pads or condoms are used up, “women
and girls are left to themselves again and go
back to square one”, stated a representative
of a Nigerian youth organisation. There is
also a lack of adequate sanitation facilities.

Extreme Poverty in the IDP Camps

IDPs face great challenges generating
income and making ends meet. Addressing
IDPs’ precarious living conditions is key

to ensuring SRHR for young people. When
health and menstrual commodities run out in
the make-shift clinics, teenagers are forced
to purchase these products with their own
money. However, many are not even able to
afford pads, let alone more expensive health
products.

A study on the SRHR situation of young
women in an IDP camp in north-eastern
Nigeria shows that many young IDPs live
precariously. Ninety percent of 500 girls
interviewed stated that they did not have
enough food. One in five teenagers used old
clothing to make pads.8



Due to extreme poverty and inadequate
healthcare in the IDP camps teenage girls
are often dependent on men to ensure their
survival. For example, by getting married to
secure their livelihood. Studies also indicate
that some young women in refugee camps in
north-eastern Nigeria engage in sex work in
exchange for food or money.'®

160,000

Ibadan

Lagos

According to a Nigerian youth activist, child
marriages occur more frequently in IDP
camps. Some parents force their underage
daughters to marry because they cannot
afford to take care of all their children.
Studies confirm that children and women in
humanitarian contexts, such as north-eastern
Nigeria, are particularly vulnerable to child
marriage, but also unintended pregnancy,
unsafe abortions, STIs and GBV.8¢
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Where young internally displaced persons
need support

Hundreds of thousands of adolescents in Nigeria

have had to flee their place of origin due to violent
conflicts. In the north-east and north-west of

the country and in north-central Nigeria, there

is an urgent need to address the particularly
disadvantaged living conditions of displaced persons.
The north-eastern state of Borno stands out, as it has
the highest number of IDP in Nigeria at 1.7 million.

1,711,000

218,000

Number of internally displaced persons (IDP) in
Nigeria, by state (with more than 10,000 IDP),
2023/2024

(Data source: IOM?*7.188)
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GBV Is a Major Problem

In Nigeria, numerous experts reported

that GBV was widespread. Gender-based
and sexual violence affects many teenage
girls, particularly in the IDP camps in north-
eastern Nigeria. That said, GBV is also a
serious issue in Zambia and Tanzania.

A representative from an NGO providing
support to young people in camps in north-
eastern Nigeria reported that the number of
cases of GBV and sexual violence, including
rape, is alarming. Young female IDPs are
particularly vulnerable to these forms of
violence and physical attacks in the IDP
camps. There is a lack of safe spaces for
girls and young women where they can
spend time with other women, talk and be
at ease. Furthermore, reports from other
organisations in north-eastern Nigeria, as
well as other studies, confirm that young
women and girls in humanitarian settings are
at high risk of experiencing GBV. Therefore,
violence prevention and providing support
for women after they experience violence

is a priority for humanitarian organisations
—in Nigeria and across the world. 18919019
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Targeted Support for Young
Women in Humanitarian Contexts

The NGO Action Health Incorporated
(AHI) provides SRHR support to
young people in Nigeria, including

in the north-eastern region of the
country affected by violent conflicts.
For instance, from 2018 to 2019

AHI implemented the ‘Sustaining
Care’ project in the region, providing
targeted support for internally
displaced girls and young women

in IDP camps. Funded by the United
Nations Office for the Coordination of
Humanitarian Affairs (UNOCHA), the
project’s objective was to enhance the
provision of reproductive healthcare
services for girls, adolescents and
young mothers. Given the prevalence
of GBV among IDPs, health workers
were specially trained to provide
youth-friendly emergency care, for
example, in cases of rape. Psychosocial
counsellors provided support to girls
and young women in designated safe
spaces to assist them in processing
their experiences of gender-based
and sexual violence. The AHI projects
represent an important approach to
promoting SRHR among young people
in humanitarian crisis contexts and to
countering the effects of gender-based
discrimination and violence.'

GOOD PRACTICE

A Critical Examination of GBV
Through Artistic Expression

Through the performing arts the
Tanzanian youth-led organisation
Theatre Arts Feminists raises
awareness about GBV, particularly in
rural areas and challenges prevailing
norms.1** The objective is to challenge
the normalisation of violence

through theatre and traditional dance
performances. The target audience

is children, both girls and boys. The
productions are also designed to
disrupt the cycle of trauma that can
result from experiences of violence.
The performances can support young
people who have experienced GBV to
name their experiences for the first
time, thereby demonstrating that they
share their experiences with many
others.




3.2.2 Tanzania:
Young Mothers Need
Support

‘Young mothers are in a really tough
situation’ summarised an employee of an
international organisation, which runs
projects for young people in Tanzania.
Poverty and early motherhood are closely
linked. The greater the poverty, the greater
the likelihood that girls between the ages of
15 and 19 will become pregnant.’> Pregnant

Kagera

Mwanza

Singida

Iringa

teenagers are often forced to drop out of
school either during pregnancy or after giving
birth. This deprives them and their children
of the opportunity to earn an income and
contributes to the cycle of poverty continuing
from one generation to the next.**¢

For many years pregnant girls and young
mothers in Tanzania were barred from
attending school. Following years of
advocacy by civil society organisations, the
Tanzanian government made a partial change
to this policy at the end of 2021. The new
policy allows girls to return to school within
two years of giving birth, thanks to a re-entry
policy. However, the restriction on pregnant
girls attending school remains in place.*’

