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I. INTRODUCTION

An argument that has been advanced in support of higher population growth is that it is

desirable in order to stimulate economic development. It is further argued that large populations
are essential in order to provide needed consumer demand, to generate favourable economies of
scale in production, lower production costs, and provide a sufficient and low-cost labour supply
necessary to achieve higher output levels. A large and youthful population has also often been
seen as providing military and political power. 1/

The economics of population could also be viewed from the cost-benefit perspective. Most
people are both consumers and producers in their life times. They bring about costs to the
national and micro (household) economies, but also contribute to the benefits of these economies.
The benefits and costs can be envisioned from the phases of the family life cycle. At the infancy
and childhood stages, the individual is mainly a consumer of health, educational, food, clothing,
shelter and other services and thus an insignificant producer. During the second stage, working
life, the individual's productivity is greater than this wages, and the profit thus accrued goes
to the employer. During this stage, the individual also marries and has children. He pays taxes.

The third phase is retirement, during which the productivity of the individual gradually decreases

and ultimately becomes insignificant.2/

The above analysis is based on the assumption that the goal of society is to maximize
income or economic welfare. However, society has non-economic goals as well. Even though
children may be an economic burden, they are nevertheless valued for their own sake. They are
a source of joy and enrichment in society.

The economic importance of the youth can also be seen in terms of human capital. Thus,
governments invest in primary, secondary and tertiary educational institutions to train the youth
to be economically productive in the future. In developing countries, it has been established that
human capital formation is so important that shortage of these critical skills and knowledge is
a major factor limiting the process of economic development. 3/

For all the above reasons, it can be seen why the youth are an economically important part

of the population. In spite of this stock of youthful human resources, the African continent has
experienced a number of major economic difficulties during the past and present decade. In
1991, Sub-Saharan Africa had a per capita GNP of about US$350. This compares
disproportionately with US$20,900 for North America, 12920 for Europe, 1990 for Latin
America, and 1580 for Asia. The problem of poverty is so acute that it is projected that by the
year 2000, the Sub-Saharan region will account for about 30% of the World's poor.

Economic growth in Sub-Saharan countries has barely kept up with the growth of
population in the countries. While agriculture is the back bone of the African economy, it is
characterised by its poor growth. It has grown at the dismally low rate of about 2% per annum,

while population growth has been at about 3%.

The population of Sub-Saharan Africa is expected to double in about 23 years. The huge
increase in population has also brought about pressure on land, fauna, and flora, thus leading

to environmental degradation.4/
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n. THE DEMOGRAPHIC, CULTURAL AND SOCIAL ENVIRONMENT OF

ADOLESCENCE IN AFRICA

Adolescent fertility in Africa is a complex process that is influenced on the one hand

by long-standing African traditions, and on the other by a rapidly modernizing and

urbanizing world environment.

The terms "adolescence" and "teenage" are often used interchangeably. Adolescence

can be described as the process of growing up, or the period in life between puberty and

maturity. It is difficult to establish a specific period in life as that of adolescence, for a

number of reasons, differences in social and cultural setting between countries, as well as

differences concerning age at maturation give different implications on adolescence. In

many countries in Africa, young women achieve the status of adulthood soon after the onset

of menarche. They marry soon thereafter, and the period of adolescence is thus very brief

or non-existent. In a number of African countries, the age at menarche has been lowered

because of improved nutritional status. In this paper, adolescence is defined as that age

range between 10 and 24 years.6/

It is important to examine the social and cultural environment in Africa within which

adolescent fertility is occurring. Several critical parameters influence adolescent fertility in

Africa. These are set out below.

Rapid rural-urban migration: Africa is urbanizing at rates which are very high. While in

1965 only 13% of Africa's population lived in its cities, in 1991 it was estimated that 29%

lived in the cities. Between 1960 and 1984, Africa's cities grew by 6%. In 1960, Sub-

Saharan Africa had only 3 cities with a population with at least 500,000 persons. In 1980
however, it had 27. A large proportion of the urban population consists of the youth. It is

estimated that about 47% of all African youth will live in urban areas by the year 2000 AD.

