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ASRHR in Ethiopia: reviewing progress 
over the last 20 years and looking ahead 
to the next 10 years
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Abstract 

Over the last two decades, improvements in Ethiopia’s socio‑economic context, the prioritization of health and devel‑
opment in the national agenda, and ambitious national health and development policies and programmes have con‑
tributed to improvements in the living standards and well‑being of the population as a whole including adolescents. 
Improvements have occurred in a number of health outcomes, for example reduction in levels of harmful practices 
i.e., in child marriage and female genital mutilation/cutting (FGM/C), reduction in adolescent childbearing, increase in 
positive health behaviours, for example adolescent contraceptive use, and maternal health care service use. How‑
ever, this progress has been uneven. As we look to the next 10 years, Ethiopia must build on the progress made, and 
move ahead understanding and overcoming challenges and making full use of opportunities by (i) recommitting to 
strong political support for ASRHR policies and programmes and to sustaining this support in the next stage of policy 
and strategy development (ii) strengthening investment in and financing of interventions to meet the SRH needs 
of adolescents (iii) ensuring laws and policies are appropriately communicated, applied and monitored (iv) ensuring 
strategies are evidence‑based and extend the availability of age‑disaggregated data on SRHR, and that implementa‑
tion of these strategies is managed well (v) enabling meaningful youth engagement by institutionalizing adolescent 
participation as an essential element of all programmes intended to benefit adolescents, and (vi) consolidating gains 
in the area of SRH while strategically broadening other areas without diluting the ASRHR focus.
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Introduction
This commentary takes stock of the progress made in 
adolescent sexual and reproductive health and rights 
(ASRHR) in Ethiopia in the last two decades. Firstly, it 
discusses the political, economic, social context and the 
policies and programmes, highlighting the enablers and 
barriers in addressing ASRHR. Secondly, it highlights 
levels and trends in key ASRHR indicators, paying atten-
tion to differing levels and trends in different groups of 

adolescents. Building on this it sets out an agenda for 
action.

The profile and distribution of adolescents has 
changed significantly over this period in Ethiopia with 
the estimated population of adolescents increasing from 
15.6 million in 2000 to 26.8 million in 2020 [1]. Popula-
tion growth means that declining rates of child marriage 
for example co-exist with higher absolute numbers of 
girls affected. This necessitates a holistic multisecto-
ral approach to address their overall well-being as they 
transition into adulthood, leaving no one behind.  Given 
that there are 10  years to the Sustainable Development 
Goals (SDG) target date, there is a pressing need to build 
on the lessons learnt in the 15  years of the Millennium 
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Development Goals (MDG) era and the first 5  years of 
the SDGs era.

The aim of the commentary is therefore to review pro-
gress over the last two decades in selected ASRHR indi-
cators, by addressing the following questions:

 i. How have the national political, social and eco-
nomic context as well as policies and programmes 
evolved with regards to ASRHR in the last two dec-
ades?

 ii. In which health outcomes, harmful practices, 
health behaviours, health services use, and social 
determinants was there progress, and was the pro-
gress equitable and steady?

 iii. What are the opportunities and challenges in mov-
ing ahead, and what key actions are needed to 
accelerate progress in the next 10 years?

Over the last two decades, political, economic 
and social developments, and national health 
and development policies and programmes have 
contributed to the changes in ASRHR
Improvements in the economic and social context
Ethiopia’s economic situation has improved in the last 
two decades. Since the early 2000s, Ethiopia’s economy 
has been one of the ten fastest growing in the world. 
From 2004 to 2013, the country’s average annual Gross 
Domestic Product (GDP) growth rate exceeded 10%, 
which was more than four percentage points higher 
than the average for Africa’s 26 other low-income coun-
tries [2]. According to data from 2004/2005, the poverty 
index stood at 38.7%, it declined to 29.6% in 2010/2011, 
and declined further to 27.8% in 2011/2012. The decline 
in poverty levels has been steeper in rural areas (30.4%) 
as compared to urban areas (25.7%) [2]. While this pro-
gress is uneven, Ethiopian children and adolescents as a 
whole are likely to be growing up in a context of declining 
poverty.

