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INTRODUCTION
BACKGROUND:
At the global, national, and subnational levels, efforts are progressively made to
ensure that the data gaps in adolescent and Youth sexual and reproductive health
are closed. Even though some progress has been made in collecting AYSRH data,
it’s been slow and insufficient. However, relevant and disaggregated data at the
national and sub-national levels should not be overlooked and must be used to
inform programming.
A recent development in Nigeria has positioned the National Health Management
Information System (NHMIS) to generate adolescent’s responsive statistics from
the routine health information process, with disaggregation into sex as well as
into the ages of 10-14, 15-19 and 20-24. While that is such great news, this data
needs to be analyzed, interpreted and presented in a simplified format to support
decisions that address low Modern Contraceptive Prevalence Rate (mCPR)
among young people in Nigeria.
Data Made Simple project is supported by Knowledge Success (strengthening
use, capacity, collaboration, exchange, synthesis and sharing) of John Hopkins
university center for communication programs funded by the United State
Agency for International Development (USAID). The project will be
implemented in five (5) states namely: Niger, Ogun, Plateau, Taraba and Edo.
Though piloted in selected states, there is the need to ensure that the information
generated from the NHMIS is better used for strategy decision-making and to
drive policy implementation and programming.

TRAINING MANUAL OVERVIEW
The content of this manual will be used to train at least 80 participants which
includes: 25 Youth Data Advocates (YDAs), 25 L.G.A M&E, 5 AHDOs, 5 State
M&E and 5 FP/RH coordinator.

TRAINING PURPOSE AND OUTLINE
The overall purpose of this training is to:
 Promote meaningful youth participation in data for decision-making.
 Build the capacity of Youth Data Advocate and M&E officers in
knowledge management, Smart Advocacy, Data visualization for story
telling using design tools like Canva.
 Strengthening the capacity of Youth Data Advocate and M&E officers on
data use for decision-making.
 Interpret the Adolescent and Youth Sexual and Reproductive Health data
in a simple, friendly, catchy and responsive format for decision making.
 Develop a DMS storybook template.

TEACHING/ LEARNING METHODS





Discussions/ brainstorming sessions.
Illustrated lectures.
Individual and group exercises.
Demonstration.

TRAINING MATERIALS
The training material needed are:
 Teaching videos.
 Audio-visual aids.
 Laptops.
 Projector.
 Reference manual/ Training manual
 Flip charts/markers.
 Sticky notes.
 Cardboard.
 Writing materials (book and pen)

EVALUATION
 Participants daily evaluation.
 Pre and post-test.
 End of course Evaluation.

DURATION OF TRAINING
The training is for three (3) Days.

MODULE 1
Introduction
SESSION 1.1
OVERVIEW

-

INTRODUCTIONS

AND

TRAINING

Learning Objectives
By the end of this session, participants should be able to:
 Introduce themselves and identify areas of interest regarding Adolescent
and Youth Sexual and Reproductive Health.
Methods:
 Brainstorming.
 Discussion.
Materials:





Cardboard.
Markers.
Laptop.
Projector.

Content
Facilitators and co-facilitators welcome participants to the training program and
introduce themselves.

Explain that before the program starts, a few minutes will be spent on general
introduction.

Activity 1.1

Participants should introduce themselves in the following order:
 Your name and nick name (if any).
 Location.
 The nature of your work and whether you are currently working with
young people.
 Your favorite place/ where you would love to spend your holiday.

Facilitator should emphasize that there are no right or wrong answers. The
training will draw from participants' wealth of experience; therefore, participants
should be willing to share and learn from each other.
Participants should clearly write their names on name tags/cards made available
for easy identification.

SESSION 1.2 - AGENDA SETTING
Learning Objective
By the end of this session, participants should be able to:
 Set ground rules.
 Identify and document the expected outcomes of the training.
 Have an overview of the organization and better understanding of the
project.
 Have better understanding of AYSRH issues in their state.
Methods:
 Discussion

Materials:
 Laptop
 Projector
 Agenda
Content
Explain the overall expected outcomes of the training as stated below:
 Overview of SWAG.
 Introduction to DMS project.
 Discussion of AYSRH issues in the state by the AHDO.

