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Abstract 
 

Young people in Ethiopia face a number of risks to their sexual and reproductive health, including adolescent pregnancy, sexual 

violence, and unmet need for family planning. This study explores the extent to which current service provision addresses the 

SRH needs of young Ethiopians . Methods included a comprehensive review of the academic and policy literature on young 

people’s SRH and service provision in Ethiopia; and 14 semi-structured Key Informant Interviews. Factors affecting utilization 

of sexual and reproductive services by young people include: limited SRH knowledge, lack of open discussion of sexual matters, 

low status of women, cultural and logistical barriers, competing priorities among community health professionals, limited 

resources for health facilities, and negative attitudes of providers towards unmarried youth.  While the antenatal needs of young 

married women are somewhat addressed, gaps exist in terms of services for unmarried youth, young men, rural youth and 

vulnerable groups. The national policy platform has created an enabling environment for addressing youth SRH needs but 

challenges to implementing these policies still persist. The way forward requires a focus on reducing barriers to utilization of 

services, and attention to underserved groups. It also requires resource mobilization, strong leadership and effective coordination 

between stakeholders and donors. (Afr J Reprod Health 2015; 19[3]: 87-99). 
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Résumé 
 

Les jeunes gens en Ethiopie sont confrontés à un certain nombre de risques par rapport à leur santé sexuelle et de la reproduction, 

y compris la grossesse chez les adolescentes, la violence sexuelle, et les besoins non satisfaits de planification familiale. Cette 

étude explore la mesure dans laquelle la prestation de services actuelle aborde les besoins de la SSR  des jeunes Ethiopiens. Les 

méthodes comprennent un examen complet de la documentation académique et politique sur la SSR des jeunes et la prestation de 

services en Ethiopie; et 14 entrevues semi-structurées  auprès des informateurs clés. Les facteurs influant sur l'utilisation des 

services sexuels et de la reproduction par les jeunes gens comprennent: une connaissance limitée de la SSR, le manque de 

discussion ouverte sur les questions sexuelles, situation inférieure des femmes, les barrières culturelles et logistiques, des 

priorités concurrentes entre les professionnels de santé communautaire, des ressources limitées pour les établissements de santé, 

et  les attitudes négatives des prestataires envers les jeunes non mariés. Alors que les besoins de soins prénatals de jeunes femmes 

mariées sont peu abordés, il existe des lacunes en matière de services pour les jeunes célibataires, les jeunes hommes, les jeunes 

ruraux et les groupes vulnérables. La plate-forme de politique nationale a créé un environnement favorable pour répondre aux 

besoins de santé sexuelle et de la reproduction des jeunes gens mais il existe encore des défis à la mise en œuvre de ces 

politiques. La voie à suivre exige un accent sur la réduction des obstacles à l'utilisation des services, et l'attention aux groupes 

mal desservis. Elle exige également la mobilisation des ressources, un leadership fort et une coordination efficace entre les parties 

prenantes et les donateurs. (Afr J Reprod Health 2015; 19[3]: 87-99). 

 

Mots-clés: Ethiopie,  jeunes gens,  santé sexuelle et de reproduction,  prestation de services 
 

Introduction 
 

“Youth is Africa’s main resource. Young 

people are not only the key to the future; 

they are also the ones constructing the 

present
1
.” 

The rationale for a focus on young peoples’ 

sexual and reproductive health can be made 

on demographic and public health grounds. 

Demographically, young people (aged 10 to 

24) are a key group, comprising a third of  

Ethiopia’s 82.8 million population
2,3

. In  



 

 
Muntean et al.         SRH Services for Ethiopian Youth 

African Journal of Reproductive Health September 2015; 19(3):88 

addition, early marriage and low utilization of 

sexual and reproductive health (SRH) services – 

both of which have been identified as issues in 

Ethiopia – tend to contribute to population 

growth, which in turn impedes poverty reduction 

and development
3,4,5

.  

From a public health perspective, high quality 

sexual and reproductive services for young people 

are a priority because young people are at particular 

risk of adverse sexual health outcomes. They have 

an elevated risk of experiencing sexually transmitted 

infections (STI), unplanned pregnancy and sexual 

violence
6,7

. The transition to adulthood also 

represents a window of opportunity to equip young 

people with the knowledge and skills to attain life-

long sexual health
8
.   