There has been impressive progress in primary school 
enrolment, but less progress in primary school comple-
tion, and in secondary attendance and completion. Fur-
ther, the progress has been uneven in the country. The 
proportion of adolescents in Ethiopia with no education 
decreased by 70% between 2000 and 2016 and there was 
an increase of over 50% in those who have completed pri-
mary school in the same time period [3, 5]. While there 
has been an improvement in the net primary attendance, 
there is a high attrition rate with a significant decrease 
in school attendance at ages 14 and 15 [3–6]. Further, 
there is a significant urban–rural variation, with a higher 
proportion of adolescents living in urban areas having 

secondary education or higher over the last decade com-
pared to their counterparts in the rural areas. Finally, 
new means of communication, including the use of social 
media, are transforming the lives of Ethiopian adoles-
cents, while in this area there are disparities in access and 
use too [7].

High‑level commitment to health and development
In 1994, the International Conference on Population 
and Development (ICPD) launched its Plan of Action, 
which recognized that Sexual and Reproductive Health 
and Reproductive Rights (SRHR) are central to women’s 
rights and well-being and are important to achieving 
social and economic development. The Plan of Action 
lent legitimacy to local advocacy efforts, investment, 
action and research that improved SRHR at global, 
regional, national and local levels [8]. Since then, the 
Government of Ethiopia (GoE) has undertaken several 
measures to ensure that ASRHR is addressed in its work 
as part of the wider attention to SRHR. In 2000, Ethiopia 
organized the first signature event entitled “The National 
Youth Consultation workshop on Sexual and Repro-
ductive Health” that brought together all stakeholders 
to discuss issues affecting youth and to develop a series 
of action plans regarding the country’s youth policies 
and development agendas [9]. Based on the momentum 
created by this event and a conducive environment to 
engage multiple stakeholders, the GoE initiated several 
national initiatives that would mainstream ASRHR into 
the national agenda.

Contribution of national health and development policies 
and strategies
ASRHR has been mainstreamed into the national agenda 
through policies and strategies directly addressing unin-
tended pregnancy and childbearing, maternal mortality, 
HIV/AIDS, child marriage, Female Genital Mutilation/
Cutting (FGM/C), and violence against women and girls. 
This contributed to progress in a number of ASRHR out-
comes as discussed in the subsequent section.

The GoE’s  national contraceptive provision and 
demand generation effort was strengthened through the 
development of its first National Reproductive Health 
strategy and its National Family Planning Guideline 
in 2006. Adolescents were a key population group to 
be addressed in these normative documents. In align-
ment with these documents, the GoE also developed a 
National Adolescent Sexual and Reproductive Health 
Strategy, which placed adolescent girls within the context 
of an overall effort targeting women and girls [10].

In aligning its agenda to the MDG target 5 on reduc-
ing maternal mortality, the GoE put in place a new 
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strategy to strengthen the delivery of maternal health 
services in both clinic and outreach settings through 
Health Extension Workers (HEWs), a category of health 
care providers used to provide care for a broad range 
of health issues [11, 12]. A focus of this strategy was 
improving access to quality antenatal care (ANC) and 
skilled birth attendance (SBA) during childbirth. An 
important component of the strategy was community 
engagement and sensitization. Furthermore, recog-
nizing that unsafe abortion was an important cause 
of maternal mortality, the GoE expanded the circum-
stances under which safe abortion care could be pro-
vided. The law on safe abortion services authorizes 
the termination of pregnancy in certain circumstances 
including in cases of rape, incest, and fetal impairment, 
to save the life of the woman, if the if the woman has a 
physical or mental disability, or if she is under 18 years 
of age [14]. It could be provided without requiring 
proof of age or parental consent [13, 14].