MODULE 2
VALUES CLARIFICATION EXERCISE
SESSION 2.1 VALUES EXPLORATION
Learning Objectives:
At the end of the session, participants should be able to:
 Use an interactive approach explaining the reasons behind their beliefs, this
insight may stimulate behaviour change.
 Aligning participants with internationally approved AYSRH believes.
Methods:
 Brainstorming
 Illustration
 Discussion
Materials:
 Sticky notes.
 Laptop.
 Projector.

Content

The value clarification approaches the values clarification session in a more
interactive manner where participants are able to explain the reasons behind their
beliefs and reflect on the consequences of their actions.
Activity 2.1
Facilitators ask participants what value means and note down responses.

Facilitator should provide the following responses:
 Values help define who you are and your behaviors by giving worth and
importance to certain beliefs, principles, or ideas.
 Values are attitudes or behaviors that individuals or members of a culture
believe are good or desirable.
 Values have a major influence on the behavior of individuals and cultures
and serve as a guideline for what is right and wrong in situations.
 How do the values of other people create barriers for them, personally?
 How might values shape attitudes and behaviors at work?
 Every individual and every culture have values.
 Values exist and impact our attitudes and behavior everywhere, including
at work.
 The purpose of this activity is not to strip you of your values or the values
of your culture, but to build an awareness of what your values are and how
these values impact your work.
 The purpose is also to hold onto your values, attitudes, and beliefs while
offering quality, non-judgmental, and fact-based services.

Value Clarification
Value Clarification Exercise is a tool used by NGOS/organizations/associations
to know the beliefs held by members of a team or individuals; and to help align
these beliefs with the core values to the international recognized standard on
human rights.

Activity 2.2
This activity involves the use of post-it (sticky note) while presenting problem statement.
Step 1:
Facilitator writes some problem statement (like 10) on the top of a flip chart paper.
Demarcate the lower portion of each flip chart in two segments and label them as: Disagree or
Agree.
Participants will be given sticky note to paste their preferred choice for each statement.
This session should last for 10 - 20 minutes.
Step 2:
Divide the class into 2-3 groups, with each group headed by a facilitator. The small group size will
enable all participants to actively participate.
Discuss each problem statement and the number of responses i.e., number of post-it under each
segment.
Respondents will discuss in-more detail the reasons for their responses.
Step 3:
At the end of step 2, participants return to plenary.
The facilitators will then provide an opportunity for general discussions around the participants'
involvement in the session and the lessons learnt.
A new flip chart divided into four sections should be pasted on the wall, and participants will then
vote again on their preferred choices to see if there has been any mindset shift.
At the end of the meeting or training, the number of “before” votes will be compared with the
number of “after” votes.
This session should last for 10 – 15 minutes.

Problem Statements
 A married woman should never use family planning methods to delay
childbearing. Do you Agree or disagree?
The decision to use family methods by a married woman to space her child
is one that should be made between the couple and them alone. it is not the
business of Health workers, Family planning officers and the like to
regulate who has access and who should partake in FP services, it is their

job to provide adequate information and options to persons for them to
make their own choices.
 Female Genital Mutilation should not be discouraged if it can be carried
out safely by a trained health worker. Do you Agree or disagree?
Female Genital Mutilation is Gender Based Violence and an Abuse of the
rights of the Child or girl involved and this remains even if a ‘skilled
provider’ performs it. Medically, it has no benefits.
 Family planning methods and information should be available for only
married women. Do you Agree or disagree?
Research has shown that when young persons who have better knowledge
concerning their Sexual and reproductive health, they make better choices;
Young men and ladies know better and are no longer likely to be deceived.
They also become aware of the results of whatever choice they make
pertaining their Sexual and reproductive health therefore they can make
informed choices.
 Adolescents have no business accessing Family Planning Information and
Services. Do you agree or disagree?
Child spacing methods are safe and will not harm a young person’s health
or ability to have children in future.
 Using Modern family planning methods would make a young person
infertile. Do you agree or disagree?

Medically, modern child spacing methods do not affect future fertility,
once discontinued, the person is able to return to their own fertility status.

In conclusion
 We are all influenced by the society and culture within which we live,
develop, and grow.