Arusha
Kilimanjaro

_— Dar es Salaam

Pwani

Meanwhile, the African Union’s African
Committee of Experts on the Rights and
Welfare of the Child has called on Tanzania
to lift the ban on pregnant girls attending
school.®® Even so, civil society experts
argue that the re-entry policy alone is not
enough.’® Without additional social and
financial support, it is impossible for most
young mothers to care for their young
children and attend school at the same
t-ime_ZOO,ZOl

Percentage of women
aged 15-19 who have
ever been pregnant,
2022, by regions in
Tanzania
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(Data source: DHS
MIS Tanzania 2022°%)
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Early pregnancy is widespread

Young women in rural areas are more likely to
become pregnant at an early age than women in
urban areas. In rural regions of Tanzania, one in
four girls aged 15 to 19 have been pregnant at least
once in their lives, compared to just over one in six
in urban regions. In the rural Songwe region in the
south-western highlands, almost half of girls aged
15 to 19 have been pregnant at least once in their
lives.
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Sex Work as a Last Resort

Young mothers living in poverty in Dar es
Salaam told us that they face significant
challenges in providing for themselves

and their children. They often receive no
financial support from their children’s
fathers. Although many young mothers live
with their parents or grandparents, they are
also expected to contribute to the household
income. Without a degree or vocational
training, it is difficult for them to find a job
to make ends meet or contribute to the
household income. For many, the only way to
earn money is through sex work. This work is
often associated with physical violence and
does not guarantee a sufficient income, yet
it is often the only viable survival strategy
available to them. One young mother shared
that, as a young sex worker, she was regularly
exploited by men. On occasion, men refused
to pay her, and when she insisted on being
paid, she was beaten with beer bottles.

Financial support is the most important need
to ensure young mothers’ survival and that
of their children. The mothers we met with
expressed the need for more assistance in
finding ways to continue their education,
given the difficulty of securing employment
without it. Most had only completed primary
school. Many mentioned the desire to start

a small business, but lacked the necessary
education and skills to do so.
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The Cycle of Intergenerational Poverty

For young Tanzanian mothers living

in poverty, breaking the cycle of
intergenerational poverty can be difficult, if
not impossible. Good health and education
would be a prerequisite to do so. The

young mothers we met are working hard

to achieve this goal. Although many health
services, such as childhood vaccinations,
contraception and HIV treatment, are
provided free of charge in public facilities in
Tanzania, they remain out of reach for many
marginalised people.

The biased treatment that young people often
experience in health facilities increases when
health workers realise during a consultation
that a young unmarried woman is pregnant
or a mother, living with HIV or working as a
sex worker. Interviewees reported waiting
for days to get a vaccination for their child,
having to pay bribes or ‘fast-service fees’ to
get long-term contraceptives, such as IUDs

or implants, and being verbally reprimanded
by health workers in specialised HIV clinics if
they are a few days late for their antiretroviral
treatment.

A young mother told us that she wants to
vaccinate her child, despite the significant
daily challenges she faces accessing health
services. Challenges include the need to
budget for transportation, waiting an entire
day without food, and experiencing bias from
healthcare workers. The last time she took
her child to the community health centre for
a third and final vaccination, she reached her
breaking point. Staff demanded a bribe of
1,000 Tanzanian Shillings (approximately 40
cents) for the child’s vaccination and given
that the young mother was unable to pay the
requested amount, her child did not receive
the recommended routine vaccinations.

A significant number of children born to
young mothers are unable to receive all their
vaccinations for similar reasons.

Such discrepancies in immunisation rates
for children are also reflected in national
statistics. In 2022, just over half of all
children aged 12 to 23 months had received
basic antigens. When analysed by household
poverty level, the figures for fully vaccinated
children in the poorest 20 percent of the
population are below the national average
at just 42.5 percent.?® Qverall, childhood
vaccinations have greatly declined during
the COVID-19 pandemic. Statistics for 2015
to 2016 show that before the pandemic, on
average, 75 percent of all Tanzanian children
had received the necessary vaccinations,

as well as 65 percent of all children from

the poorest households.?** These numbers
show the alarming gaps in basic healthcare
provision, which will have long-term effects
on children’s health and well-being, families,
communities and the entire country.



Child Marriage and Early Motherhood
Are Prevalent in Rural Areas

In discussions with activists and staff from
organisations operating in rural Tanzania,
we learned that child marriages and early
motherhood are still more common in these
areas than in urban regions. The latest data
from the Demographic and Health Surveys
indicate that both men and women in rural
areas marry at an earlier age than their
urban counterparts. However, child marriage
disproportionately impacts girls, regardless
of their location. Nationally, nearly one in five
girls gets married etween the ages of 15 and
19, while less than one percent of men marry
at this age.?®

The differences between urban and rural
areas are particularly evident in pregnancy
and birth rates. In urban areas of the country,
one in six young women aged 15 to 19 has
been pregnant at least once, compared with
one in four in rural areas.?°® The birth rate for
15- to 19-year-olds is twice as high in rural
areas as in urban areas.””’

