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Overview

e Current status, trends & context of
adolescent fertility

o Key levers influencing adolescent fertility

 Programmatic approaches



Why care about adolescent
fertility?

Pregnancies should be...

—  Wanted
— Safe
— At the right time



Why care about adolescent
fertility?
1) Lower maternal mortality and morbidity
2) Improve schooling achievement
3) Prevent HIV transmission

4) Raise gender equality

5) Reduce poverty


Presenter
Presentation Notes
Striving to meet these 3 basic conditions also means progress towards meeting high level development goals.
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Adolescence is atime when changes In

sexual activity happen fast
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And the pace of change is similar for

adolescent males
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Childbearing begins by age 18 for many girls

% of females 20-24 who had a birth by age 18
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Table 8-3 (pg. 517) -- % among 20-24 year olds




Adolescent childbearing is less common
than among older generations

% of females who had a birth by age 18

21

: |

24

Age 40-44

32

=
HH
N@

Age 20-24

38
39

B Western AsiaZ/Northern
Africa

B South America

B Caribbean/Central America

B South-central/South-

eastern Asia

B Eastern/Southern Africa

B Western/Central Africa

100

NRC & IOM (2005)


Presenter
Presentation Notes
Source: National Research Council and Institute of Medicine (2005). Growing Up Global: The Changing Transitions to Adulthood in Developing Countries.  CB Lloyd, ed. Washington, DC: The National Academies Press.



Table 8-3 (pg. 517)




=
And this Is especially the case for very early
childbearing (by age 16)

% of females who had a birth by age 16
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The majority of births still occur
within marriage
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Table 8-5 (pg. 526)


=
But many births to teen mothers are

wanted later or not at all
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Unwanted and mistimed pregnancies
are a major problem

7.9 million
pregnancies

Miscarriages
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Planned
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Sub-Saharan Africa
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Moreover, of the estimated 4.2 million unsafe abortions in Africa, 1 in 4 occurred among 15-19 year olds.

Source: Iqbal Shah and Elisabeth Åhman, "Age Patterns of Unsafe Abortion in Developing Country Regions," Reproductive Health Matters 12, no. 24 (2004).



Planning status of births for 24 countries based on DHS surveys, 1999-2005; proportion of abortions assuming 2000 rate; proportion on miscarriages based on the assumption that miscarriage occurs at a level equivalent to 20% of all live births and 10% of all abortions (see Bongaarts J and Potter RG, Fertility, Biology and Behavior: An Analysis of the Proximate Determinants, New York: Academic Press, 1983).Source: Iqbal Shah and Elisabeth Åhman, "Age Patterns of Unsafe Abortion in Developing Country Regions," Reproductive Health Matters 12, no. 24 (2004).


Key levers influencing
adolescent fertility



Timing of marriage

 Beginning of more frequent sex
« More unprotected sex

 Pressure to begin childbearing



Early marriage declining
but still a common experience
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Schooling

 School attendance & higher education
-> lower adolescent fertility

 Rising % of girls attending school after the
age of puberty -2

rising % exposed to preghancy
while in school



Contraceptive use

 Challenges for adolescents
— Provider & general social stigma
— Location, hours, cost
— Policy constraints

e Condom use (HIV & pregnancy
prevention)



= Contraceptive use has risen among

sexually-active young women
(18 African countries)

B Any method (1993)

E Any method (2001)

B Condoms (1993)

Married
B Condoms (2001)

| |
0 20 40 60 80 (0[0)

% of 15-24 year old sexually-active women
Cleland, Ali & Shah (2006)


Presenter
Presentation Notes
Slow but steady average rise in contraceptive use for both single and married young women.



Big change for single women in condom use (which tended to replace use of traditional methods – which is why the overall level is changing slower than the level of condom use).



Median values standardized by age, education and urban residence.

Condom use figures are at last sex (and for 13 countries)



Source: Cleland JJ, Ali MM & I Shah. 2006. Trends in Protective Behaviour among Single vs. Married Young Women in Sub-Saharan Africa: The Big Picture. Reproductive Health Matters 14(28): 17-22.  [Table 1]


Programmatic approaches



Youth-friendly health services

 Evaluations show need intervention at
facility, provider & community level

 Modifications at existing health facilities
(hours, space, staff training)

e Stand-alone youth centres


Presenter
Presentation Notes
Challenge is still to get youth—especially youth most at risk of unintended pregnancy (e.g., very young brides) – to the clinics and centres.