 We all have values, attitudes and beliefs and they are always with us.
 Often, we can 'agree to disagree' if our values are not parallel to someone
else's.
 It is important to understand that each individual should have the ability to
decide the norms that are meaningful and valuable for them and that norms
should respect the human rights of others.
 Sometimes we have to support and defend a value, attitude, or belief of our
workplace that does not align with our own personal values.

MODULE 3
Knowledge Management
Session 3.1: Introduction to Knowledge Management.
Learning objectives:
At the end of the session, participants should be able to:
 understand the concept of knowledge management.
 To apply knowledge management to their work in AYSRH.
Methods:
 Brainstorming.
 Illustrated Lecture.
 Discussion
Materials:
 Markers/Flip Charts
 Laptop
 Projector

Activity 3.1
Which of the following best describes knowledge management?

Participants are to give answers by a raise of hand.
Facilitator should give the answer as (none of the above) and explain why.

Content:
 Data are Facts and figures which relay something specific, but which
are not organized in any way
 Data are converted into information by interpreting and presenting
them in a structured and meaningful way relevant for a specific
purpose.
 Knowledge is ultimately derived from data and information,
drawing on experience.

Types of knowledge:
Knowledge is of two types: tacit and explicit.
 Tacit knowledge refers to the knowledge, skills, and abilities an
individual gain through experience that is often difficult to put into

words or otherwise communicate. Example; Hands-on skills, special
know-how and experiences of employees, Tips on dealing with a
difficult challenge.
 Explicit knowledge (also expressive knowledge) is knowledge that
can be readily explained, expressed in words or some other form,
stored and easily accessed. Example; Documented work, Procedures
and Policies, Formal customer complaints and suggestions etc.
 Tacit knowledge act as the underlying foundation of explicit
knowledge
Knowledge Management:
 Knowledge management is the process of finding, gathering,
assessing, organizing and sharing information in a way to meet
different audiences' needs, so that it is accessible and usable to
achieve a certain goal.
 KM supports collaboration, which brings together individuals and
groups to work more effectively, facilitate decision making and help
achieve better health outcomes.
Component of Knowledge Management:
 People: Knowledge requires thinking, planning, and execution.
Without people, they are not achieved
 Processes: creation and acquisition of knowledge, knowledge
storage, knowledge distribution, and knowledge
 Platform: Platforms where information is stored are: Databases,
platforms, websites, analytics, and social media.
Road map of KM






Assess needs.
Design strategy.
Create and iterate.
Mobilize and monitor.
Evaluate and evolve.

Activity 3.2
Step 1
Participants are to be divided into three (3) groups with each group giving
different illustrations on
 Data.
 Information.
 Knowledge.
using flip chart and marker.
Step 2
Each group will make a presentation on the illustrations developed.

Conclusion
Information and knowledge are essential assets for any organization, including
health--care organizations and programs. When health-care providers, program
managers, and policy makers use the latest evidence and experience to inform
their decisions, they can provide high-quality services to their clients and patients,
develop effective policies, reduce duplication of effort, and increase efficiencies.
These results, in turn, ultimately support better health outcomes for people.

MODULE 4
DATA VISUALIZATION FOR STORY TELLING
Session 4.1 Introduction to story book development.
Learning objective
At the end of the session, participants should be able to:
 understand how data can be used in telling story.
 use graphics design tools.
 Understand how story telling can be used to convey data.
Methods:
 Brainstorming
 Illustrated Lecture
 Discussion
Materials:
 Laptop
 Projector

Content
Data Story
A data story is the story that puts information into context and
communicates why it matters and what actions to take.
Data stories take stories that are relatable and uses these stories to inform
the audience about the information gotten from the data.
Data Visualization
Data visualization is simply the visual aspect of data stories.
Data Visualization helps to create physical and mental images of the data
stories in the mind of the reader or listener.

How to build data Story
 Identify your story
 Be aware of your audience.
 Build your narrative
A good Story should have the following:
 Reality (relatability)
 Characters.
 Problems.
 Solutions.
Activity 4.1
Instruction.
Participants should illustrate what data visualization means to them using flip chart and marker.