Sexual health concerns “the possibility of 

having pleasurable and safe sexual experiences, free 

of coercion, discrimination and violence”. It implies 

a positive, respectful approach to sexuality and 

sexual relationships
9
. Reproductive health implies 

the right, capability and freedom to reproduce; “to 

be informed of and to have access to safe, effective, 

affordable and acceptable methods of fertility 

regulation” and appropriate health care services 

during pregnancy and childbirth
10

. Comprehensive 

sexual and reproductive health services ideally 

address a broad range of issues: STI prevention and 

treatment (including Human Immunodeficiency 

Virus (HIV), family planning (FP), sexual violence 

and sexual function/well-being
9,10,11

. Sexual and 

reproductive health services should aim to be of  

high quality, that is: effective, efficient, accessible, 

acceptable/patient-centered, equitable and safe
12

. 

The Federal Ministry of Health of Ethiopia 

(FMOH) recently suggested that a disparity exists  

between the sexual and reproductive health needs of 

young Ethiopian people (YSRH) and the services 

that are currently available to them
13

.  We undertook 

a comprehensive situational analysis in order to 

examine this suggested disparity.  

Our aim was to explore the extent to which 

YSRH needs in Ethiopia are addressed via quality 

service provision. We sought to map contextual, 

community and individual factors influencing 

availability, accessibility and utilization, and to 

identify gaps and limitations in existing provision. 

Finally we sought to make recommendations for the 

future. 
 

Methods 

 

We adapted a thematic framework designed by the 

University of North Carolina
14,15

,  (Figure 1) to 

structure our review.  Adapted from the University 

of North Carolina’s “Handbook of Indicators for 

Family Planning”
14

 and the University of North 

Carolina Population Center’s  “MEASURE 

Evaluation Population and Reproductive Health 

(PRH). Conceptual framework”
15

.  

This Framework was selected because it 

adequately captures the influence of context, 

demand and supply factors shaping sexual and 

reproductive health outcomes.   

We undertook a review of secondary data sources, 

as well as interviews with Key Informants. For the 

review, we searched for relevant reports,  

 

 

Figure 1: Thematic framework 
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evaluations, policy documents and academic articles 

from electronic libraries and we obtained further 

documents from Key Informants.  

The following databases were searched: 

PubMed, Popline, ELDIS, libraries of the Ministry 

of Health, Pathfinder International publications, 

United States Agency for International Development 

(USAID), Family health International (FHI), 

Population Health and Environment Ethiopia 

Consortium, Population Council, United Nations 

Population Fund (UNFPA), Measure Demographic 

Health Survey (DHS) and Reproductive Health 

library of the World Health Organization (RH 

WHO).  Bibliographies of identified sources were 

hand-searched for further relevant references.  

For the database search, the following search 

terms were combined using Boolean combinations 

AND, OR: *Sub-Saharan Africa*, Ethiopia, *sexual 

health*, *reproductive health*, *young people*, 

adolescents, youth, *health service utilization*, 

*health service demand*, *youth friendly service*, 

*community support*, *SRH needs*, *quality SRH 

service*, barriers, preferences, policy, strategy, 

assessment, study, survey, *situation(al) analysis*. 

The search was limited to relevant full text articles 

in English, available for public use, fulfilling the 

quality assessment criteria
16,17

 and published 

between 2005 and 2013, to reflect the recent and 

current situation.  This paper is a condensed version 

of a scoping review report; hence not all articles 

identified in the search are discussed in the results 

section.  

The sources we identified employ a range of 

categories for the target group and we have tried to 

remain consistent with terms used by each study. 

The term ‘young people’ refers to 10 to 24 year 

olds, while ‘adolescents’ refers to 10 to 19 year olds, 

and ‘youth’ refers to 15 to 24 year olds
18

. 

Key informant interviews were conducted 

with professionals involved in YSRH in Ethiopia. 

The first author identified relevant professionals 

using personal networks as well as “snowball” 

recommendations from one professional to another. 

Fourteen participants were selected to represent a 

range of organizations and experience of SRH 

programming. The key informants comprised 

Ethiopians (n=10) and ex-patriates (n=4); 

representatives from multilateral/bilateral 

international organizations (n=7), international non-

government organisations (NGOs) (n=6), and  

 

 

Federal Ministry of Health of Ethiopia (n=1). Eight  

key informants had recently worked for the 

Ethiopian government either as service providers or 

policy makers. All were based in the capital Addis 

Ababa, but were involved in SRH work across the 

country.  

Interviews were conducted in English at a 

venue convenient to the Key Informant, usually 

their workplace. The discussion was framed by a 

topic guide, designed to address the study aims and 

probe issues arising from the review of secondary 

data. All interviews were recorded and transcribed. 

The topic guide is summarized in Table 1. 
 

Table 1: Topics Covered in Key Informant Interviews. 
 

 Key topics 

1 Knowledge of, and views on, current service provision 

2 Key needs of youth for YSRH services and sources of 

data on key needs 

3 Demand for YSRH services from youth (explanations 

for current level of demand) 

4 Extent to which current SRH service provision 

addresses need. Sources of data to back up this view. 

