The research data indicated that many communities require spousal or parental permission for young
women to access contraceptives, rooted in norms that prioritise female chastity and control female
sexuality. Conversely, young men often remain excluded from SRHR education and services,
reinforcing gender inequalities and limiting shared responsibility for reproductive health. This
gendered double standard perpetuates environments where contraceptive use remains clandestine
and stigmatised.

Both genders reported an equal likelihood of feeling entirely uninformed (9%). The lack of confide
significantly impacts young people's ability to access sexual and reproductive health and rights (SR
services. Many young individuals may feel hesitant or anxious about seeking these services due t
fears of judgment, lack of information, or insufficient support systems. The lack of confidence among
individuals significantly contributes to the misunderstandings and misconceptions highlighted in this
report. This uncertainty can lead to distorted perceptions and misguided beliefs, which ultimately
affect how information is interpreted and acted upon.

These norms influence not only individual attitudes but also shape the entire ecosystem of access,
|mpact|ng educatlon health service dellvery, peer and Famlly interactions, and policy frameworks.
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3.1 Barriers to Accessing Contraceptives and SRHR Services

Despite global commitments to improve youth access to contraceptive and sexual and reproductive
health and rights (SRHR) services, many young people in Sub-Saharan Africa continue to face complex
and overlapping barriers.

Access to contraceptive and SRHR services is a fundamental human right and a critical component of
youth empowerment, public health, and sustainable development (UNFPA, 1994; UN, 2015). In many
African countries, adolescents and young adults encounter numerous barriers rooted in
misinformation, cultural norms, policy gaps, and systemic limitations. The data represent the most
frequently reported barriers across the selected countries.
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Figure 11: Summary of barriers faced by young people across different countries.

The multitude of barriers across these countries significantly hinders young people’s use of modern
contraceptives. Health-related fears, such as concerns about infertility, cancer, weight changes, and
vaginal irritation, are compounded by mistrust in official health messages and negative attitudes from
healthcare providers, leading to reluctance in seeking contraceptive services. Social stigma, judgment,
and gender norms further discourage contraceptive use; young people fear disapproval from family,
community, and health workers, with girls facing heightened scrutiny and boys often excluded from
SRHR education.

Structural challenges such as high costs, stockouts, long travel distances, and a lack of youth-friendly,
private service points reduce the availability and appeal of contraceptive options, especially in rural

and underserved areas.



Educational gaps, including the absence of comprehensive SRHR curricula and neglect of boys and
young men in programming, further diminish awareness and informed decision-making. Coupled with
limited policies and trained providers, these factors collectively reduce young people’s confidence and
willingness to use modern contraceptives, ultimately impacting contraceptive uptake and
reproductive health outcomes. They also lead to the use of unsafe and unreliable ‘Do it yourself (DIY)’

methods, such as the use of saltwater, ash, marijuana and physical activity to avoid pregnancy.

4. Key Strategies to Advance SRHR for Young People in

Africa

Advancing sexual and reproductive health and rights (SRHR) for young individuals in Africa
necessitates a comprehensive, youth-centred approach that addresses both structural and social
barriers. A foundational step in this endeavor is expanding access to accurate, age-appropriate, and

contextually relevant information.

Expanding Education

This entails integrating comprehensive sexuality
education into formal school curricula and
supporting informal learning initiatives through
community outreach. Such educational efforts
must be rights-based, culturally sensitive, and
facilitated by trained professionals with
institutional support from schools and local
organisations.

Besides classroom teaching, it is vital to reach
young people, especially those who are out of
school, through digital platforms and peer-led
outreach. Making sure that SRHR information is
engaging, visually attractive, and available in
local languages can greatly improve youth
engagement and trust.

Improve SRHR service delivery.
Enhancing the availability and accessibility of

contraceptive services represents another
critical  priority. This objective requires
expanding  youth-friendly clinics, mobile
outreach initiatives, and subsidised health

programmes, particularly in underserved regions
where services are fragmented or non-existent.
Strengthening the supply chain is essential to
ensure  the  consistent  availability  of
contraceptives and  other vital SRHR
commodities. Innovations such as self-care
options, including self-injectable contraceptives
and telemedicine, can empower young
individuals to take control of their reproductive
health with increased privacy and autonomy.