The GoE has demonstrated a high level of political 
commitment in combating HIV/AIDS, as evidenced by 
establishment of the National AIDS control programme 
since 1987 under the Ministry of Health. Stemming from 
the lack of guidance on intervention activities under-
taken by the government, NGOs and [15]. A Framework 
for the National Response to HIV/AIDS was adopted, 
outlining priority interventions for promoting and dis-
tributing condoms among other strategic issues with a 
multisectoral approach, engaging the public and private 
sectors, including NGOs, community-based organiza-
tions (CBOs) and faith-based organizations [16]. The 
GoE formulated a national policy on viral-load monitor-
ing and a system to carry out quality assessment at the 
health facility-level on Antiretroviral Therapy (ART) 
and AIDS in 2003 and by decentralizing the free Highly 
Active Antiretroviral Treatment (HAART) in public 
facilities and private clinics and hospitals in 2005 [17]. 
To address the specific needs of adolescents and young 
people, the GoE organized a “National Youth Consulta-
tion on HIV/AIDS, Sexual and Reproductive Health in 
Ethiopia” in 2003, which informed the development of 
the National Youth Policy in 2004 and the Youth Devel-
opment Package in 2006 [18]. By 2019, the GoE formu-
lated and executed a national policy on HIV self-testing 
(HIV-ST), as a complementary approach to the exist-
ing facility-based HIV Testing Services, with the aim of 
reaching previously untested, hard-to-reach and test-
averse populations [19]. Further to this, the GoE has 
developed four National Multisectoral Strategies. The 
strategic issues focus on capacity building, community 
mobilization and empowerment, integration with health 
programs, leadership and mainstreaming, coordination 
and networking and focus on special target groups with 

a multi-sectoral approach. The National HIV/AIDS Stra-
tegic Plan for 2021–2025 calls for self-testing (HIVST) 
to be introduced through social marketing and private 
providers to the general population on fee-payment basis 
with instructions for people testing positive to obtain 
confirmatory tests at health facilities located closest to 
them [20].

The GoE developed a National Strategy and Action Plan 
on Harmful Traditional Practices against Women and 
Children in 2013 [21]. The plan contained specific targets 
for the reduction of child marriage as part of broader tar-
gets for gender equality It also reiterated commitments 
to eliminate child marriage by 2025 in the Ethiopian Girl 
Summit that took place in 2014 [22]. The GoE’s leadership 
in this area stimulated and supported NGO-led efforts in 
the country. For example, Berhane Hewan (“Light for Eve”) 
a project which pilot tested a package of interventions 
between 2004–2006 to address child marriage was led by 
the Ethiopia Ministry of Youth and Sports, the Amhara 
Regional Bureau of Youth and Sport and in collaboration 
with the Population Council. It involved various stakehold-
ers, and included multiple components to delay child mar-
riage, including the engagement of out-of-school girls in 
non-formal education, livelihoods training, and the provi-
sion of support for girls to remain in school [23]. Building 
on the evidence base from the pilot project, the interven-
tion was continued and expanded between 2010–2016 [23].

The National Strategy and Action Plan on Harmful Tra-
ditional Practices against Women and Children in 2013 
also contained specific targets for the reduction of FGM/C 
as part of broader targets for gender equality [21]. Further, 
the GoE has established specific legal measures and actions 
to address violence against women and girls, including the 
revision of the Family Law in 2000 and the Penal Code 
in 2005 [24]. The GoE has also put in place institutional 
mechanisms at the federal and regional levels, including 
the establishment of the Ministry of Women, Children and 
Youth Affairs (MoWCYA), Child and Women Protection 
Units within the various police units, and a Special Bench 
for violence against women within the federal criminal 
court [25].