One interviewee from a youth-led
organisation told us in rural areas she
often encounters teenage girls who
already have more than one child. Since
the Tanzanian government aims to reduce
teenage pregnancies?®®, it is also common,
particularly for young teenagers, to give
birth at home without medical assistance
to conceal pregnancies and births from the
government. In addition, our interviewees
reported that the health infrastructure and
services for pregnant young women are
worse in rural areas. Recent surveys show
that significantly fewer women in rural
areas attend at least four antenatal care
visits or are cared for by qualified health
professionals during childbirth than in
urban areas. Among pregnant adolescents
under the age of 20, one third do not
receive adequate antenatal care, adding
to the existing health risks of teenage
pregnancy.%-21

GOOD PRACTICE

Specialised Health Facilities for
Young Pregnant Women and
Mothers

In Lagos, Nigeria, the Lagos State
Ministry of Health, with support from
UNFPA, runs four public ‘Young Mum’s
Clinics’. These offer comprehensive
support to pregnant teenagers

and young mothers: free medical

care for pregnant women, mothers
and their babies, education on

sexual and reproductive health and
family planning, and psychological
counselling. Participating hospitals
help to ensure professional healthcare
for pregnant women and mothers
through regular home visits. The
facilities also support young women’s
secondary education and refer them to
job training programmes, 21212 213.214
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3.2.3 Zambia: How Laws
Impact Young People’s
Access to Healthcare

Restrictive or outdated laws are one of the
biggest barriers to SRHR for young people.
What needs to be done to improve SRHR and
healthcare for young people? Particularly in
Zambia, most people believe that the legal
situation needs to be improved. The legal age
at which young people can receive healthcare
without parental consent and the regulation
of abortion were repeatedly identified as key
issues.

There are many obstacles to legal
abortion

Abortions are legal in Zambia under certain
conditions, yet many young women and girls
have unsafe abortions. In 2020, authorities
in Zambia’s Eastern Province reported more
than 1,000 cases of complications from
unsafe abortions.?*> Unsafe abortions not
only result in a high number of complications
requiring treatment, but are also one of

the main causes of maternal mortality in
Zambia.?® What factors contribute to the
high number of unsafe abortions despite the
relatively liberal abortion law?

As early as 1972, the Zambian government
regulated access to abortion in the
Termination of Pregnancy Act. The law
states that an abortion is legal if it is carried
out by a trained and registered doctorina
hospital and two other doctors confirm that
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the pregnancy either endangers the life of
the pregnant person, her physical or mental
health, or threatens the well-being of existing
children. Another reason for a legal abortion
can be a serious illness or disability of the
unborn child.?”

“All it puts are barriers.”

Employee at an NGO, Zambia, about
the Termination of Pregnancy Act

The requirement for three doctors to provide
written consent for a woman to receive an
abortion poses a huge challenge, especially
for women in rural areas. Getting three
signatures when there is only one small
health centre nearby can prove next to
impossible. In addition, many women and
girls are unaware that abortions are legal,
or the conditions under which they are
permitted. Because the subject is taboo,

it is not discussed openly. Even medical
professionals are often unaware that
abortion is part of free healthcare.

“Zambia has a patient-doctor ratio of 1
to 12,000. Imagine, a woman wants to
access an abortion in a rural area in a
population of a doctor-to-patient ratio of
1t012,000. Where are they going to get
that doctor to sign that?”

Project Coordinator at
an NGO, Zambia

In our conversations on the ground,
interviewees repeatedly emphasised that
Zambia is “is a Christian country”. Many
people believe abortion to be morally wrong.
Young women who have an unintended
pregnancy are particularly fearful of being
judged. As with other healthcare services,
additional obstacles include financial costs,

distance from the nearest hospital, and the
insensitive conduct of medical professionals.
Furthermore, reports indicate that women
experiencing an unwanted pregnancy are
often denied treatment because there is no
more misoprostol (see glossary) available.
This means that young people often turn to
unsafe methods to terminate an unintended
pregnancy.?8

Women who have terminated a pregnancy
illegally in Zambia may face up to 14 years
in prison.?*? The number of women currently
in prison for an having an illegal abortion is
unclear.

GOOD PRACTICE

24-Hour Hotline

The ‘Aunty Tasha Helpline’ is
accessible 24 hours a day, offering
guidance to young people in Zambia
who have questions related to sexual
health, contraception and STIs.
Counsellors who have received the
relevant training are available to
provide callers with information and
support on sexual and reproductive
health topics. They counsel women
who have experienced an unplanned
pregnancy and then refer them to the
appropriate medical professionals.
Those who contact the helpline can
be assured that their data will be
treated confidentially and that they
will not be judged or discriminated
against. The hotline is funded by the
MAMA Network (Mobilising Activists
around Medical Abortion), a network
of activists and feminist organisations
in sub-Saharan Africa.??°




Aspects included in comprehensive abortion care

ENABLING ENVIRONMENT

Supportive
framework of law
and policy

Respect for
human rights

WHO WHAT

Age of Consent Is a Barrier

In Zambia (like in Tanzania and Nigeria),
children and adolescents require the consent
of their legal guardians to access healthcare.
The age of consent presents a significant
barrier for many youth seeking preventive
medical check-ups or contraceptives
independently. Although this problem has
existed for a long time, the legal framework
in Zambia was recently further restricted. In
2022, the Zambian government passed the
Children’s Code Act, which defines a child
as anyone younger than 19 years old.?? In
practical terms, this means that many young
people under the age of 19 are unable to
receive medical care without the consent of

their legal guardians.??

Availability

and accessibility of

information

Supportive
health systems
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Values and Preferences

Interviewees reported multiple times

that many health workers find it difficult

to understand the legal situation. They

are allowed to provide information and
counsel but are sometimes unsure if they
are permitted to give 16-year-old condoms
without parental consent. The law is unclear,
even misleading, and contradicts other
legislation.??* For young people, it typically
depends on which medical professional they
are interacting with and how that person
handles the situation.