Session 4.2. Story book development
At the end of the session, participants should be able to:
 Develop a story book using AYSRH data.
Methods:





Brainstorming
Illustrated Lecture
Discussion
Group work

Materials:
 Markers/Flip Charts
 Laptop
 Projector
Content
 Data/story formats: Text, image, video, infograph, GIF, interactive website
(e.g. Goalkeepers report (2019) and PIND 2019 report).
 Qualities of Data and design: Tell a story, take your eyes on a predefined
journey, provide a new angle, practical value, well structured, send a key
message, visually appealing, accurate and well researched.
 Font Styles.
 Color Theme.
 Design tools: Canva.

Activity 4.2
Instruction:
Step 1
Participants should come up with individual canva design using AYSRH data.
Step 2
Participants should be divided into two (2) groups. Each group should come up with a design on
AYSRH data using the Canva App.
Step 3
Participants should be divided into three (3) groups, each group should develop a story based on the
AYSRH data presented using the following as guide.
 Indicators before sex.
 Indicators during sex.
 Indicators after sex.
All three stories should be harmonized at the end of the development.

Step by step guide on how to use Canva:
Step 1: Go to www.canva.com
Step 2: Browse the template library to find and create the right content.
Step 3: Find the right visuals to go with your post using Canva’s built-in photo
library.
Step 4: Marry image and text through typography.
Step 5: Chose the right font.
Step 6: Enhance your image with a filter.
Step 7: Resize your whole design to fit various platforms.
Step 8: Collaborate with a team or post the visual to social media.

Conclusion.

MODULE 5
SMART ADVOCACY
Session 5.1- introduction to SMART Advocacy.
Learning objective:
At the end of this session participants should be able to:
 Understand what SMART advocacy is.
 Come up with action plan.
Methods:
 Brainstorming
 Illustrated Lecture
 Discussion
Materials:
 Markers/Flip Charts
 Laptop
 Projector

Content
What is advocacy?
Advocacy is speaking up, drawing people’s attention to an important issue, and
directing decision makers towards a solution. It is working with other people to
make a difference/ create a change.
SMART advocacy

SMART advocacy focuses on near term “advocacy wins” that add to progress
towards an overall goal. It involves identifying decisions that will advance the
long-term goals.
Definition and key concepts: SMART
A SMART Advocacy increases the likelihood of achieving a Quick Win.






Specific
Measurable
Attainable
Relevant
Time-bound

SMART in 9 steps:










Decide who to involve.
Set smart objective.
Identify the decision maker.
Review the context.
Know the decision maker.
Determine the ask.
Develop a work plan.
Set benchmarks for success.
Implement and assess.

MODULE 6
ADOLESCENT AND YOUTH SEXUAL AND
REPRODUCTIVE HEALTH
SESSION 6.1 – Adolescent Development
Learning Objectives:
At the end of the session, participants should be able to:
 Understand the concept of adolescence.
 Understand the psychological, cognitive, social and sexual development of
adolescents and young people.
Methods:
 Brainstorming
 Illustrated Lecture
 Discussion
Materials:
 Markers/Flip Charts
 Laptop
 Projector
Content
What is Adolescence?

Adolescence is the period of transition from childhood to adulthood, and involves
physical, psychological, cognitive and social behavioural changes. Nigeria’s
National Policy on the Health and Development of Adolescent and Young People
defines adolescents as people between the ages of 10 and 19 years.
The age group can be subdivided into three periods:
 Early Adolescence: 10-14 years
 Middle Adolescence: 15-17 years
 Late Adolescence: 18-19 years
 Youths: Individuals aged between 15 and 24 years.
 Young People/Persons: Individuals aged between 10 and 24 years.

Physical Changes in Adolescents
Facilitator should use the table below to explain the physical changes in boys and
girls.
GIRLS

BOYS

BOYS AND GIRLS

Wider hips

Broader shoulder

Grow taller

Bigger breasts

Hair on chest

Armpit hair

Menarche

Enlarged penis
Enlarged testicles
Breaking of voice
Production of sperm
(spermache)
Wet dreams
Table 6.1 Physical Changes in Boys and Girls.

Hair on legs
Pubic hair
Sweat more
Defined facial contour
Gain weight

Cognitive and Emotional Changes in Adolescence
Facilitator should use the diagram below to explain cognitive and emotional
changes in adolescence.