To conclude, over the last two decades, the evolving 
political, economic and social context of the country have 
placed some aspects of ASRHR high on the health and 
development agendas. The formulation and application of 
laws, policies, strategies and programmes have contributed 
to effective action in a number of areas, but there are still 
notable gaps and areas of weakness in translating them into 
action. More needs to be done to communicate these laws 
and policies, and to resource and manage the implemen-
tation of the strategies and programmes, and to carry the 
wider society along in this shared effort.
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Substantive changes have occurred in a number 
of health outcomes, harmful practices, health 
behaviours, health service use, and social 
determinants in the first two decades 
of the twenty‑first century
A substantial though uneven decline occurred in the levels 
of child marriage
According to a 2018 UNICEF report on child marriage 
trends, the overall prevalence rate of child marriage in 
Ethiopia has dropped by a third in the last 10 years [26]. 
However, geographical variations in child marriage 
exist with different levels of prevalence and rates of 
decline across the regions. With regard to prevalence, 
for example, in 2016, Afar had the highest rate of child 
marriage (67.4%), followed by Benishangul (50.3%) [5]. 
With regard to rates of decline, for example, in 2005, 
the rate of child marriage in Amhara (74.4%) was three 
times higher than that in Addis Ababa (13.7%) [4]. By 
2016, the rate had decreased by 31.4 percentage points 
in Amhara and by 5.9 percentage points in Addis 
Ababa. Despite the progress, the prevalence of child 
marriage is still quite high at 40.3% in 2016 [5].

The median age at first marriage varies by region 
from 15.7 years among women in Amhara to 23.9 years 
in Addis Ababa in 2016, with an increase of 1.5 years 
in Amhara and 2 years in Addis Ababa since 2005 [4, 5] 
and in 2013, women aged 20–24 years were marrying 
about 3  years later than their counterparts three dec-
ades ago [27]. The proportion of married adolescent 
girls aged 15–19  years decreased by six percentage 
points from 23.2% in 2000 to 17.4% in 2016 [3, 5].

There has been a slight reduction in adolescent 
childbearing
The overall proportion of adolescents that have begun 
childbearing has decreased by 3.8 percentage points 

between 2000 and 2016, which could be in part due to 
the decrease in the proportion of adolescents that ever-
had sex and early sexual debut. However, there are large 
regional variations; the rate ranges from 3% in Addis 
Ababa in 2016 to 23.4% in Afar in the same year [3, 5]. 
The variation between married and unmarried adoles-
cents remains quite large over time with a decrease of 
1.8 percentage points in the proportion of married ado-
lescent girls with repeat pregnancies (see Table  1). In 
Ethiopia, as in other countries with similar social, eco-
nomic and cultural contexts, girls are typically expected 
to bear a child soon after marriage [28]. The persistently 
high proportion of married adolescents who have at least 
one child clearly reiterates the role of societal norms in 
childbearing soon after marriage [28, 29]. The low rates 
of child marriage in some regions in Ethiopia, coupled 
with low rates of childbearing in the same regions point 
to an intersectionality between child marriage and child-
bearing. For example, Addis Ababa has one of the lowest 
rates of child marriage and of childbearing.

The decrease in adolescent childbearing could also be 
partly attributed to an increase in the use of modern con-
traceptives. The modern contraceptive prevalence rate 
(mCPR) among adolescents in Ethiopia currently stands 
at 36.4% [30]. Figure 1 shows a sharp increase in the pro-
portion of married adolescent girls using contraception 
and a percentage point increase of 38% in the use of post-
partum contraception between 2005 and 2016.

Finally, there has been a reduction in the equity gap 
in modern contraceptive use among married adolescent 
girls with a positive average annual rate of change of 10% 
and 12% across all education levels and urban–rural areas 
respectively [31]. The evidence points to a clear associa-
tion between increased levels of education and reduc-
tions in early marriage and early childbearing [32]. The 
median age at first marriage increases with increasing 

Table 1 Adolescent childbearing and sexual debut (2000–2016)

2000 2005 2011 2016 Absolute percentage 
change (2000–2016)

Relative percentage 
change (2000–2016)

% of Adolescents that have begun childbearing

 Married 63.2 68.2 58.4 59.5 − 3.7 − 5.9

 Unmarried 2.0 2.3 1.5 2.6 0.6 + 30.0

Children ever born (married adolescents aged 15–19

 At least one child 39.9 38.4 36.3 41.9 2.0 5.0

 At least two children 7.8 13.9 9.5 6.0 − 1.8 − 23.1

Ever had sex

 Females 30.7 27.4 24.2 24.6 − 6.1 − 19.9

 Males 15.4 7.2 7.8 8.1 − 7.3 − 47.4

Sexual debut by age 15

 Females 13.5 11.1 7.1 6.3 − 7.2 − 53.3

 Males 5.1 1.7 1.2 0.8 − 4.3 − 84.3
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education, from 16.3  years among girls with no educa-
tion to 24 years among girls with more than a secondary 
education [5]. The median age at first birth has seen an 
increase of 0.5 years among those with no education and 
1.6  years among those with more than secondary edu-
cation, between 2000 and 2016. This is in contrast to a 
slight decrease of 0.1 year among those with more than 
secondary education [3, 5].