Let us imagine the following scenario: A
17-year-old student would like a check-up
and STI testing. To do so, she requires the

consent of her mother or father. However, sex

is a highly taboo subject within her family,
and she is reluctant to tell her parents that

she has been having sex with her boyfriend.

As aresult, she does not get tested for STIs.

Although almost 70 percent of girls and
almost half of all boys in Zambia have

sex for the first time before their 19th
birthday??, they are not allowed to purchase
contraceptives or receive HIV testing until
they are 19.

Aninterview partner in Nigeria reported that
the age of consent in Nigeria varies based on
the medical treatment. Furthermore, different
laws apply depending on the state.?2
Consequently, the legal situation is unclear
and inconsistent. Yet, there are few advocacy
initiatives working to adapt or lower the age
of consent.
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HOW CAN THESE ISSUES
BE ADDRESSED?

What are the most effective ways to support
young Africans’ sexual and reproductive
self-determination? What strategies can be
employed to bridge the gaps in healthcare
provision for young people? How can socio-
cultural norms be modified so that young
people can openly discuss their questions,
concerns and hopes about gender roles,
sexuality and contraception? And how can
international development cooperation align
with the growing demand by young people
for greater participation and inclusion?

There are numerous solutions to address
these challenges. The question is: which

of these solutions are effective and which
are not? Despite the best of intentions from
international development organisations,
many well-intentioned projects and
initiatives have had limited success. This is
often due to a lack of communication with
local experts and communities about what
is actually needed, or because development
organisations employ outdated strategies
that do not meet the needs of younger
generations. However, there are also
countless effective programmes, whether
implemented at the national level by
international organisations or at the local
level by a community-based organisation and
volunteers.
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In each consultation, we asked our
interviewees in Nigeria, Zambia and Tanzania
what they think needs to be done to improve
SRHR for young people in their country.

We also inquired if any existing projects

or initiatives were particularly effective

or should be expanded and receive more
support. Ultimately, those on the ground

are best positioned to understand their
community’s needs, identify what works and
to address current gaps. This chapter outlines
effective strategies, recommendations

and best practices, based on the insights
provided by our respondents. The term best
practices refers to solutions and examples
of successful projects in diverse contexts

in the three focus countries (and often in
many others). These solutions should be
implemented more broadly by organisations
working on the ground. The following
recommendations are directed towards
decision-makers in politics, international
development and the donor community.

Identifying
What Works:

Best Practices

Expand Sexuality
Education in a Creative
Manner

In all educational institutions sexuality
education should align with the current
UNESCO guidelines and become the

norm. Simultaneously, it is important to
expand outside the classroom, including
for young people who are (still) in school
and those who are out of school. For
instance, extracurricular sexuality education
programmes often represent the only way
girls and young women who are not (or no
longer) in school can access information
about safer sex, contraception and bodily
autonomy. The most effective strategies
for disseminating crucial and accurate
information about sexual and reproductive
health and rights (SRHR) to young people
are those that combine education with
recreational activities and are led by young
people themselves or in tandem with them.



A Winning Combination:
Education and Recreation

Sexuality education that centres games,
sports and other recreational activities

is much more attractive to young people.
Especially in rural communities, where young
people have little access to information

via the Internet, it is important to engage
them with in-person activities. Free drinks

or snacks and reimbursement of any travel
expenses can also encourage young people
to participate.

Many SRHR programmes address the needs
of girls and young women. However, it is
also important to reach boys and young
men, address their needs and teach them
responsible and respectful behaviour in
relationships. In many countries, reaching
boys through football clubs has proven to
be particularly effective. They are provided
with an attractive recreational activity, of
which there are often few, and learn about
sexual and reproductive health in the breaks
between games.

Peer Education Is the Gold Standard

Experience shows that peer-to-peer learning
is the most successful way to reach young
people. Young people tend to trust other
young people more than adults and can talk
more openly with them about sensitive topics
that are considered taboo in society. In peer
education projects, selected teenagers are
trained on SRHR issues and to answer any
questions their peers may have. In some
cases, they receive additional training

so that they can counsel their peers on
condoms and contraceptives and distribute
them to teenagers in their communities.
Peer educators can quickly and effectively
disseminate information to their peers,
answer their questions, recommend other
sources of information and refer them to
youth-friendly clinics.

Connecting With Youth Digitally

The use of the internet and access to social
media via cell phones and smartphones

is widespread among young people in

Africa today, especially in urban areas.?
Consequently, it is easy to reach them
through these platforms. Many regional and
national organisations have developed apps
to provide young people with information

on sexual and reproductive health in youth-
friendly formats. Young interviewees in all
three focus countries repeatedly emphasised
the importance of disseminating simple,
short messages via modern, youth-friendly
channels. To respond to the short attention
span of young people, organisations can use
digital options such as videos and cartoons
or interactive digital formats. It is also crucial
to ensure accessibility for young people with
disabilities. For example, videos should be
produced with subtitles.

“Ican’t be everywhere at the same time,
but an app can.”

Peer Educator, Zambia

[} Make Healthcare More

Youth-Friendly

In general, doctors and other health workers
receive insufficient training on how best to
interact with young patients, communicate
effectively with them and how to set aside
personal views in the consulting room.
During our interviews, we learned that
training in youth-friendly healthcare, if

itis provided at all, is far too short and
infrequent. Therefore, it is important

to extend these training courses to all
healthcare workers who see and interact with
young people. However, individual training
courses on appropriate interaction with
young people are not a long-term solution.