5 Current gaps in service provision and why these exist 

6 Extent to which needs assessments and services reach 

all sub-groups of young people.  

7 Barriers to service utilization among young people 

(demand and supply side) 

8 Recommendations for improved service provision 

9  Sources of data and recommendations for further key 

informants 
 

The heterogeneous nature of data from the 

secondary sources did not permit quantitative 

synthesis. Instead we synthesised the data 

qualitatively
19,20

. We rated the quality of each 

source, extracted key relevant data, coded and 

charted the data according to themes outlined in the 

thematic framework. We then undertook mapping 

and interpretation to explore the range of data, 

identify patterns and themes, and compare across 

sources. 

At the point of recruitment, Key Informants were 

provided with an information sheet, and written 

consent was obtained prior to participation. 

Anonymity was safeguarded by removing all 

individual identifiers from quotes. Data were 

separated from personal details and both were stored 

in a password protected computer.   

Ethical approval was received from the Ethiopian 

Ministry of Science and Technology Ethics 

Committee (REF 3.10/458/05) and the London 

School of Hygiene and Tropical Medicine Ethics 

Committee (REF 012-035). 
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Results 
 

The original search identified 1316 documents, 

including 9 obtained from the Key Informants, of 

which 90 were included in the final review (Figure 

2). In this condensed version of the review, we make 

reference to 68 of these. Articles with no full text 

available, published not in English, published before 

year 2005, disqualified due to the poor quality
16,17

 

and not relevant were excluded.  

We describe the YSRH situation in Ethiopia 

according to the components of the thematic 

framework. 
 

Figure 2: Review of Literature on Young People and 

Sexual Health in Ethiopia: Search Flow Chart 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

Sexual behavior of young people in Ethiopia  
 

The median age of sexual debut in Ethiopia is 18.8 

years for young women and 21.8 years for young 

men
21

. Young women (though not young men) who 

live in urban areas and who are more educated, tend 

to begin having sex later than young women who 

live in rural areas and women with lower levels of 

education
21

. In most surveys, including the DHS, the 

median age for sexual debut coincides with the age 

at first marriage; young women report sexual debut 

at age 18.8 years and young men – at age 21.8 years 

old
21-25

. This consistency may be partly due to social 

pressure to report first intercourse within marriage. 

Several less robust surveys report premarital sexual 

activity among in-school students, urban domestic 

workers and slum-area adolescents
26-29

. Also, 

according to some smaller surveys, young men are 

over a third more likely than young women to report 

initiating sexual activity before marriage, reflecting 

differences in gendered rules and expectations of 

sexual behavior, and possibly, under-reporting 

premarital sexual activity among young women
25

.  

On average, women get married seven years 

earlier than men
21

. Over 20% of rural adolescent 

girls report being married before the age of 15
25

; 

marriage under age 18 is reported almost twice as 

often among rural girls (75.9%) compared with 

urban (40.2%)
30

. Adolescents from urban low-

income/slum areas report rates of early marriage and 

divorce that are much higher than the national 

average
23,27 

and as one key informant observed, “the 

earlier the marriage, the more chance the girl has of 

becoming a single mother” (Key Informant, 

International NGO, talking about a recent high 

quality survey s/he co-authored
25

). Multiple partners 

(2 or more sexual partners during last 12 months) 

and extramarital sexual contacts are uncommon; 

they are reported by less than 1% of sexually active 

youth
4,21,25

.  
 

Sexual and reproductive health outcomes  
 

Sexuality is not generally viewed as an acceptable 

topic of discussion. A high quality study in Amhara 

region reported that nearly half the rural male 

adolescents in the sample believed that people 

should not talk about sex
24

. However, a less robust 

study elsewhere found that sex and sexuality were 

discussed quite openly among adolescents, 

suggesting possible geographical variation in 

willingness to discuss sexual matters
28

.   

Data on sexual function and well-being are 

scarce. Decreased sexual feeling and painful 

intercourse among women following sexual abuse 

were reported by two studies with relatively small 

sample size
31,32

. Given the strong link between 

Obtained from Key Informants 

n= 9 

 

Databases  

Pubmed, 

Popline, 

Libraries of: 

Ministry of Health of Ethiopia,  

Pathfinder International publications, 

USAID,  

FHI International, 

Population Health and Environment 

 Ethiopia Consortium,  

Population Council, 

UNFPA,  
Measure DHS,  

Reproductive Health WHO, 

 web search engines 

 

Identified n=1307 

Articles Excluded n=1226 
 

 
Included  

Ethiopia specific context: 

Peer-reviewed articles n= 12 

Other sources n = 19 

Global and/or Sub-Sahara African 

context 

and methodology n=50 
 

 

 

Included total: 

n= 90 data sources 
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obstetric fistula and sexual dysfunction
33,35

, it seems 

likely that many of the 2% of adolescent girls, who 

experience genital fistula following child birth, will 

experience sexual problems, even after the repair
33-

35
.   