School-based programs

o Family life, sex, or AIDS education
— Most tested
— Strong effects on knowledge & attitudes
— Weaker effects on behavior

— Not associated with increased risk
behaviors
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Not associated with increased risk behaviors – namely, “of all programs that have been rigorously evaluated, none has reported a decrease in the age of first sex or an increase in sexual activity.”  Source: World Bank, World Development Report 2007: Development and the Next Generation, Washington, DC: World Bank, 2006.�

See also: 

Kirby D, Laris BA and Rolleri L, Sex and HIV education programs: their impact on sexual behaviors of young people throughout the world, Journal of Adolescent Health, 2006, 40(3):206-217.

Ross DA, Dick B and Ferguson J, eds. Preventing HIV/AIDS in young people: a systematic review of the evidence from developing countries, WHO Technical Report Series, Geneva: World Health Organization (WHO), 2006, No. 938.


"At best, only about half of adolescents
receive any school-based
sex education

100%0

23

80%0

52 47

60%0

40%0

20%0

0%
Burkina Faso Ghana Malawi Uganda

@ Received sex education

B Attended school & did not receive sex education
B Attended school & sex education not offered

@ Never attended school


Presenter
Presentation Notes
While the evidence base is quite strong in support of this type of program, its actual implementation has a long way to go.



A challenge is that a significant proportion of young people, especially girls, starting leaving school by age 14, often before they have been exposed to sex education classes.  And in countries like Burkina Faso, a substantial proportion of girls never get to school in the first place.



Source: Unpublished tabulations of data from the 2004 National Surveys of Adolescents in Burkina Faso, Ghana, Malawi and Uganda.  See sex-specific breakdown of same data and chart in Biddlecom AE et al., Protecting the Next Generation in Sub-Saharan Africa: Learning from Adolescents to Prevent HIV and Unintended Pregnancy, New York: Guttmacher Institute, 2007.


Other programs specific to RH

Peer education
Mass media
Community mobilization

Social marketing
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No one program can meet the reproductive health needs of all adolescents. 



Peer education – good for hard-to-reach subgroups of adolescents



Mass media – has a wide reach (especially radio), and can normalize messages about adolescent sexual & reproductive health



Community mobilization – includes a wide variety of formats (dramas, meetings of key adults to build support for a program) AND has been demonstrated to strengthen the effectiveness of other approaches.



Social marketing – brings specific services or methods (like condoms) into communities.


Is the program reaching adolescents
In need?
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For example, program data (2005) from 20 associations providing peer education on sexual and reproductive health, including HIV prevention; 35 peer educators collecting data; 1 month time period



A total of 6,860 contacts were recorded (only 9% were repeat contacts).



Source: “Tracking and addressing the internal diversity of adolescents: Results from coverage exercises in Burkina Faso and Mauritania” by Solene Lardoux and Heidi Jones, Presentation to UNFPA, March 9, 2006: New York.






=
But most adolescents in Burkina Faso have
never been to school
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Source: Guiella G et Woog V, Santé sexuelle et de la reproduction des adolescents au Burkina Faso : Résultats de l’Enquête Nationale sur les

Adolescents du Burkina Faso 2004, Occasional Report, New York: Guttmacher Institute, 2006, No. 21


=
Programs that indirectly affect

adolescent RH
e Youth development (addresses wider range
of needs; target at-risk subgroups)

e Micro-credit

e School retention
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So, a key lesson is that no one approach is sufficient to reach adolescents.

And that the relevant bundle of programmatic approaches needs to be determined (and how they should be tailored and modified, based on who they end up reaching) given the demographic profile and needs of their adolescent populations.



Another lesson is that programs aimed at adolescents to improve other outcomes (to build livelihoods skills, provide access to credit for self-employment or to support adolescents to remain in school longer) have indirect benefits for reproductive health.



School retention example from Kenya – provision of free school uniforms associated with consequent decrease in school dropout as well as decline in pregnancy (Source:  Duflo E, Dupas P, Kremer M and Sinei S. 2006. Education and HIV/AIDS Education: Evidence from a Randomized Evaluation in Western Kenya. World Bank Policy Research Paper No. 4024, October 2006.  

Summary: http://www.povertyactionlab.org/papers/Briefcase%203%20HIV.pdf 


=
Adolescent fertility part of

achieving larger development goals

* Lower maternal mortality and morbidity
* Improve schooling achievement

e Prevent HIV transmission

* Raise gender equality

 Reduce poverty
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So while there is no one programmatic approach that will suffice in ensuring that pregnancies to adolescents are wanted, safe and occurring at the right time, committing political will and resources to adolescent reproductive health programs has been shown to help move in that direction and jump into a VIRTUOUS (not vicious) CYCLE of improvements towards these larger development goals.




For more information, please visit
www.gquttmacher.org
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