Although SRH service uptake rates are lower in ado-
lescents compared to the general population, they have 
increased over the last 20  years. ANC visits of four or 
more (ANC4+) and the use of SBA among adolescents 
have increased over time, yet the levels of use are still low 
(see Fig. 2) [3–6]. Further, there are enormous geographi-
cal variations, with the use of SBA among adolescent girls 
aged 15–19 years ranging from 25% in the Somali region 
to 88% in Addis Ababa in 2016 [5]. Finally, women who 
married later are at least twice as likely to have delivered 

their most recent baby in a health facility compared to 
women married before age 15 [29].

The overall national Maternal Mortality Ratio (MMR) 
has decreased from 673 in 2005 to 412 deaths per 100,000 
live births in 2016 [4, 5]. Household survey data suggest 
that the proportion of female deaths that are pregnancy-
related among adolescent girls aged 15–19 has decreased 
by 20% relative points between 2011 and 2016, although 
the progress was non-monotonous between 2000–2016 
with the proportion decreasing from 19% in 2000 to 12% 
in 2005, increasing to 22% in 2011 [3–6].

Although there is a paucity of adolescent-specific 
abortion data in the country, the available data point to 
an increase in adolescents seeking abortion services in 
health facilities. In 2008, the abortion rate for adolescents 
aged 15–19 was 11 per 1000 women of that age, with 9% 
of pregnancies ending in abortion [33]. This figure rose 
to 19.6 per 1000 women aged 15–19 in 2014, with 20% of 

3.0 8.6
23.0

31.8
36.4

8.5

31.8

46.3

16.3 16.6

12.4 12.5
0

10
20
30
40
50
60
70
80
90

100

2000 2005 2011 2016 2019

Pe
rc

en
t 

Year

Married 15-19 year olds
currently using any modern
method of contraception
Postpartum family planning
among 15-19 year olds

Adolescents who have begun
childbearing

Fig. 1 Adolescent childbearing and modern contraceptive prevalence among adolescent girls in Ethiopia (2000–2019)

9.5 11.5 14.7 30.4

6.0 6.9 9.6

32.8

0
10
20
30
40
50
60
70
80
90

100

2000 2005 2011 2016

Pe
rc

en
t 

Year

Antenatal care (ANC 4+
visits), 15-19 years

Skilled birth attendance,
15-19 years

Fig. 2 Health service uptake among adolescents in Ethiopia (2000–2016)



Page 6 of 10Akwara et al. Reproductive Health  2022, 19(1):123

pregnancies ending in abortion [33]. The estimated inci-
dence of legal and clandestine abortions based on 2014 
data shows that adolescents who were sexually active 
(< 12  months) had the highest proportion of legal abor-
tions (64%) when compared to other age groups [31]. For 
example, a study in one hospital in Ethiopia found that 
women under the age of 19 years were twice as likely to 
have a second trimester abortion compared to their older 
counterparts [34]. The higher abortion rate among ado-
lescents suggests barriers in access to and use of contra-
ceptive services, with at least one-third of pregnancies 
occurring among 13–16-year-olds being unintended [35]. 
There is no evidence that adolescents are more likely than 
older women to have clandestine abortions. However, 
critical gaps remain; although abortion is legal under spe-
cific circumstances, an estimated one-third of adolescent 
abortions are clandestine and potentially unsafe, these 
are mainly due to lack of information about location and 
availability of services, pressure from families and com-
munities, poorly equipped facilities, absent providers, 
and a weak referral system [32].