Intimate partner violence and sexual abuse 

appear common, particularly in rural areas; over 

12% of 15-19 year olds report a lifetime prevalence 

of sexual partner violence
24,25

. Several surveys – 

both robust and less robust – report a relatively high 

rate of lifetime sexual abuse among young females
5, 

23,25,31,32
. Various studies have found that around 

one-third of sexually experienced young women 

were coerced during their sexual debut
5,24,25,30

. 

Migrant girls and female domestic workers have 

been identified as particularly vulnerable to sexual 

abuse and exploitation
35,36,37

. One Key Informant, 

working as researcher for an international NGO and 

involved in studies on marginalized youth
23,27,36

, 

observed:  
 

“They [urban domestic workers] are 

all very young girls, migrants, with no 

rights, no ID, they don’t go to school. 

They are a target for sexual abuse 

inside the house, at street gatherings 

and at brokers’ offices” 
 

Although the total contraceptive prevalence rate 

(CPR) in Ethiopia tripled over the last decade, it 

remains low among adolescents, particularly in rural 

areas and among married young women
5,21,23,25,30,38, 

and 39
. The 2011 DHS suggested that over 80% of all 

sexually active youth had not used contraception 

and had never discussed family planning with a 

health worker
21

. A third of 15-19 year old married 

women and 22% of 20-24 year old married women 

report unmet need for family planning
21

.  

One Key Informant, working as a specialist in 

SRH interventions in government, argued that the 

problem of unmet need stems partly from lack of 

awareness about family planning and available 

services among young people: 
 

“From our observations, they [youth] 

do need family planning, they do want 

to use family planning, they do want to 

postpone their first pregnancy, but they 

don’t know how to do it and where to 

go to get the service.” 
 

 

 

Although not popular among married young people, 

condom use was reported by almost 50% of sexually 

active unmarried youth
21,25

.  Condom use was higher 

than average among sexually active university 

students and urban youth, and it was very high 

among young sex workers (99% reported using 

condom during last intercourse) and street boys 

(91% reported using condom during last 

intercourse), perhaps reflecting the efforts of 

condom promotion campaigns among high risk 

groups
23,40

. 

Adolescent pregnancy comprises 12% of all 

births
21

. The birth rate among rural youth aged 20-

24 is two times  that of urban (236 versus 123 births 

per 1000 women) and among women aged 15-19, 

three times (27 births for 1000 urban versus 99 for 

1000 rural adolescent women), corresponding with 

higher contraceptive use among urban youth
5,21,22,30

. 

Nearly three times more births occur among women 

aged 15-19 compared with women aged 20 to 24 

years
21

. The difference is likely explained by 

cultural and family pressure to have a child soon 

after marriage, as well as reduced decision-making 

power among younger women. Adolescent 

pregnancy is associated with higher antenatal and 

perinatal mortality, and twice the risk of obstetric 

fistula
5, 21,22

.  Maternal mortality comprises one-fifth 

of all deaths for adolescents’ girls
21

. Over half of all 

pregnancies to very young adolescents (aged 11-14), 

and over a third among women aged 15-19 and 20-

24, are unplanned
5,41

. Available non age-segregated 

data indicates 13 abortions per 100 live births, with 

only 23% of all abortions performed in health 

facilities
42

.  

The prevalence of HIV among young people 

is low, at 0.6%, but because young people comprise 

a high proportion of the population, infected youth 

represent half of all HIV infected Ethiopians
21,41

. 

Young women aged 15-19 are seven times more 

likely to be HIV infected than males
5
. This is 

partially due to earlier initiation of sexual activity 

among young women, but may also be due to the 

fact that they tend to have older more sexually 

experienced partners and the fact that they lack 

power to negotiate condom use
5,22,23,30

. 

Among sexually active youth, 3.4% self-

reported having an STI
21

 in the preceding year with 

higher than average rates reported by university 

students
43

.  
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Table 2: Summary of Selected Ethiopian Legislation, 

Polices and Strategies, Addressing YSRH Issues
5,13,46,47

. 
 