Use of multimedia

Strategic behavioural change communication
using storytelling, participatory media, and
trusted, relatable messengers can effectively
challenge  harmful myths, stigma, and
misinformation that obstruct contraceptive use.
These misconceptions are often spread through

digital platforms such as WhatsApp and
YouTube, as most young people (31%) rely on
the internet as their primary source of
information.

Engage communities

At the community level, engaging Ffamilies,
guardians, and influential leaders is vital to
creating supportive environments for

adolescents. Providing targeted training and
resources for parents, traditional leaders, and
faith-based institutions can help reduce stigma
and create safe spaces for intergenerational
dialogue. These discussions are critical Ffor
dispelling shame, challenging harmful norms,
positive

and fostering attitudes toward

adolescent SRHR.
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Youth Empowerment

Youth empowerment must remain a focus of all
interventions. This involves equipping young
people with essential life skills to make
informed and confident decisions about their
sexual and reproductive health. Mentorship
programmes, youth-led safe spaces, and digital
platforms that provide verified content can all
help to build youth agency. Moreover, young
people should be recognised as key
stakeholders, not just beneficiaries, in SRHR
programmes, ensuring their voices influence the
design, delivery, and evaluation of services to
improve relevance and effectiveness.

5. Recommendations

Ultimately, all SRHR strategies should be
grounded in robust evidence and informed by
adaptive learning. Disaggregated data by age,
gender, location, and other identity markers
should better inform programming that reflects
the diverse experiences of youth. Institutionalising
feedback mechanisms and youth-led

accountability structures will facilitate continuous
service improvement. Longitudinal research and
monitoring systems are essential for tracking the
impact of interventions and supporting sustained,
systemic change.

R dati AU-EU Joint
ccommendations Vision Pillar(s)
1.Expand access to comprehensive sexuality education and
. . . . Health &
youth-friendly SRHR services via schools, digital platforms, and .
Education
peer-led models
2.Invest in youth-friendly clinics, mobile outreach, and innovative Health &
self-care SRHR solutions, particularly for underserved groups Education
3.Engage families, faith leaders, and communities to de- Health &
stigmatise SRHR and foster supportive intergenerational Education
dialogue

6. Conclusion

Research findings show that cultural and societal norms greatly affect young people’s access to and
use of modern contraceptives in Africa. Although policies like the Maputo Protocol (African Union,
2003) and the African Youth Charter (African Union, 2006) have promoted SRHR, these norms still
influence sexual behaviour and reproductive decisions.

Improvements in contraceptive access are observed in countries such as Kenya, Zimbabwe, and
Zambia; however, disparities persist, where stigma and gender expectations restrict youth agency. For
instance, modern contraceptive use varies from 5% in South Sudan to 66% in Zimbabwe (Ahinkorah et
al., 2020), highlighting both healthcare access inequalities and deeply rooted cultural attitudes

towards sexuality and gender.



The study highlights how culture and religion create barriers to open discussions about contraception,
especially within Families. It reveals that 32% of young people feel “not comfortable at all” discussing
contraceptive use with family, reflecting generational and moral obstacles. In many communities,
sexuality is regarded as shameful, with contraceptive use seen as a sign of promiscuity, particularly for
unmarried women.

This not only restricts information but also enforces gendered double standards, where young men
face less scrutiny than young women, who risk stigmatisation for asserting control over their
reproductive choices. These expectations align with patriarchal norms that prioritise female chastity
and modesty, limiting women's access to modern contraceptives without fear of judgment.

Religious and cultural beliefs can greatly influence contraceptive use, differing according to
community interpretation. In countries such as Kenya and Tunisia, strong religious influences—
Catholicism and Islam, respectively—often hinder discussions on contraception (Agadjanian, 2013;
Izugbara et al.,, 2021). Religious leaders can either reinforce restrictive views or promote more
progressive approaches, depending on the context.
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