Reducing Provider Bias Through
Awareness-Raising

The Values Clarification and Attitude
Transformation (VCAT) process is a proven
method for reducing the stigma associated
with sexually active young people among
healthcare workers. In a VCAT workshop,
participants are asked to consider their
attitudes towards young people’s sexuality
and to reflect on their role in providing
healthcare for young people. In this way,
the workshops help participants to identify
their own prejudices and ingrained attitudes
towards young people’s SRHR and can
contribute to changing them.22
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Planning Youth Clinics and
Programmes Together With Young
People

Interviewees repeatedly emphasised the
importance of involving young people

in the planning of youth health centres

and programmes. They highlighted that

it was particularly crucial to build youth-
friendly spaces with input from young
people. Building trust with staff and feeling
comfortable in healthcare facilities is
especially important for young people. To
respond to this need, young people must be
part of the planning process. They should not
have to lead on their own, but they should be
given a role and a say in the planning process
of a health centre or the implementation of

a project from the conception phase to the
implementation and evaluation phase.

To gain an understanding of young people’s
many and diverse perspectives, it is
important to organise regular community
dialogues where young people can openly
talk about what is important to them. For
example, when the director of a youth
organisation in Zanzibar, Tanzania, launched
a programme on menstrual hygiene and
health, she organised dialogues with girls
and young women in the community to
identify their key needs. This approach
enabled her to set the right priorities for the
organisation’s new programme.
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Accessibility Is Not Optional

It should be standard practice that hospital
and community clinic buildings are
accessible for individuals with disabilities,
regardless of whether they use a wheelchair,
are blind and/or are deaf. Accessibility is
essential in every new clinic. To ensure this,
young people with disabilities should be
consulted directly to understand their needs.
It is also important to consider accessibility
in the design of SRHR information materials
and campaigns. This could include the use
of image descriptions in the form of ‘alt text’
online, printed materials in Braille for people
with visual impairments or accompanying
videos in sign language for people who are
deaf.

“Let young people co-create these
programmes. Young people understand
their lived realities better.”

NGO worker, Zambia

Connect the Eradication
of Poverty and GBV With
SRHR Services

Adapting SRHR programmes to the realities
of young people’s lives is essential. Poverty
represents a major challenge for young
people in Africa and is often linked to limited
prospects for higher education and secure
employment. Many women and girls have
already experienced GBV, including sexual
violence. Therefore, the most effective
SRHR initiatives for young people integrate
economic empowerment, and measures for
the prevention of GBV and sexual violence.

Integrating Economic Empowerment
into SRHR Services

Many activists and NGO staff highlighted

the challenge of encouraging young people
to prioritise their sexual and reproductive
health and follow safer sex recommendations
when they lack access to education and
employment opportunities. For some young
people, such as young mothers, it is often
difficult to ensure their basic needs are

met, including food for themselves or their
children. They do not have enough time to
attend a workshop on SRHR. This is why the
integration of SRHR services and economic
empowerment is repeatedly cited as a best
practice. The objective is not necessarily job
placement, but a first important step includes
providing young people, particularly women,
with fundamental financial skills to empower
them to become financially independent.



Many young women already possess relevant
skills with which they could earn a living as

a seamstress or cook, for example. However,
they often lack the know-how to start

their own small business. Besides young
mothers, the most important target groups
for such initiatives include young people
experiencing extreme poverty, homeless
youth and teenagers who are out of school.

“[...] you can give people knowledge
[about SRHR] but if they re not
economically stable, [...] it’s really a
challenge to achieve what we want to
achieve.”

Employee at a youth organisation,
Tanzania

Linking SRHR, Poverty and GBV

Projects that address SRHR among young
people must also address the issue of
gender-based and sexual violence. Again,
poverty often facilitates sexual violence. For
example, when a large family lives in close
quarters or in one room, the risk for rape or
incest increases. It is essential to counter
the social normalisation of these forms

of violence. As part of SRHR programmes
young people of all genders should receive
education that helps them identify sexual
and other forms of violence within the
family or in relationships — and emphasises
that such violence is not normal. Trusting
environments in which young people,
especially girls and women, can talk about
their experiences of violence and receive
support and protection is also essential.

In addition to the physical consequences,
experiences of violence are often traumatic
for children and young people. Including
psychosocial support in projects that
promote young people’s sexual and
reproductive health can therefore be very
beneficial.

“When a woman is financially
independent she can make decisions for
herself because she is not under authority
like deprived [women] are. For instance,

a woman who is facing gender-based
violence in her home: Because she cannot
survive on her own [...] and she doesn’t
have a source of income, she continues

in that.”

Representative of an NGO, Nigeria

Promote Community

Dialogues to Counter
Cultural and Religious
Resistance

Religious and traditional leaders play a
significant role in many African communities,
and their opinions are held in high

regard.??° Their views on issues such as
girls’ education, child marriage or sexuality
education therefore often set the tone for
the entire community. It is important to
collaborate with them to dismantle harmful
practices, norms and taboos. Community
Dialogues play a key role in this process
because they can bring about important
changes within the community. Engaging

in dialogue with parents, teachers,
community leaders as well as government
representatives is also crucial to facilitate a
more open approach to SRHR topics such as
menstruation and sexuality education, and
to create a youth-friendly environment in the
entire community.