Figure 6.1 Cognitive and Emotional Changes

Sexual and Social Behaviour of Adolescents
Social Behaviour
Due to their high need for acceptance and feeling of belonging, adolescents prefer
to congregate to do things. They organize parties and social sessions for
themselves. They may also segregate into groups such as cliques, gangs and
secret societies. The adolescents in groups tend to stick together as a means of
having an identity, self-definition and sense of belonging. It is the transformation
of their body and mentality that predispose the adolescents to these various forms
of social behaviour.
Dating
The adolescents explore dating as a dimension of social activities, and sometime
as a fore-runner of sexual relationships.
Sexual Behaviour
The desire to be regarded as the “macho man” makes boys to start having sex
early and to indulge in risky sexual behaviour. Most girls are coerced into having
sex by adolescent boyfriends that want to prove their masculinity. Others are
lured into sexual intercourse with presents, gifts and money by older men (“sugar
daddies”). “Sugar mummies” also lure adolescent boys into sexual intercourse
with money or gifts.

First sex is often through experimentation in which case the parties involved are
not really prepared for it.

SESSION 6.2 – Situation Analysis: Understanding the lives and needs of
youth in your community.
Learning Objectives:
At the end of the session, participants should be able to:
 Have an overview of who young people are in their countries, based on
national-level surveys, program experiences, and first-hand accounts from
young people.

Methods:
 Brainstorming
 Illustrated Lecture
 Discussion
Materials:
 Markers/Flip Charts
 Laptop
 Projector
Content
Demographic Situation
According to the most recent national population and housing census (the 2006
Census), adolescents (10-19 years) constitute 22% of Nigeria’s population while
young people (age 10-24 years) as a whole constitute almost a third (32%). The
2019 population projection from the United Nations also estimates that 32% of
Nigerians are aged 10-24 years1. The UN also projects Nigeria’s population to be
200,964,000 (99,132,000 females and 101,832,000 males) by mid-year 20192.
This means that Nigeria has about 64.3 million young people. These young
people are diverse and heterogeneous in terms of socio-demographic
characteristics, health needs, and social and health vulnerabilities.
Among others, adolescents and young people living with disabilities have a
higher level of vulnerabilities, less access to health services, and specific health
needs. Young people living in urban slums and in households with extreme
poverty, those on the streets, those living in conflict areas and in humanitarian
situations including those displaced from their home settings by conflicts, young
people in remote and disadvantaged communities, young people who are not in
education, employment or training (NEET), married adolescents and teenage
parents also have higher vulnerabilities compared to their peers. The girl-child is
also disadvantaged compared to her male peer due to gender-inequitable social
1

United Nations Population Fund (UNFPA). World Population Dashboard. Nigeria.
https://www.unfpa.org/data/world-population-dashboard
2 United Nations, Department of Economic and Social Affairs, Population Division (2019). World
Population Prospects 2019, Volume I: Comprehensive Tables (ST/ESA/SER.A/426)..
https://population.un.org/wpp/Publications/Files/WPP2019_Volume-I_Comprehensive-Tables.pdf

norms that constrain her opportunities, choices, voice, and agency, as well as her
sexual and reproductive rights and access to health services. Younger adolescents
(age 10-14 years) are also disadvantaged based on inadequate programming
focus. Adolescents living with HIV and sexual minorities may face
discrimination and greater barriers to health services.
Health Situation of Adolescents
The leading health challenges among adolescents and young people in Nigeria
based on findings from the Situation Analysis conducted in 2018 are;
 Mental Health,
 Violence and Injury,
 Sexual Reproductive Health and Rights,
 Nutrition,
 Non-Communicable Disease,
 Communicable Diseases,
 Oral Health,
 Physical Disorders and Chronic Conditions Such as Asthma, Sickle Cell
Disease Disorders,
 And Oral Health

Sexual & Reproductive Health and Rights: Sexual Behaviour, Teenage
Pregnancy and Motherhood
The level of unprotected sex is fairly high among adolescents (aged 15-19
years) and youth (aged 20-24) in Nigeria as reported by the 2018 Nigeria
Demographic and Health survey (NDHS). Among adolescents, 35% of females
and 10% of males are sexually experienced. Among youths, 86% of females and
47% of males are sexually experienced. Only 28% of unmarried sexually active
female adolescents (15-19 years) use any method of contraceptives and 22% use
modern contraceptive methods. Among unmarried female youths, 32% are
current users of any method of contraceptives and 28% current users of modern
contraceptive methods. Also, only 32% of female adolescents, 34% of male
adolescents, 38% of female youths and 41% of male youths used a condom at
the last sex with a non-marital, non-cohabiting partner within the last 12 months
before the 2018 NDHS. While family planning services are now free-of-charge
in public sector health facilities, the Nigeria family planning notes that, “The
unavailability of adequate youth-friendly FP service points may be the biggest
factor in preventing adolescents from accessing contraception” and that
“Reproductive health policies do not presently indicate unrestricted access to FP