There is some indication that the HIV infection rate 
in adolescents is declining. However, the numbers 
of adolescents using condoms and seeking HIV testing 
show a mixed picture
The estimated number of new annual HIV infections 
among adolescents aged 10–19 decreased between 2000 
and 2018, from 6000 to 3000 cases among both boys and 
girls [36]. However, there are clear disparities in terms of 
gender. Similarly, use of condoms among adolescent dur-
ing premarital sex shows a mixed picture, with a steady 
increase between 2000 and 2011, but a sharp decline in 
2016 [4, 6] (see Fig. 3).

HIV testing among sexually active (< 12 months) ado-
lescent girls who received their results showed good pro-
gress between 2005 and 2016 with a percentage point 
increase of 24%; however, progress slowed between 2011 
and 2016, with only a modest percentage point increase 
of 6%. Meanwhile, HIV testing among sexually active 
(< 12  months) adolescent boys showed a decline of 33 
percentage points between 2011 and 2016 [4, 6].

The actions by the GoE to rapidly scale-up HIV treat-
ment and multi-sectoral approach to HIV/AIDS response 
are attributed to the prevention of large numbers of new 
infection in the country [18]. However, the mixed pic-
ture on HIV testing and condom use can be linked to 
low condom distribution to key populations, as a result 
of repeated stock-outs that could not be alleviated even 
with some redistribution schemes and diversion of free 
condoms for commercial purposes [18]. Delays in finaliz-
ing the condom strategy and implementation guidelines 
likely contributed to this [18].

FGM/C rates have shown a promising decline
The proportion of adolescent girls that have undergone 
FGM/C has sharply decreased by 24 percentage points 
(from 71 to 47%) between 2000 and 2016 [3, 5]. How-
ever, at least 28% of adolescent girls aged 10–14  years 
had experienced FGM/C in 2016, with Afar having the 
highest rate at 86% and Tigray the lowest rate at 14%. The 
high rates of FGM/C in some regions are upheld by tra-
ditions that see FGM/C as a means of social acceptance 
by symbolizing preservation of virginity and improving 
marriage prospects [37, 38]. However, the overall pro-
gress in decreasing FGM/C in the country is attributed 
to the community involvement, coupled with a legal code 
that criminalizes perpetuators of such practices [25].
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Levels of reported gender‑based violence 
against girls and women remain high, but attitudes 
towards wife beating have changed
At least 33% of ever married adolescent girls have ever 
experienced physical, sexual or emotional violence com-
mitted by their husband or partner [5]. As elsewhere in 
the world, it is likely that many cases of GBV go unre-
ported. The last two decades have seen a significant 
change in attitudes towards wife beating, with a percent-
age point decrease of 22% and 49% among girls and boys 
respectively condoning such violence between 2000 and 
2016 [3–6].

Overall, ASRHR in Ethiopia has achieved substantial 
progress over the last two decades; however, there has 
been more progress in some areas than in others. Even 
where there has been progress, it has been inequitable 
with enormous variations by geographic location, and by 
education and wealth levels [39].

As we look to the next 10 years, Ethiopia must 
build on the progress made, and move ahead 
understanding and overcoming challenges 
and making full use of opportunities
What are the opportunities and challenges for moving 
ahead?
In the 25 years since the ICPD, Ethiopia has used avail-
able opportunities to accelerate progress on ASRHR and 
created some new ones. Specifically, the country has 
demonstrated committed leadership on ASRHR. It has 
established an enabling legal and policy environment 
and put in place sound health and gender strategies. 
These strategies have been well resourced, managed and 
implemented. Different government sectors have been 
involved in this work. Further, the Ministry of Health 
has built partnerships at national and sub-national levels 
with academic institutions, NGOs and professional asso-
ciations of public health professionals and clinicians. And 
at the local level, it engaged extension workers from the 
communities in which they would serve. These workers 
were aware of the prevailing context and were trained 
and supported to engage in dialogue to challenge norms 
such as those related to child marriage and the low utili-
zation of contraception or maternal health services [12]. 
Finally, it encouraged the active engagement of youth-
serving NGOs and youth-led networks to promote their 
leadership and engagement [40].