Working with Traditional and Religious
Leaders

Particularly in rural communities, working
with traditional and religious leaders and
village elders at the outset of any project is
essential. An organisation that launches a
project on taboo subjects such as sexuality
education, menstruation, contraception

for adolescents or GBV without consulting
community leaders and elders will quickly be
met with resistance. But if project organisers
first set up dialogues with local decision-
makers to describe the project, its objectives
and goals, this can lead to greater acceptance
and a higher chance of success. Especially

as it relates to SRHR issues, it is crucial to
address possible prejudices and myths. For
instance, there are many misconceptions
surrounding the concept of comprehensive
sexuality education. Through open dialogue
with traditional or regional authorities,
however, it is possible to respond to their
questions, clarify any misconceptions and
demonstrate how sexuality education can
benefit young people, their families and
communities.
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Fostering Dialogue With the Whole
Community

While it is important to engage community
leaders, Community Dialogues should be
approached more broadly and extended
to the entire community. Interviewees in
all three focus countries reported that a
community-focused approach to sensitive
issues such as SRHR for young people is
crucial to understand the concerns and
expectations of different community
members. Dialogues with young people,
parents, teachers and other civil society
and government representatives can also
support the community in finding solutions
for their own specific context.

Teaching Parents to Talk Openly
About SRHR

Given that most parents have grown up in
families where it was not possible to talk

openly about SRHR issues, they too need to

learn how to talk to their daughters or sons
about menstrual hygiene or STIs without
stigmatising them. This can be achieved
through special dialogue formats - training
parents on how to have an open, non-
judgemental exchange with their children

about different SRHR issues. It is important

to include men in this process because,
among other things, it can increase the
acceptance of sexual and reproductive
health services for both men and women.
Finally, in Community Dialogues with
parents it is possible to discuss gender
roles, expose power relations and to
gradually reduce the power imbalance
between men and women.
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“[...] We also have to change the mindset
of men, because at the end of the day we
are working in the families where men are
the bread earners and the one who makes
decisions. So because of that, we also
have to transform the mindset of men

and also change the practices that are
going on in the rural areas mostly, and
after we do that, it will help us to create
places where there is openness, culture of
openness, where parents can talk to their
children about their menstruation, about
their adolescence, about their sexuality.”

Youth activist, Tanzania

Recommen-
dations

The challenges African countries are facing in
the 21st century are significant and require a
multifaceted approach to ensure sustainable
development and social and gender equality.
It is essential that all Africans can realise
their sexual and reproductive health and
rights (SRHR) to achieve these goals. Young
people on the continent are increasingly
asserting their rights in this regard. They are
demanding sexual and reproductive self-
determination, full participation in social,
political and economic life, and a future filled
with opportunities. It is therefore imperative
that the promotion of SRHR for young
people remains a priority in development
cooperation, and continues to be reflected
in international and national agreements on
sustainable development. To meet the needs
and demands of young people in Africa,
development cooperation institutions and
other funders should consider:

@ Supporting partner countries to better
adapt their health facilities to the needs
of young people. Prioritising investments in
accessible infrastructure, targeted training of
(additional) health workers and a sustainable
supply of key commodities for youth-
friendly healthcare is critical. A goal of these
investments should be that young people are
treated with respect, clinic waiting times are
reduced and public healthcare services are
provided free of charge.



@ Highlighting the intersections between
SRHR, girls’ education, job training for
young women and support in promoting
employment in dialogues with partner
countries. It is crucial that SRHR-related
barriers that prevent girls from remaining in
school and complete their education - such
as unintended pregnancy, early motherhood,
lack of access to adequate menstrual
products and necessary hygiene facilities at
school - are reduced as quickly as possible
to achieve gender equity and sustainable
development.

@ Strengthening measures that promote
the inclusion and participation of
marginalised young people in projects and
funding decisions at all levels. This includes
supporting youth-led organisations led by
young people from marginalised groups,
including young people with disabilities,
LGBTQI+ youth or young people living with
HIV, who advocate for the SRHR of their
communities.

@ Consulting and working with local

youth experts and organisations before
developing funding priorities to identify the
greatest needs and the most promising local
solutions. Furthermore, coordinating with
other funders to avoid duplication of efforts
is recommended. Stakeholder mapping is
helpful in this regard to ensure that similar
projects are not carried out simultaneously in
one region of the country while other regions
are neglected.

@ Ensuring sustainable financial support
for local organisations and projects. This
means more funding for existing successful
projects and local youth-led organisations,
as well as long-term funding beyond the
duration of individual projects. To be
effective and sustainable, organisations need
more funding overall, as well as continuous
and flexible funding. Flexibility in funding
must allow for individual adjustments to
programmes. This makes projects and
organisations more resilient to crises.

@ Simplifying funding applications

and reporting, and providing support to
local African organisations in navigating
complicated funding processes. This

is crucial for small NGOs and youth
organisations that do not have sustainable,
flexible funding.

@ When promoting partnerships between
international and local NGOs, it is important
to consider the balance of power and
proactively support a just distribution of
power. Otherwise, localisation efforts run the
risk of only superficially involving local youth
organisations and not empowering them as
long-term, independent partners.

@ Addressing evidence gaps, investing in
community-led research and strengthening
local analytical capacity are key to
assessing the need for SRHR health services,
especially among marginalised young people.
Without representative and disaggregated
data on marginalised populations, it is
difficult to convince governments or funders
of the importance of projects that support,
for example, trans youth, young sex workers
or homeless young people, and to identify
real needs.