The increased population has led to overcrowding and forced cohabitation of several

generations in the same household in urban areas.

Increasing educational attainment for women and rising age at first marriage: The number

of African youth enroling in school has been increasing tremendously. Between 1960 and

1983 the number of primary and secondary students increased from about 13 million to 63

million. This has meant that the educational attainment of working-age men and women

in Africa has increased. At the same time the adult literacy rate has improved as well.

Age at first marriage has also increased. For example in Kenya, the age at first
marriage as recorded from the Demographic and Health Survey of 1989 is about 19.8 years

for women aged 20-24, and 19.6 for those aged 25-29. These trends, along with the lowering

of age at menarche have created a bio-social gap as a result of which there is now a

lengthening of time between menarche, when child-bearing started, and age at marriage.7/

Breakdown of traditional value systems: One of the negative consequences of rapid rural-

urban migration has been the weakening of many tribal value systems. In traditional

African culture, early child-bearing was encouraged. Many traditional African societies also
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have rites of passage that were used as channels for transmitting information to the youth

about family life and family planning. In some African societies, premarital sexual relations

were considered a taboo and social mechanisms were set up to enforce this norm. In most

ethnic groups in Kenya for example, boys and girls were initiated into a socially-recognized

age set system whereby males moved through clearly defined roles of youth, warrior, and

elder with roughly equivalent roles for women. During these initiation rites, advice on

sexuality and family life was provided to the youth. In Sierra Leone, "secret societies" run

by elder women prepare girls for their future adult roles. In Botswana, premarital sex was

strongly discouraged through a range of age-regimented initiation ceremonies and heavy

penalties. 8/

Modernization and rapid urbanization have separated the youth from the elders who

were responsible for conveying information on sexuality to the youth. In the absence of

these traditional control systems, the youth have had to turn to their equally mid-informed

or uninformed peers for information.

The continued influence of traditional factors: While certain traditional influences have

waned, others have persisted. In parts of Africa, early marriages continue to be practised.

Female circumcision, rooted in complex customs, involving hygiene, rites of passage and

desire to control women's sexuality is practised in many parts of the continent.

Another set of practices is "sexual-networking", and polygyny. In parts of Africa where

polygyny is practised, men tend to marry younger wives. The Christian tradition of morality

also reinforced beliefs among adults about the discomfort of talking about sexuality with

adolescents. This discomfort is related to the difficulties in approving the provision of

family planning information and services to the youth. Thus attitudes exist to the extent that

pre-marital pregnancies must be punished as being socially deviant behaviour. One result

of this is mat most often girls who get pregnant from schools are expelled and not allowed

to return.

The spread of HIV/AIDS: With the rapid spread of AIDS in Africa, attitudes towards

sexuality may change. The WHO estimates that about 20% of persons with AIDS are in

their twenties, which means that they contracted the disease while they were in their teens.

Studies on sexual behaviour of the youth show a high level of misinformation and high

risk behaviour among the youth. The deadly spread of AIDS may ultimately force policy

makers and parents to provide more accurate information and services on sexuality including

the distribution of condoms.9/

m. THEEXTENTOFSEXUALACTIVITYANDCONTRACEFITVEUSE AMONGTHE

YOUTH

Sexual intercourse before the age of 20 is common among adolescents in Africa. Data
from the Demographic and Health Surveys (DHS) conducted in 11 countries in Sub-Saharan

Africa indicated that at least 50% of the teenage women aged 15-19 years had sexual

relations at least once in the past. 10/ In a number of countries, more than half of these
women were not married. According to studies carried out in Kenya and Nigeria, while a



POP/APC.3/92/Inf.9

Page 5

high percentage of teenagers disapproved of premarital sex, a large number of them were
nevertheless sexually active. This shows the ambivalence and confusion among the youth

about a topic they are uncomfortable with, and one they have very little information on.
This is also probably a reflection of the little guidance the youth have received from parents,

peers and society as a whole.