services for youth, without being subject to parental consent, spousal consent, or
provider discretion3.” The age of access, which is maintained as 18 years,
constitute a key barrier to adolescents’ access and utilization of sexual and
reproductive health services.
Furthermore, Providers’ bias also limit the access of young people to certain
forms of effective contraceptives that are not medically contraindicated for
young people, such as the long-active reversible contraceptives; parity-related
criteria have been reported as a common form of provider-imposed restriction to
some family planning commodities4. The Family Life and HIV Education
(FLHE) curriculum, which is the main national platform for providing sexuality
education to adolescents and young people in Nigeria, is primarily abstinentbased and does not address the issue of contraceptives. There is the need to
revise and upgrade the FLHE curriculum to be more responsive to adolescents’
needs.
Key Legal and Policy Provisions about Adolescents in Nigeria
Legal Provisions
The health workers who see the need to provide relevant sexual and reproductive
health services to young people including effective family planning services to
sexually active under-18 adolescents, feel hampered by lack of legal authorization
and explicit national policies regarding young people's right to freely and
independently access a full range of contraceptive services.
The requirement by health workers for adolescent clients to provide an evidence
of parental and/or spousal consent before providing them with health services
considerably discourages young people to assess family planning services as well
as other key sexual and reproductive health services in Nigeria.
Nigeria has a high burden of unintended pregnancies and induced abortion:
Nigeria was estimated to have an unintended pregnancy rate of 59 per 1,000
women aged 15–49 in 2012, with over a half (56%) of the unintended pregnancies
ending up in induced abortion.5 A total of 1.25 million induced abortions was
estimated to have been carried out in Nigeria in 2012 with an abortion rate of 33
abortions per 1,000 women aged 15–49v. Unmarried adolescents and young
people with unintended pregnancy have a high tendency to resort to abortion and
3

Federal Ministry of Health, Nigeria National Family Planning Blueprint (2020-2024). Abuja,
Nigeria, FMOH, June 2020
4 Schwandt, H.M., Speizer, I.S. & Corroon, M. Contraceptive service provider-imposed restrictions to
contraceptive access in urban Nigeria. BMC Health Serv Res 17, 268 (2017).
5 Bankole A, Adewole IF, Hussain R, Awolude O, Singh S, Akinyemi JO. The Incidence of Abortion in
Nigeria. Int Perspect Sex Reprod Health. 2015; 41(4):170-81.

constitute a significant proportion of the overall abortion figure. The law in
Nigeria permits abortion only on the ground of saving a mother’s life; as such, a
high proportion of the abortion among young people is carried out clandestinely
and likely to be performed by inappropriate personnel or/and using inappropriate
methods. Consequently, the level of morbidity and mortality from such unsafe
abortions is high. A prospective study published in 2019 indicates that
adolescents constituted over a quarter (31%) of induced abortion complications
recorded over a one-year period across nine secondary and tertiary healthcare
facilities in South West Nigeria.6 The use of medical abortion, particularly
misoprostol, is also growing in Nigeria, particularly among young people. 7,8.

Early marriage and childbearing: In 2018, as the NDHS reports, almost a fifth
(19%) of adolescent females (age 15-19 years) have begun childbearing, of which
14% already had a live birth while the remaining are pregnant with their first
child. This figure represents a slight improvement over the situation in 2013
where 23% of adolescent females had begun childbearing. Adolescent girls in the
North West are almost five times as likely to have begun childbearing as their
peers in the South West (29% versus 6%). The 2018 NDHS reported the age
specific fertility rate for adolescent girls (15-19 years) as 106/1,000 for 20152018 compared with a higher 122/1,00 for the 2010-2013 period Early marriage
contributes significantly to the high childbearing rate among adolescents in
Nigeria, with 8% of adolescent girls married before age 15 and 23% in union
(married or living together with partner). The rate of early marriage and
childbearing is much higher in northern Nigerian than the south, and among the
low educated compared to those with higher education as well as among the ruralbased young people compared to their urban peers.
Pregnant adolescents in Nigeria have a lower level of utilisation of maternal
health services compared to older women and experience a higher level of
maternal morbidity and mortality. Obstetrics fistula is a severe maternal condition
6