@ Supporting local youth organisations
that primarily engage in long-term
advocacy work. This work is time-consuming
but necessary to improve legislation and
policy, including in relation to sexuality
education, the legal regulation of abortion
and the rights of young LGBTQI+ people.
Past funding levels for advocacy work have
been insufficient, but it is important for
young people to be able to participate in
political decision-making processes in areas
that affect them. Building advocacy and
leadership capacity among young people is
also key so that they can hold their country’s
policymakers to account.
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METHODOLOGY

Our Approach

This study comprises online literature
reviews, data research, as well as qualitative
data collection through guided interviews in
three focus countries.

Selecting Focus Countries

Based on three selected African countries,
the study examines in detail whether the
existing provision of sexual and reproductive
healthcare aligns with young people’s
preferences and their attitudes towards
issues around sexuality, pregnancy and
contraception. To identify three countries,
we conducted an analysis of the existing
literature and data sources on the sexual and
reproductive health of young people (aged 15
to 24) in Africa. We carried out this research
using a variety of literature as well as
databases, including from the DHS Program,
the United Nations, the World Health
Organization and international research
institutions such as the US-based Guttmacher
Institute.
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The Statistical Data Used

We used key statistical data to provide
an overview and comparative analysis
of the current sexual and reproductive
health and rights situation of young
people in Africa. An important source
of statistical data is the Demographic
and Health Surveys Program

(DHS), which collects and presents
representative SRHR-relevant data in
several countries.

Given that DHS data only covers
individual countries and cannot

be retrieved for regions combining
multiple countries, we also used

data and projections from the United
Nations Population Fund (UNFPA),
the United Nations Department of
Economic and Social Affairs (UN-
DESA), the World Health Organization
and other institutions.

These sources provide SRHR data on
young people with varying levels of
detail and thematic focus. Therefore,
we used a variety of different data
sources as required. In specific
instances, we also sourced data from
relevant thematic collections, for
example, from the Joint United Nations
Programme on HIV (UNAIDS), or used
scientific articles, and performed our
calculations based on these assembled
data.

Our selection of focus countries is based
on multiple criteria, including demographic
indicators and SRHR-related policies.
Following an initial data analysis based

on the catalogue of criteria developed by
our research team, seven countries were
considered as focus countries: Cameroon,
Malawi, Niger, Nigeria, Zambia, Tanzania and
Togo. They were narrowed down to three
final destinations: Zambia, Tanzania and
Nigeria.

The selection was made based on several key
factors. 1) Robust evidence base for all three
countries as well as DHS data from 2018 or
later, including data from 2022 in the case
of Tanzania. 2) The representation of several
regions of Africa: Western Africa (Nigeria),
Eastern Africa (Tanzania) and Southern
Africa (Zambia). 3) Differing legal context in
each country regarding SRHR issues such as
abortion or sexuality education in schools.
Furthermore, a projected population growth
in Nigeria and Tanzania coupled with a high
unmet need for modern contraceptives
among girls and young women in Nigeria
were additional key considerations in the
selection process.



Selection of Interview Partners

The qualitative component of the data
collection comprised interviews with experts
in our focus countries: Nigeria, Tanzania
and Zambia. We define experts as young
people who are involved in SRHR, activists
and staff at local and international NGOs.
Even though this project explores the needs
and perspectives of adolescents and young
adults aged 15 and above, due to time and
resource constraints we were only able to
conduct interviews with adults aged 18 and
over. We are aware that this means valuable
perspectives from younger people are not
included in the study.

Potential interview partners were identified
through internet research as well as
professional and private contacts. Based on
the resulting list of contacts, we attempted
to bring together a broad spectrum of
perspectives on SRHR. We contacted both
large international organisations, as well as
smaller volunteer initiatives and specifically
reached out to organisations that advocate
for the rights of LGBTQI+ youth and people
with disabilities. The organisations we
engaged, all have different priorities.

These include advocacy, leadership and
empowerment for young people, mental
health, menstruation, family planning

and healthcare delivery. In Tanzania and
Nigeria, two local consultants provided
invaluable support, assisting us in selecting
interviewees, coordinating interview
schedules, and providing us with an
interview space in Dar Es Salaam and Lagos.

Conducting the Interviews and
Analysing the Results

We conducted a total of 66 interviews with
111 interviewees, each lasting between 30
and 90 minutes. Of these, we conducted 58
interviews during project trips in January and
February of 2024, and an additional eight
virtually in February and March of 2024.

In Tanzania, our research team travelled to
Dar es Salaam and Zanzibar, and in Zambia,
to Lusaka and Livingstone. In Nigeria,

our team was based in Lagos. We also
conducted virtual interviews to connect with
organisations located outside of the places
we visited, for example, in rural areas of
Zambia and north-eastern Nigeria.

The interviews were conducted in pairs
with one to six interviewees. We used an
interview guide with several core questions,
which we adapted according to the context,
interview flow and time. One organisation
in each country reviewed and commented
on the interview guide before we arrived. All
participants provided informed consent to
be interviewed and interviewees were not
compensated or given any other incentives
in exchange for their participation. Most
interviewees gave their informed consent

to recording their interview. We also took
detailed notes during each interview.

We anonymised all information from the
interviews. Based on the detailed notes, we
analysed the results and identified several
key themes (see chapter 3). The key findings
and recommendations have been discussed
and validated with select experts the three
focus countries.
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GLOSSARY

Adolescence - The period between
childhood and adulthood, which is
characterised by significant physical,
psychological, and social developmental
changes. It begins with the onset of puberty,
which typically occurs between the ages of
10 and 13, and ends in young adulthood,
which generally occurs between the ages of
18 and 21.

