FAMILY PLANNING

EVIDENCE

BRIEF

Reducing early and
unintended pregnancies
among adolescents
Interventions to reduce unmet need for
contraception and early and unintended
pregnancies among adolescents should
be critical components of family planning
programmes in developing countries.

The 1.2 billion adolescents aged 10-19 around the world make up 16%
of the world’s population (1). The majority (86%) of adolescents live
in developing countries. By the time they are 19 years old, half of
adolescent girls in developing countries are sexually active, about 40%
are married and close to 20% have children (2).
There were 21 million pregnancies among adolescent girls aged 15–19
years in developing countries in 2016; nearly half (49%) were unintended
(43% in Asia, 45% in Africa and 74% in Latin America and the Caribbean)
(2). An estimated 23 million adolescent girls have an unmet need for
modern contraception and are at risk of unintended pregnancy (2).
Additionally, 777,000 girls under the age of 15 gave birth in the same
year (3).
Early and unintended pregnancy among adolescent girls is influenced
by contextual factors at the individual, interpersonal, community and
societal levels. It is also associated with adverse health, educational,
social and economic outcomes that may impose a substantial burden on
the economies and health systems of developing countries (1, 4–10).
Interventions that combine demand-creation activities and provision
of contraceptive services have the potential to increase contraceptive
uptake among adolescents (11–14). Both the demand for and supply of
contraceptives to adolescents can, however, be negatively influenced
by several barriers that require appropriate programmatic responses.
Table 1 outlines a number of these barriers and responses, and also
mentions examples of studies and programmes that used some of these
approaches to achieve progress in adolescent uptake of contraception in
various regions of the world.

POLICY AND PROGRAM
CONSIDERATIONS
Collect, analyze and use
accurate and up-to-date data.
Formulate or revise national
laws and policies.
Develop national adolescent
sexual and reproductive health
strategies.
Implement strategies with
careful monitoring.
Conduct periodic programme
reviews.

Table 1. Barriers and potential approaches to increase the demand for and supply
of contraception among adolescents
OBJECTIVE

BARRIERS

SUCCESSFUL PROGRAMME
APPROACHES

EXAMPLES

Enhance the acceptability
of avoiding, delaying,
spacing and limiting
childbearing.

Conditional cash transfers
have transformed life
trajectories of girls in
Mexico and Malawi.

Improve the understanding
of contraceptive methods
and SRH.

Life skills education
and vocational training
programmes in Uganda
and India have increased
contraceptive use. In
addition, working with
influential family members
in India helped build
support and overcome
resistance to adolescent
contraceptive use.

Increase the sense of
agency among girls and
women to exert control over
their lives and make their
own decisions.

Engaging adolescents and
their communities directly
in Bangladesh and India has
improved girls’ agency and
prevented early marriage.

Increase access to
contraceptive services.

Community-based outreach
involving provision of
information and services
through the national
Health Extension Program
(HEP) led to remarkable
improvements in uptake
of modern contraception
among adolescents in
Ethiopia.

Increase provision of
high-quality, youth-friendly
services for adolescents.

Making services responsive
to the needs of adolescents
has improved contraceptive
use, thereby preventing
first pregnancies in China
and repeat pregnancies
in Kenya. Evidence from
studies and projects has
been applied at scale in
Colombia, Estonia and
Malawi.

DEMAND FOR CONTRACEPTION
To foster the desire
to avoid, delay,
space or limit childbearing

To foster the
desire to use
contraception

To foster a sense of
agency in relation
to contraceptive
use

•

Gendered roles (e.g.
expectations to be a wife
and mother)

•

The need to prove fertility

•

Religious values

•

Norms of the path to
adulthood

•

Stigma

•

Taboos (communication and
cultural)

•

Lack of understanding
(including fear of sideeffects)

•

Early marriage

•

Family pressure

•

Sexual coercion and/or
violence

•

Limited decision-making
autonomy and power

SUPPLY OF CONTRACEPTION
To provide access
to contraceptive
services

To provide
adolescent-friendly
services

•

Lack of awareness of
services

•

Inaccessible location

•

Inconvenient operating
hours

•

Costs

•

Waiting times

•

Lack of provider sensitivity

•

Provider reluctance to offer
contraceptives to adolescents (due to bias)

•

Gender biases

•

Lack of privacy/confidentiality

•

Contraceptives unavailable
or out of stock

Source: Adapted from Glinski et al. (2014) (18).
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Nine out of ten births to girls aged 15-19 occur within
marriage (15). However, in many places sexually active
unmarried adolescents have even higher rates of unmet
need for contraception (4). The barriers adolescents face
in accessing services are often very different for married
and unmarried adolescents. Complementary strategies
to respond to the differing needs of different populations
should be employed in order to leave no one behind.
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For example, Estonia implemented a school-based
sexuality education programme that linked to youthfriendly sexual and reproductive health (SRH) services
and ensured a supportive policy environment. Rates of
abortion and births to adolescents aged 15–19 years were
substantially reduced (16). Ethiopia achieved remarkable
improvements in uptake of modern contraception among
adolescents (from less than 10% in 2005 to about 25%
in 2011) through the national Health Extension Program
(HEP), which involved recruiting, training and deploying
an all-female workforce to provide health information and
services at the local level (17).

CONSIDERATIONS FOR REDUCING
EARLY AND UNINTENDED
PREGNANCIES AMONG
ADOLESCENTS
Five elements must be in place in order to apply the
evidence to large-scale, national-level programmes:
1.

2.

3.

4.

5.
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