Contraceptive use, which is low for women in Sub-Saharan Africa, is even lower among

adolescents. Data from the recent DHS indicates that contraceptive use among currently
married teenagers ranges from about 25% in Zimbabwe to 1% in Nigeria. For the
unmarried adolescents however, DHS data indicate that contraceptive use ranges from 25%

in Botswana to less than 5% in Kenya.

A survey of post-secondary students in Nigeria revealed that while two-thirds of the
students had knowledge of family planning, only about 23% of those sexually active had ever
used contraception. Similarly in Kenya, a survey of 3316 youth aged 12 to 19 years who
were both in-school and out-of-school showed that while 50% reported having had sexual
relations, only 11% reported ever having used contraception. The main reasons cited for
non-use of contraceptives were lack of knowledge and difficulty experienced in obtaining the

contraceptives. In Kampala, Uganda, a survey of 1133 adolescents aged 15-24 years in and
out of school revealed that by age 17, 30% of them had at least one pregnancy. Twenty

three percent of those who got pregnant had at least one abortion. These factors show that
lack of access is a major barrier to the use of contraception by the youth. In some

countries, reluctance to provide information and services on family planning to the youth

has been turned into a ban on contraceptives to the youth.

In 12 out of 18 African countries surveyed by the United Nations recently,

contraceptives were said to be provided to unmarried teenagers. This means that a third
did not. Only 22% of the countries indicated that Family Life Education (FLE) was

included in the schools curriculum. 11/

IV. IMPACT OF ADOLESCENT FERTILITY

The low use and availability of contraceptives among the youth coupled with the high
rates of unintended pregnancies has led to reliance on abortion. Data from the recent

round of Demographic and Health Surveys in 8 countries in Sub-Saharan Africa show that

higher levels of education and increased age at first marriage are the very factors which
make young women result to illegal abortion. 12/ The problems associated with the double

work of schooling and child-rearing have led to heavy reliance on unsafe and illegal

abortion.

Data from 13 African countries indicate that adolescents in the 11-19 age-range

represented between 39 and 72% of all women presenting with abortion-related

complications in a number of major African hospitals.

A recent study indicated that adolescents are more likely to seek abortions from a non

medical person, seek abortions later in their pregnancies, and slower to seek medical help
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if abortion complication developed. These delays lead to greater complications, more
expensive medical treatment and longer stays in the hospital.

The complications associated with unsafe abortion include haemorrhage, septicemia,
anaemia, cervical and vaginal lacerations, pelvic abscess, perforation of the uterus of bowels,
tetanus, secondary sterility, and in some cases, death. 13/

These place further strain on the poorly-equipped hospitals and the tight public

budgets.

Early child-bearing has also adverse consequences for both mother and child. These
results have been comprehensively documented. Women under age 20 suffer more
pregnancy and delivery complications. These include toxaemia, anaemia, premature

delivery, prolonged labour, cervical trauma, and death.

For mothers aged less than 20 years, a recent survey revealed that the proportion of
babies dying within the first mother of life was 50% higher and post-neonatal mortality was
25% higher. The DHS data also confirmed that infant mortality is higher among children
born to adolescent mothers, as compared to women aged 20-29 years. Another medical
consequence of early pregnancy is Vesicovaginal Fistula (VVF), the chief cause of which is
prolonged labour, along with a small pelvic size associated with very young mothers. A
recent study carried out in Nigeria indicates that about 60% of the 241 VVF cases involved

women under age 15.

Early child-bearing has some negative social consequences. The first is that of being
forced to drop out of school. A study carried out in Kenya in 1988 established that about
8 000 teenagers were forced to drop out of school that year because of adolescent
pregnancy. Similarly, a study carried out in Tanzania in 1984 revealed that 18,766 primary
and secondary school students were expelled from school due to pregnancy. In Rwanda, a
recent study indicated that unmarried women who had been teenage mothers had been
subjected to moral persecution and had been rejected by their families. In 50% of the cases,
the fathers did not acknowledge the child. Other social consequences include baby
dumping, and the high number of young women forced to work as prostitutes or seek menial
jobs in urban areas under difficult conditions. The children of such young women are often
left with their grand parents, where they grow up under difficult health and social conditions.
They are often discriminated against. Another consequence is the heavy cost that
governments have to bear due to young women dropping out of schools because of
pregnancy. 14/ This shows the need for the provision of information and services to the

youth on family life education.