 

YSRH contextual environment 
 

The Government of Ethiopia has demonstrated its 

commitment to improving population health via 

increasing health expenditures
44

. In particular, the 

Federal Ministry of Health of Ethiopia (FMOH) has 

prioritized decentralized community health care via 

the innovative Health Extension Programme 

(HEP)
5,43,45

. Ethiopia has an excellent legal and 

policy framework regarding sexual health rights. It 

is a signatory to all major international conventions 

and frameworks addressing children’s and women’s 

rights, and population and development issues. The 

Ethiopian constitution states a woman’s right to 

prevent pregnancy-related harm and have access to 

family planning information
46

. Family law prohibits 

marriage under 18; and the Criminal Code 

criminalizes harmful traditional practices and 

permits abortions under certain circumstances
5,43

.  

There are many well-designed policies and 

strategies developed in Ethiopia which address 

YSRH issues
5,43

.  These are summarized in Table 2.  

Education plays a key role in improving 

YSRH
18,25

. Primary school enrolment in Ethiopia 

tripled over the last two decades; however, 

enrolment in secondary school among young 

women continues to trail behind that of young men 

and there is significant geographical variation; only 

5% of pastoral youth [youth belonging to the 

pastoralist communities, whose livelihood involves 

migration, herding livestock around open areas of 

land] are currently enrolled at school
21,25,30,39

. 

In 1996, the Ministry of Education introduced 

Population and Family Life Education (POP/FLE), 

with the aim of integrating SRH topics into the 

school curricula from the seventh grade (13-14 year 

olds)
5,43

. 
 

Factors affecting demand for services  
 

Both young men and women have limited 

knowledge of sexual health and limited access to 

such information
21,25

. The exception is HIV, where 

levels of knowledge about risk factors are high, 

although this knowledge does not necessarily 

translate into condom use
5,21,22 and 25

.   
Elevated risk of poor sexual health outcomes, such 

as higher vulnerability to HIV, adolescent 

pregnancy, sexual violence and exploitation, is 

associated with living without parents, and being 

marginalized (for example, urban adolescents from 

low income/slum areas)
23,27,30,36,37

. Education is 

important; out-of-school sexually active adolescents 

more commonly report having had unprotected sex 

than those in-school, and young women  with 

education are four times less likely to have children 

during adolescence than non-educated adolescent 

girls
25,28

. The view of Key Informants concurred 

with these findings:   
 

 “We need to give our girls the chance 

to finish school. It is not only for their 

benefit, it’s for their kids’ benefit as 

well... Everybody would like to have 

their girls successful. So far most 

comfortable success is having family 

and baby, but we can frame it 

POLICY Selected relevant issue(s) addressed  

National 

Adolescents and 

Youth RH 

Strategy and 

standards on 

YSRH health 

services 

Emphasizes young people’s right to have 

full access to and utilization of tailored, 

quality RH programmes and services. 

“Standards on 

Youth Friendly 

Reproductive 

Health Services” 

Provide practical standards and tools for 

provision of quality YSRHS. 

Constitution of 

Ethiopia 

Article 35 emphasize gender quality, 

prohibits harmful and oppressive laws, 

customs and practices towards women 

body and mental status, states the 

women’s right for family planning 

information, education and capacity.   

Family Law  

 

States the legal age of marriage as 18 

years, and states that marriage can only 

take place with full consent of the 

marrying partners. 

New Criminal 

Code  

 

Criminalized Harmful Traditional 

Practices; allows terminating pregnancy 

under special conditions.  

Policy on 

HIV/AIDS 

Acknowledges increased vulnerability of 

adolescents engaged in transactional sex, 

includes such objective as to strengthen 

youth empowerment to enable them to 

protect themselves against HIV infection.  

National 

guidelines for FP 

in Ethiopia 

Outlined all the main requirements for 

SRH services for married and unmarried 

youth consistent with WHO dimensions 

of quality health services.  

National 

Guideline for the 

Management of 

Survivors of 

Sexual Assault in 

Ethiopia 

Management of victims of sexual assault 

for all age groups of population, 

including young people. 

Growth 

Transformation 

Plan 

Includes YSRH package, health policies 

and strategies among priority areas. 
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differently … as success in terms of 

development and a better future for 

generations.” (Advisor to government; 

working for a multilateral international 

organization) 
 

Another factor, significantly associated with risky 

sexual behavior, is use of addictive substances, like 

chat [a plant, containing addictive drug substance - 

amphetamine-like stimulants] and alcohol, which 

are reportedly used by at least one in ten young 

men
21,30,41,48,49

. The Key Informants, as well as a 

number of studies, highlighted community-related 

factors that influenced YSRH service utilization
22,50

. 

Open discussion of sexual matters, between parents 

and their children, within classrooms and at 

community gatherings, is not culturally 

acceptable
22,25,50

. As one Key Informant commented: 
 

“In my view, … there is really a need 

for young people to be informed about 

sexual and reproductive health. They 

should know about their body… 

Nobody will tell them about [SRH] 

issues … If at all they [parents] discuss 

it with their children, they talk about 

virginity... Other issues – are taboo.” 