Birth rate - The number of live births per
1,000 inhabitants in a given year.

Child marriage - a marriage in which at
least one spouse is under the age of 18. Once
girls begin menstruating and are considered
marriageable, they are often impacted

by child marriage. In some countries,
adolescents are legal adults before the age
of 18. In such instances, marriages would

be referred to as ‘early marriages’. Forced
marriage, on the other hand, refers to a
marriage to which one or both partners have
not consented freely (regardless of age).

Cis/Cisgender - A person whose gender

identity is the same as the sex they were
assigned at birth.
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Female genital mutilation (FGM) - This
term describes all procedures involving the
partial or total removal or cutting of the
external female genitalia for non-medical
reasons. The World Health Organization

has classified four categories: Partial or
total removal of the clitoris and/or clitoral
hood (Type I), partial or total removal of

the clitoris and vulval labia minora, with or
without removal of the vulval labia majora
(Type II), narrowing of the vaginal opening
by joining and stitching the vulval labia
minora and/or majora (Type III), and all other
harmful procedures on the female genitalia
for non-medical reasons, such as piercing,
cutting, scraping and etching (Type IV). FGM
is a serious human rights violation that can
result in a range of immediate and long-term

complications and in some cases, even death.

In the long term, it can cause significant
damage to the urinary, reproductive and
sexual organs, increasing the risk of birth
complications and significantly impairing
sexual pleasure.

Fertility rate - The average number of
children born to women during their
reproductive years (between the ages of 15
to 49).

Gender-based violence (GBV) - Gender-
based violence is a human rights violation.

It includes all forms of violence and abuse,
including physical, sexual, psychological and
economic violence inflicted on an individual
because of their gender or perceived gender
roles and expectations. Women, girls and
people who do not conform to traditional
gender norms are disproportionately affected
by GBV.

Gender Equality - Equality means that
everyone has the same rights, obligations,
and opportunities. Equality is primarily
concerned with legal equality (being equal
before the law). However, legal equality does
not always mean actual equality. Therefore,
equality can be defined as a political process
or set of measures designed to achieve equal
treatment existing in real life. This means that
every person can exercise their rights and
participate in political, economic, and social
activities equitably without discrimination.
Gender equality is a key prerequisite for
sustainable development.

HIV/AIDS - The Human Immunodeficiency
Virus (HIV) is a virus that damages

the immune system. Without the right
treatment, it can lead to the Acquired
Immune Deficiency Syndrome (AIDS), a
life-threatening disease. HIV medication
suppresses the virus and prevents the
outbreak of AIDS, allowing those affected to
live long and fulfilling lives.

Intersectionality - is a metaphor to
describe how systems of discrimination
based on identity markers such as race, age,
sex, gender, sexual orientation, disability,
socio-economic status, ethnic or religious
affiliation, real or perceived, can intersect
and reinforce each other, creating new forms
of discrimination.

LGBTQI+ - Lesbian, gay, bisexual, trans,
inter and queer. The plus sign represents an
open space and placeholder for additional,
unnamed identities.



Marginalisation - Describes how systems of
discrimination based on (perceived) identity
markers, including sexual orientation, race,
ethnicity, religion, social class, educational
level, economic status and/or disability,
result in the geographical, economic,

social and/or cultural displacement of a
person or group to the margins of society.
Consequently, marginalised individuals

and groups are treated as less important

or inferior by society, which leads to a loss
of resources, influence and status, and
negatively impacts their health.

Misoprostol - A drug used together with
mifepristone in medical abortions. It is also
used for a number of other gynaecological
indications. The WHO has listed misoprostol
on its ‘essential list’ of the most effective and
safe drugs.

Modern contraceptives - Modern
contraceptives include hormonal pills,
contraceptive implants, contraceptive
injectables, IUDs, condoms (male or
female), the emergency contraceptive pill,
diaphragms, sterilisation and the lactational
amenorrhoea method.

Patriarchy - A social system in which men
dominate and determine values, norms and
behaviour. It encompasses control over
resources, traditions, laws, the division of
labour and the role of women. Patriarchal
structures can exist in supposedly equal
societies.

Queer - The term ‘queer’ challenges
normative concepts about gender and
sexuality. It is also a term used to self-
identify and convey an inviting stance
towards non-binary genders, non-normative
sexual practices and politicise the diversity
of sexual identities.

Reproductive age - The years in which
women can have children, usually between
the ages of 15 and 49.

Safer sex - The practice of safer sex involves
the use of dental dams and female and male
condoms to prevent the transmission of
STIs, particularly HIV. It also includes HIV
treatment to stop the spread of the virus and
prevent infection, as well as pre-exposure
prophylaxis (PrEP). PrEP is a medication that
protects individuals at risk of HIV prior to
potential exposure. The preferred term in this
context is safer sex given that there is always
a small risk of contracting STIs during sex.

Sex worker - A sex worker is a person of
legal age who works in the sex industry

and offers sexual services in exchange for
money or goods. Sex work is a source of
income for millions of people worldwide. The
term ‘young people who sell sex” is used to
describe individuals under the age of 18 who
engage in sex work.

Trans/Transgender - An umbrella term to
describe several different gender identities.
It unites a range of identities and ways of
living, including those who do not wish

to choose a gender identity. The term
‘transgender’ refers to people whose gender
is not the same as the gender they were
assigned at birth.
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