V. PROGRAMMES FOR THE YOUTH

Various institutions, including schools, the church and youth organisations, have tried
to set up youth programmes. The most common approach has been the introduction of

Family Life Education (FLE) in schools.
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In Kenya and Sierra Leone for example, FLE has been taught in schools for a
considerable number of years. However, a major constraint has been that FLE only
managed to reach in-school youth, to the exclusion of the-out-of-school youth. Other
criticisms of the current FLE curriculum as taught in schools include the feeling that FLE
is overloaded with population education; and the issue of how effective the FLE teachers,

who are in the first instance uncomfortable with handling such a topic, are. Indeed, survey
findings from a recent study on youth carried out in Kenya indicated that while about 66%
of the youth ages 12 to 19 years said that they had received information on reproductive

health at school, only few of them could identify correctly the fertile period in a woman's

menstrual cycle.

Apart from FLE, a number of other youth programmes have been implemented in the

Africa Region. The majority of these have been implemented in the Family Planning
Associations (FPAs) as Youth Centres. Most of these youth centres offer counselling
services and carry out a modest distribution of non-prescriptive contraceptives. A number

of these programmes are described below.

i) University Teaching Hospital. Ibadan. Nigeria

At the Department of Obstetrics and Gynaecology in the University of Ibadan, Nigeria,
counselling on adolescent sexuality, peer distribution of non-prescriptive contraceptives and
clinic based family planning services are offered to students. The University has a student
population of more than 10,000 students. The programme, which was started in 1988, was
motivated by the death of one of the medical students due to a self-induced abortion.

Through a re-test on knowledge, attitudes and practices of the students with regard to

family planning and sexuality, it was established that a majority of students were sexually
active and that two-thirds had more than two sexual partners in the past three years. In

addition, the pre-test revealed that 7 percent reported having had an STD at least once, 22
percent reported that they or one of their partners had been pregnant, and 84 percent of
those said the pregnancy had resulted in an abortion.

These findings were combined with results of focus group discussions with students (in
which programme planners decided to use the peer education approach) to set the criteria
for the recruitment of peer educators, design promotional materials, and design a curriculum
for training. Five student educators and 75 peer promoters, mainly nursing and medical
students, were selected for participation in a basic training programme in sex education and
family planning methods. These designated promoters where assigned to five dormitories
for the pilot phase of the project. The promoters were give reference materials, as well as
a small HIT with T-shirts, posters, and a supply of condoms and foaming vaginal tablets.
Each educator placed a poster or sticker on his or her door saying, "Prevent the Preventable,
See Your Hall Peer Promoter Today." Following the training, the promoters conducted a
day-long awareness-raising campaign, including parades through campus and distribution of

handbills.

Once the peer educators were trained and the programme was initiated, contraceptive

commodities were resupplied monthly as necessary during meetings. These meetings also
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provided an opportunity for the educators to meet and exchange experiences and to ask
questions of the coordinators or nurses from the University Hospital. Students requesting
a permanent contraceptive method or other medical attention were referred to the university
health service.

Over the course of the six-month pilot project, educator retention was high. Only one
student educator dropped out during initial pilot period because her parents opposed her
participation. The educators were paid a modes stipend as an incentive and to cover out-of-
pocket expenses.

An average of 2,200 male students and 450 female students requested condoms each
month from the peer educators. In the second phase of the programme, which involves
expansion of the programme from the original five pilot dormitories to 12 dormitories on
campus using 860 promoters, programme coordinators will use a systematic pre-test and
post-test to attempt to quantify any change in awareness produced by the peer programme.