(Technical advisor on SRH; 

multilateral international organization) 
 

There is evidence of change however, with 

increasing support within communities for 

utilization of SRH services and delaying pregnancy 

in young people so they can complete their 

education
43

. 

In a traditionally religious Ethiopian society, 

community members are highly influenced by 

religious leaders, looking for their guidance in all 

aspects of life, including health
51,52,53

. Over 80% of 

urban and rural youth report being exposed to 

religious institutions, which is much higher than 

exposure to any health interventions
25

.  Religious 

leaders provide advice and form the opinion of 

communities on SRH issues such as family planning 

and family size, Female Genital Mutilation, early 

marriage and unsafe abortions
52-54

. Many Key 

Informants highlighted the important role of 

religious leaders: 
 

“Work with church [on providing 

information on SRH issues to young 

people] is crucial. When we realized that 

young people visit religious 

organizations much more often than any 

youth centers, youth programmes or 

Health Centers, we started to work on 

incorporating relevant messages [on 

SRH] in “Bible everyday message”. 

(Policy specialist; multilateral 

international organization) 
 

Despite the potential significance of the religious 

institutions in influencing sexual behaviour, this 

review, however, found no studies evaluating their 

impact. Where young women have low status 

compared with men, this directly affects their sexual 

health
5,41

. The age gap at marriage, societal pressure 

towards childbearing, harmful traditional practices, 

lack of control of household resources and exposure 

to violence, all contribute to vulnerability
4,13,21,22,30, 

41,55,56
. As one Key Informant observed:  

 

“The problem of adolescent health is 

mainly about gender. If you solve 

gender issues, you can solve many 

other issues as well.”   (SRH Specialist; 

multilateral international organization) 
 

 It was suggested by various sources (survey data as 

well as Key Informants) that young people are often 

unaware of their sexual health needs and of existing 

services
25

. Several Key Informants described a 

cultural reluctance to seeking medical care for 

anything other than severe illness, and this 

reluctance was thought to extend to the use of 

preventive SRH services. This may partially explain 

why young people feel uncomfortable accessing 

family planning, for instance
50

. Young sexually 

active women report a higher rate of HIV testing 

than men, probably because the HIV test is routinely 

offered to young women during antenatal visits
21,30

.  

Various sources have identified multiple barriers to 

visiting health care facilities even when available, 

including lack of funds, long distance to the health 

facility, the need to get permission to attend, fear of 

going alone and fear of not finding a female health 

provider
4,21,30.     

 

Supply Environment 
 

Ethiopia has many well-designed policies and 

strategies (see YSRH context above). However, 

implementation of these policies has been inhibited 

by lack of funding and inadequate resources
5,43

. In 

addition, as one Key Informant observed, YSRH 

must compete against other urgent health issues. 
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Another Key Informant questioned whether it was 

justifiable to allocate separate resources to YSRH at 

present, given that many adolescents are married 

when they begin childbearing, and therefore have 

access to services for married adults: 
 

 “Be careful with definition – most 

Ethiopian youth are already married... 

And for those who are in this group … 

the health sector does cater for them, it 

does provide health care. Dedicating 

resources separately for them does not 

make sense. They can be treated as 

adults”(Specialist on SRH 

interventions, Government Official) 
 

There was also a view by Key Informants, that 

youth already received sufficient attention from the 

government in relation to their sexual and 

reproductive health, and that their needs will be 

addressed even more widely in the near future. In 

recent years the FMOH has invested heavily in 

Health Extension Workers (HEWs), who bring 

health services to the doorstep
5
. Strongly supported 

by key stakeholders, including communities and 

religious leaders, the efforts of HEWs are widely 

believed to be largely responsible for the increase in 

contraceptive use and the decrease in maternal 

mortality over the last decade
57

. HEWs are expected 

to deliver YSRH services as well. Many are in a 

good position to do so because of their young age: 
 

“HEWs are youth themselves, they are 

trained on how to approach youth and 

how to talk about SRH issues … Young 

girls feel more comfortable to discuss 

their SRH issues with young HEWs, 

rather than with older health 

providers.” (Specialist on SRH 

interventions, Government Official ) 
 

However, another Key Informant disagreed: 
 

 “There is trust issue between 

community and HEWs, they [HEWs] 

are young, trust is not built yet.” 