At the same time, a number of challenges for accelerat-
ing progress on ASRHR persist. As noted in the previous 
section, there is some skepticism of the value of invest-
ing in adolescent health and development, and limited 
and uneven awareness of the enabling laws, policies, 
strategies and plans among both the frontline workers 
who are mandated to carry them out, and among the 

communities they are meant to benefit. Likewise, the 
implementation of these laws, policies, strategies and 
plans has been hampered by lack of both human and sys-
tem capacity. As a result, implementation in some places, 
especially in rural areas has been fragmented and poorly 
coordinated, and in addition there is limited health sys-
tem readiness to adequately respond to the needs and 
preferences of adolescents. Following from this, the pro-
gress that has been made in some aspects of ASRHR 
has been uneven across the country, with evident equity 
gaps. Finally, although some social norms appear to be 
changing, many other norms and attitudes, such as those 
that stigmatize premarital sexual activity, encourage early 
marriage, and value large family size persist [34, 37, 38]. 
This is coupled with resistance in some quarters to cer-
tain aspects of ASRHR such as comprehensive sexuality 
education.

In the past two decades, there have been several 
AYSRH programs implemented all over the country. 
However, these programs have been implemented with 
limited, and often token engagement of young people. 
These programmes could have been more effective if the 
key stakeholders, adolescents and young people were 
allowed to take part in design, planning, implementa-
tion and monitoring and evaluation. Further, the indi-
rect effects of COVID-19 and the conflicts and internal 
displacements in the country could contribute to a stall-
ing or even a reversal of the gains described in this com-
mentary [41]. For example, inter-communal tensions 
along the Southern Nations, Nationalities, and People’s 
(SNNP)-Oromia regional boundaries, violence in Benis-
hangul-Gumuz region and civil strife in the Tigray region 
have likely negatively affected health and development 
programmes including those of ASRH [42]. Similarly, 
natural disasters in Afar, Amhara, Gambella, Oromia, 
SNNP and Somali regions have likely increased the vul-
nerability of populations in these regions to health and 
social problems, and in adolescents this can lead to prob-
lems such as unintended pregnancies and GBV [43].

With these opportunities and challenges in mind, 
what key actions must be taken to accelerate 
progress on ASRHR?
Ethiopia must make full use of the existing political sup-
port for ASRHR policies and programmes and sustain 
this support in the next stage of strategy development, 
while working to increase social support. In the last two 
decades, the Federal Ministry of Health of Ethiopia dem-
onstrated commitment and leadership to addressing ado-
lescents’ needs. This is particularly exemplified by the 
2016–2020 Adolescent and Youth Health (AYH) Strategy, 
the Reproductive Health Strategy and the National Strat-
egy and Action Plan on Harmful Traditional Practices. It 
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is also exemplified by the establishment of an AYH case 
team with four designated personnel under the MNCH 
Directorate and the assignment of AYH focal persons at 
regional, zonal and woreda levels. This political support 
has been central to the advancement of ASRHR. Moving 
forward, this must be sustained, especially to ensure that 
ASRHR is adequately addressed in the next iteration of 
the AYH strategy.

In contrast, there is still lack of widespread social sup-
port for some aspects of ASRHR such as the provision 
of safe abortion care. Premarital sexual activity is not 
widely acknowledged; young couples face pressure to 
have a child shortly after marriage; child marriages and 
FGM/C while declining, continue to occur; and parent–
child communication on SRH is limited. Therefore, mov-
ing forward, there is a need to step up efforts to challenge 
and change social norms affecting ASRHR by engaging 
religious and community leaders, parents and families, 
and adolescents themselves more actively, including 
through community dialogue on traditional values that 
negatively affect the health of adolescents, particularly 
girls. Increased school enrolment provides a window 
of opportunity to advocate for comprehensive sexual-
ity education that challenges societal norms in making 
SRHR information accessible to adolescents.