") Youth to Youth Peer Education Project by the Sierra Leone Home Economics
Association

In 1986, the Sierra Leone Home Economics Association (SLHEA) started a Youth-to-
Youth Peer Education Project for out-of-school youth in rural and urban areas in Sierra
Leone. The main objective of the project is to promote responsible sexual behaviour and
positive youth development through peer counselling and education, peer distribution of
non-medical contraceptives, referrals for family planning and health services, and cultural,
recreational and income generation projects.

SLHEA has trained 200 out-of-school youth leaders, aged 18-25, who were recruited
from youth clubs and organisations, including social clubs, religious clubs, Boy Scouts, Girl
Guides, football clubs, YWCA, YMCA, Red Cross and others. Training focuses on
preparing the peer leaders to provide information and counselling to their out-of-school
peers on sexuality and family planning issues. Brochures, leaflets and booklets on relevant

topics were developed for a youth audience. Youth also participated in the design of the
materials. Each trained youth leader is equipped with a set of project materials for use in
counselling sessions. Emphasis is placed on identifying sexually active youth who need
information and family planning services. The peer counsellors refer clients who require
more information to the project office or a family planning clinic.

After a positive response from youth, SLHEA began distribution of non-prescriptive
contraceptives (condoms and foaming vaginal tablets) through the peer leaders. As an
incentive, peer educators sell the contraceptives for a modest price and keep a portion of
proceeds as stipend. More recently, some of the youth clubs participating in the project
have turned to income generation projects such as gardening and soap-making to provide
sources of long-term support for the programme.

iii) UMATI Dar-es-Salaam Youth Centre

The UMATI Dar-es-Salaam Youth Centre was founded in 1986 to assist teenage
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mothers and pregnant adolescents who are forced to drop out of school due to unplanned
pregnancy The programme is modeled after a programme first implemented by the
Women's Centre in Jamaica. It offers an integrated range of services including academic
instruction, counselling, vocational training, family life education, day care services, family
planning, and health services.

The primary goals of the project are to allow teen mothers to reduce the likelihood
of a repeat, unplanned pregnancy. The project also seeks to influence changes in policies
that force young women to leave school due to pregnancy as the inability to complete their
formal education seriously compromises the social and economic well-being of these young

women.

The UMATI Youth Centre is also registered as an Adult Education Centre and is
authorised to examine students for the award of primary school equivalency certificates, a
significant achievement. During its first year, the programme assisted 17 teen mothers, 7
of whom successfully passed the Standard 7 primary school equivalency exam for admission
to secondary school. This passing rate is almost four times the rate of Tanzanian pnmary
school students. In its third year the programme was expanded to include 46 mothers, 18
of whom were successful in gaining places in secondary schools.

The teen mothers receive training in academic subjects, including Maths, English,
Kiswahili, Social Studies, Family Life Education and Nation-building four days a week. One

dav a week, the young women receive health care and individual counselling. The project
also provides vocational skill training including needlework and cookery Students have
actively participated in income generating efforts through preparation and sale of snacks,

and tailoring.

According to the staff of the Centre, project successes include:

1) increased awareness at the policy level of adolescent fertility issues;
2) increased participation of young fathers and the parents of the teen mothers;
3) increased community support for and interest in the programme. Project staff cite

absenteeism and attrition as obstacles.

As number of repeat pregnancies, four in the first year, were noted. These were due
to pressure from parents and young fathers to leave the Centre, and to incorrect use of
contraception The length of stay for the teen mothers was extended from one to two years
in an attempt to overcome some of these problems. While UMATI has not yet been
successful in convincing the government to change its policy of expelling school girls, policy

support for initiatives such as these is increasing.

iv) FfiAE Youth Project

The Family Guidance Association of Ethiopia (FGAE), a member of the International
Planned Parenthood Federation, has been providing family planning and maternal and child
health services since 1966. Three years ago, FGAE began to implement an adolescent
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reproductive health project in Addis Ababa, involving counselling services for youth and
informal outreach through peer education.