(Technical adviser on SRH, multilateral 

international organization) 
 

Some authors suggest that HEWs find it difficult to 

focus specifically on young people, because of 

competing time demands
58

. Indeed, surveys suggest 

that only 15% of adolescents have ever interacted 

with an HEW
5,25

. In particular, there were concerns 

about school-based interventions led by HEWs: 
 

 “HEWs are expected to have a school 

based programmes, where they can 

reach very young adolescents and 

prepare them. We know it is not 

working.” (Policy specialist, 

multilateral international organization) 
 

Various international and national organizations 

have assisted in the implementation of YSRH 

interventions, among them UN agencies, bilateral 

organizations, local and international Non 

Governmental Organizations and community-based 

organizations
4,43,59

. Some Key Informants felt that 

donors do not invest enough in YSRH programmes, 

and identified lack of co-ordination between  

sectoral stakeholders, donors and non-governmental 

organizations as a problem
41,43,59

. A few Key 

Informants highlighted the fact that few of the many 

actors involved in SRH are actually focused on 

youth.  According to a recent FMOH assessment, all 

health centers provide condoms, contraceptive pills 

and injectable contraceptives
58

. However, reports 

suggest that in some centres, resource limitations 

affect the infrastructure of facilities and availability 

of services, including medicines
41,43

.  Furthermore, 

health facilities do not usually have designated 

spaces for young people
43

.  

Over 700 youth centers were created in 

Ethiopia in the last decade, as the main place for 

youth, in particular out-of-school youth, to recreate, 

receive counseling on HIV and testing, reproductive 

health education and services
60,61

.  However only 

6% of girls and 12% of boys across Ethiopia have 

ever visited a youth center and only 20% of urban 

youth have talked about sexual health matters with a 

peer educator from a youth centre
5,25,37

.  Evaluations 

of youth centers have been quite critical, suggesting 

an inadequate range of activities, inconsistent 

services, and limited participation of youth in the 

design and implementation of the Youth Centres 

programme
25,43

. 

Absence of designated space and health 

providers for youth in health centers  is reported by 

health care providers as the main barrier for 

integration of YSRH services into existing 

facilities
43

. Large numbers of health care providers 

are in need of additional training on provision of 

YSRH services
41,58

. As one key informant and 

parent said:  
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“We invested so much in those youth 

centers. But are they doing what is 

expected? I don’t think so. They are 

empty… I mean, even me, I will never let 

my adolescent daughter to go to youth 

center, it is seen as a bad place” (Adviser 

to Government, multilateral international 

organization). 
 

There is relatively good provision of antenatal 

services for young pregnant women at most 

facilities, but other types of service are less 

common
4,5,62

. Health services for unmarried 

adolescents are offered mostly within the child-care 

system; once adolescents are married, they fall into 

the category of adult SRH care, with a main focus 

on Mother and Child Care
22

. However, pregnant 

adolescents are thought to be less well served 

compared with older women.  

Current service configuration appears to be 

influenced by the assumption that married youth 

will start childbearing immediately, and that 

unmarried youth are not sexually active. Young 

people who do not meet these assumptions – such as 

sexually active unmarried young women - are less 

well served. Other groups are also underserved, 

including the youngest adolescents (aged 10-15), 

marginalized youth in slum areas, and out of school 

youth
27,36,37,41

. Family planning interventions and 

provision of other than antenatal  SRH services with 

rural youth are generally not supported by the 

community, who view them as unnecessary
5
. There 

have been some successful pilot SRH interventions 

for marginalized urban girls and boys via creating 

safety nets through mentor and peers support and 

networking, and there have been improvements in 

services to university students
63,64

. This situation 

analysis found limited data on SRH needs and 

service provision for boys and young men, pastoral 

youth, very young adolescents and certain 

marginalized groups. 

A significant proportion of health care 

providers believe that FP services should not be 

provided to unmarried youth
65

. Over one-third of 

service providers say they would require the 

partner’s consent before issuing contraceptives to 

unmarried adolescents, reflecting community 

attitudes towards pre-marital sex
58

. The judgmental 

attitude of service providers is reported as one of the 

main barriers to provision of quality YSRH 

services
5,58,65

.   However, one Key Informant noted  

that HEWs are thought to be less judgmental than 

others, and many Key Informants believe there is 

increasing acceptance of young peoples’ SRH needs 

and friendlier attitude of health care providers 

towards YSRH service provision: 
 

“Service providers’ mentality and 

attitudes are changing; they have 

become much more open and 

supportive nowadays. Before, I was 

myself the service provider … I would 

be angry if a young girl came and 

asked for the pill [contraceptive], and 

you would find [that attitude] in most 

of the places. But now they are trained 

much better and their attitude is 

changing.“ (Former Service Provider, 

International NGO) 
 

A number of supply-side barriers to utilization of 

services have been identified, including: 

inconvenient location of facilities, inconvenient 

hours, unsupportive attitude of service providers, 

lack of privacy and confidentiality, and the 

inadequate qualifications of HEWs
21,41,43,66

. The 

majority of young people report being afraid to be 

seen by people they know, and say they feel 

embarrassed asking for SRH services; and 

unmarried adolescents often do not want their 

families to be aware of their  SRH needs
29,41,43,50

. 