Ethiopia must strengthen investment in and financing 
of interventions to meet the SRH needs of adolescents. 
While the country has taken great strides in the last two 
decades to ensure the provision of free maternal and 
newborn health services in public health facilities, the 
provision and uptake of some other interventions are 
hampered by the lack of financing and are not covered 
by the national health insurance scheme. Moving for-
ward, there is a need to advocate for increased allocation 
of external and domestic funding for these interventions, 
taking into account the short- and long-term health and 
social outcomes as well as the costs of inaction for cur-
rent adolescents and future generations. Importantly, this 
must include financial investments in the health sector, 
as well as other sectors which have a role to play in pro-
moting ASRHR.

The opportunity presented by the country’s tremen-
dous progress must be seized to create an enabling legal 
and policy environment by ensuring that laws and poli-
cies are appropriately communicated, applied and moni-
tored. As noted above, there is a low level of awareness 
about these laws, policies, and strategies among health 
care providers, teachers, parents, adolescents, and the 
community at large. Likewise, implementation of these 
laws and policies is hindered by the limited capacity of 
the relevant authorities, including law enforcement bod-
ies. Moving forward, there is a need to step up efforts to 

inform all relevant stakeholders of the laws and policies 
in place, advocate for their proper implementation, and 
monitor them to ensure that they are applied appropri-
ately and effectively.

Further, Ethiopia must continue to ensure its strate-
gies are evidence-based and extend the availability of age-
disaggregated data on SRHR. The 2016–2020 National 
AYH Strategy was successful in incorporating evidence-
based interventions and delivery approaches, including for 
ASRHR. Moving forward, it will be important to ensure 
that the next iteration of the strategy is also grounded in 
the most up-to-date evidence available. Similarly, initial 
steps have been taken in gathering age and sex disaggre-
gated data in health facilities in some areas of ASRH. This 
needs to be extended to all indicators relevant to adolescent 
health within and outside SRH (i.e., to track progress on 
the health outcomes addressed in AYH strategy), as well to 
ensure age and sex disaggregated reporting of this data.

Ethiopia must double down with renewed focus to 
ensure that its strong national strategies are managed 
effectively, and interventions delivered at scale, with 
quality and equity. In 2016, the National AYH Strat-
egy rapidly increased in scope without sufficient expan-
sion of its implementation mechanisms, resources, 
and infrastructure. As a result, there has been a lack of 
adequate coordination, inadequate resource allocation 
and mobilization, and implementation capacity, result-
ing in a diluted focus on ASRHR [44]. Moving forward, 
this calls for critically re-evaluating the readiness of the 
health, education and other systems at all levels (national, 
regional, zonal/district to facility) to translate strategies 
into programmatic action in line with a standards-driven 
approach to improve the quality of SRH services for ado-
lescents. Likewise, it may require starting with a more 
limited scope and progressively expanding the focus as 
implementation improves. Specifically, this will require 
attention to five areas: promoting improved multi-secto-
ral coordination; ensuring adequate health care provider 
(and other relevant frontline worker) competencies and 
attitudes by moving beyond one-off, off-site trainings; 
tailoring interventions and delivery approaches through 
sub-national plans and strategies to account for diverse 
health situations and socio-economic contexts; commit-
ting to learn-by-doing on an ongoing basis; and making 
every effort to address the needs and vulnerabilities of 
those who are marginalized and could be left behind.

While there is some engagement of adolescents and 
young people in programme design, planning, imple-
mentation monitoring, and evaluation, this is not 
always fully meaningful, as already noted [40]. Mov-
ing forward, it is important that adolescent participa-
tion is institutionalized as an essential element of all 
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programmes intended to benefit them, in particular 
implementing the guidelines on youth engagement 
launched by the Ministry of Health. This should be 
complemented with technical and financial support for 
adolescent and youth-led organizations.

In light of the current COVID-19 pandemic, it will 
be particularly important to keep an ear to the ground 
to understand how COVID-19 (and the responses put 
in place to address it) is impacting adolescents and 
address their needs with responses that are sufficiently 
flexible to remain relevant and appropriate as the pan-
demic evolves [40]. Further, it is important for peace 
and harmony to be restored and that the special needs 
of adolescents and young people are taken into account 
in responses in humanitarian settings.
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