FGAE's approach has been through schools where it has introduced sex education
classes and has gained wide support of both teachers and parents. The approach includes
forming students clubs in the schools. The clubs then provide informal opportunities to
discuss issues related to reproductive health. In addition to the youth-to-youth segment of
the programme, older teens serve as counsellors and provide referrals for sexually active
youth. Condoms and vaginal foaming tablets are distributed through FGAE youth centres
and youth are referred to FGAE clinics.

More recently, FGAE organised a drama club to produce and stage educational plays
with messages on unwanted pregnancies, sexuality and family life education The
presentations are lively and designed by youth themselves. The drama club charges for its
presentations and thus it is able to recover some money for its expenses.

v) FAPK Youth Programme

The Youth Programme of the Family Planning association of Kenya (FPAK) was
initiated in 1988. Two youth centres were established one in Nairobi, and other in
Mombasa. A review of the youth project of FPAK was carried out in August 1991
According to the results of the evaluation, the FPAK Youth Project has a number of
strengths. At both centres, the high motivation of the youth coordinators and promoters is
a strength. These groups of youth are at the forefront of any innovative initiatives. At the
Nairobi youth centre, the promoters are the main outlets for condom distribution. Training
programmes for promoters are well-developed. Networking with youth groups and
community leaders is important and is a potential base for developing advocacy strategies.
However, the Centre is operating under a number of constraints. Contraceptives are not
being made available to the youth who require them either at the youth centres or clinics
Lack of a youth policy and advocacy strategies within the FPAK are other major
constraints. 15/

Given these constraints, it was recommended that advocacy campaigns should be
initiated at the national and FPA level with the ultimate aim of enabling the youth to have
access to more family planning information and services.

VI. SUMMARY, CONCLUSIONS AND RECOMMENDATION

This paper began by attempting to demonstrate the importance of youth both in their
own right, and as future critical factors of production. Despite this useful resource, the
African continent has witnessed economic hardships and natural disasters of un-parallel
proportion, the combination of which has grossly and negatively affected the lot of the
youth, like the rest of the society. The rise in the human population, and the breakdown in
traditional norms have brought about problems in youth sexuality. Unwanted pregnancies
unsafe and illegal abortions, and deterioration of future prospects for the youth have been
some of the consequences.
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In response to these needs, a number of youth programmes have been set up in Africa.
These deal mainly with the provision of information and services for family life. These
programmes need to be strengthened. It is in view of the need for improving and
strengthening youth programmes that the following recommendations are made;

i) Recommendations for policy:-

There is need for more advocacy to raise the awareness of policy-makers
on the problems faced by the youth. Such advocacy should be backed by
research findings on the needs of youth and consequences of unwanted

pregnancies.

At the level of the institutions implementing programmes for the youth,
there is a need for clear guidelines on the type of information and services
provided by the programme. This would ensure a uniform approach to the

provision of services to the youth.

Family Life Education should be institutionalised for both in school and
out-of-school youth. In addition, all channels, including the traditional,

should be used.

ii) Programme Recommendations: -

The concepts proposed by O.J. Sickes 16/ in the design of FLE curricula are

important here. These are:

Respect among the youth and especially for the opposite sex, self-esteem,
the concept of planning pregnancies, the benefits of postponing the first
pregnancy, that behaviour has consequences, and how to resist negative
social pressures. These aspects should be included in the design of ELF

curricula.

The youth themselves should be more involved in youth programmes.

Training of personnel involved in youth programmes is important and

should be given more emphasis.

Mechanisms for networking in the area of adolescent fertility should be
strengthened where they exist, and created where they do not. 17/

Access to family planning information and services for the youth should be
increased, given the serious consequences of unwanted pregnancies and

unsafe abortions.

Harmful traditional practices such as female circumcision and child
marriages should be abolished. Not only do these practices cost Africa
Governments a lot of money, but they also perpetrate sex stereo-types and
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Funding for adolescent fertility programmes should be i
increased.
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