Thus barriers arise both from the demand and 

supply side.  
 

Discussion  
 

This situational analysis has identified several key 

sexual and reproductive health issues pertinent to 

young people in Ethiopia, principally: lack of 

awareness and knowledge about sexual health 

issues, unmet need for family planning, adolescent 

pregnancy, and sexual violence. The review has 

shown that while the antenatal needs of married 

young women are somewhat addressed within adult 

maternal health services, other sexual and 

reproductive health needs are not yet fully met. 

Gaps in service exist in a number of areas including: 

tailored and acceptable services for youth regardless 

of marital status, trained youth-friendly staff, and 

services for marginalized and underserved and hard-

to-reach groups. The review suggests that in order to 

address these needs, young people need to be 

considered a distinct target group, rather than being  
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treated as either children or adults. 

The review was limited by the availability of 

documentation and data on specific topics, 

particularly sexual function and well being. Some 

sources were reviewed despite the uncertain quality 

and small sample size (as indicated when cited), and 

other topics were only superficially reviewed 

because of lack of data. The review relied heavily 

on data extracted from DHS, which has its own 

methodological limitations
67

. 

The Key Informant interviews provided data 

derived from individual opinions, which in turn are 

shaped by personal involvement in, and experience 

of, youth sexual and reproductive health services in 

Ethiopia. Since the sample is small, these opinions 

cannot be generalized to represent the views of all 

experts in Ethiopia; however, since the Key 

Informants represented a wide range of 

organizations and programmes they provide good 

indication of the range of opinions
68

.  

The FMOH, working with limited resources, 

has made commendable progress in reducing infant 

and maternal mortality
21,38,39

 and over the last 

decade these issues have taken priority.  Sexual and 

reproductive services for youth compete with other 

urgent health issues, and have yet to find a place 

among government priorities.  However, this review 

has highlighted a favourable legal and policy 

environment. The FMOH is in a strong position to 

lead and coordinate YSRH policy implementation, 

although this review highlighted some uncertainty 

about how to make these systems and polices fully 

operational. The evidence suggests that integration 

of YSRH services into the existing system is the 

most cost-effective approach
52

. In rural settings, 

increasing the number of HEW and training them on 

young peoples’ sexual health issues, have been 

suggested as ways of improving quality service 

provision. However the optimal approach to 

increasing utilization among urban and semi-urban 

young people, in particular out-of-school and 

marginalized adolescents, is less clear. Creating 

social safety nets and providing relevant SRH 

information to domestic workers in urban areas has 

showed significant success in pilot projects, and 

might be scaled up.  More research is required to 

identify the most effective way to tailor services to 

specific underserved and vulnerable groups.   

Some gaps remain in terms of knowledge 

about specific issues and groups. The sexual health 

needs of young men are studied much less than 

those of young women, for instance, and there is 

inadequate information about risk behaviour among 

young men. Topics such as sexual function and 

well-being are also under-researched.  

Barriers to open discussion of sexual matters 

needs to be addressed at all level of interventions, 

from families through schools to communities. A 

possible approach is to involve religious institutions, 

although care would be required in navigating 

potential conflict between religious and traditional 

values and effective public health strategies such as 

making condoms available to unmarried youth. 

Given that community attitudes towards YSRHS 

utilization are partly rooted in conservative cultural 

attitudes toward visiting health facilities, promoting 

a culture of routine preventive health care for any 

person, regardless of age, marital or sexual activity 

status, might help to increase utilization of services. 

The HEWs have already done much to create 

awareness of the importance of preventive behaviors 

among communities, and this work should be 

supported.   

This review identified a need for greater co-

ordination between key actors both at national and 

local level. Stakeholders such as the Ministry of 

Women, Children and Youth Affairs, and the 

Ministry of Education can support the Ministry of 

Health in ensuring that implementation addresses 

links between sexual health and both gender and 

education. Civil society organizations have a role to 

play in a multi-faceted approach through 

coordinated and harmonized implementation. 

In conclusion, the policy platform, developed 

by the government of Ethiopia, creates an enabling 

environment for addressing gaps in need via the 

implementation of effective and quality YSRH 

interventions. The way forward requires recognition 

of young people as a specific target group, a focus 

on reducing barriers to utilization of services, and 

attention to underserved groups. It will also require 

resource mobilization, strong leadership and 

effective coordination between stakeholders and 

donors.  
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