Irinyenikan TA, Loto OM, Oluborode B et al. A Prospective Study of Severity of Complications
Associated with Use of Misoprostol and Other Abortion Methods in South West Nigeria. Int J
Gynaecol Obstet. 2019;146(3):302-307.
7 Bello FA, Fawole B, Oluborode B et al. Trends in Misoprostol Use and Abortion Complications: A
Cross-Sectional Study from Nine Referral Hospitals in Nigeria. PLoS One. 2018; 31;13(12):e0209415.
doi: 10.1371/journal.pone.0209415.
8 Academy for Health Development (AHEAD). Unveiling the Truth through “Mystery Clients”:
Reflections from the Lagos Misoprostol Study. Research Brief. Ile-Ife, Nigeria: AHEAD, November
2019. https://ahead.org.ng/resources/fact-sheets/

that results from prolonged labour and its risk is higher among adolescents
compared to older women. The typical profile of an obstetric fistula patient in
Nigeria, as the National Strategic Framework on the Elimination of Obstetrics
Fistula (2019-2023) notes, is “a young, poor, illiterate rural girl who had been
given out in marriage at a very early age, became pregnant soon after, had no
benefit of antenatal care, laboured at home for days and ended up with a stillbirth
and obstetric fistula.” Nigeria is reputed to have the highest burden of obstetric
fistula in the world: The National Strategic Framework indicates that Nigeria
contributes about 8% of the global obstetric fistula burden. Addressing maternal
concerns of pregnant adolescents needs a comprehensive approach that covers
access as well as utilisation of relevant services to reduce the risk of negative
maternal and child health outcomes and provision of appropriate care to those
who have experienced maternal morbidities, including obstetric fistula.
Policy Provisions
The lead focal policy on adolescent health in Nigeria is the National Policy on
the Health and Development of Adolescent and Young People. This policy, which
was developed in 2007, builds upon the 1995 policy and has nine focal areas:
The priority programmatic areas are9:
a. Mental Health, Substance Use, and Addictions: Mental health promotion
and disorders, including suicidality and eating disorders; substance use,
misuse and abuse; and, gaming addictions and other forms of problematic
use of digital technology;
b. Violence and Injury: unintentional injuries; intentional injuries; selfdirected violence; interpersonal violence including bullying and
cyberbullying; and, collective violence;
c. Sexual and Reproductive Health and Rights: Pubertal development and
management of pubertal-related concerns and processes, including
menstrual hygiene management; comprehensive sexuality education; risky
sexual behaviour, including sexting and other forms of harmful sexual and
reproductive practices relating to digital technology; contraceptive use,
unintended pregnancies, unsafe abortions and post-abortion care; safe
9In

each programmatic area, a gender-responsive and human rights approach is required and appropriate
attention given to the socially marginalized and most vulnerable groups.

motherhood, respectful maternal health services for pregnant adolescents
and young people, and maternal morbidities; sexual violence, female
genital mutilation/cutting and other forms of harmful practices and sexual
and reproductive health rights violations;
d. Nutrition and Physical Activity: undernutrition,
micronutrient deficiencies; and, physical activity.

over

nutrition,

e. Non-Communicable Diseases: Common non-communicable diseases
(prevention of cardiovascular diseases, cancer, chronic respiratory
diseases, diabetes), and other high-burden chronic physical conditions
(sickle cell anaemia; and epilepsy).
f. Disabilities: long-term physical,
impairments.

mental, intellectual or sensory

g. Communicable Diseases: Lower respiratory infections; diarrhoeal
diseases; meningitis; malaria; HIV; tuberculosis; and viral hepatitis;
h. Oral Health: dental hygiene; dental caries; periodontal diseases; oral and
maxillofacial injuries; and, malocclusion.

Nigeria has also developed a number of other policies with significant
provisions for the health and development of adolescents. These include:
❖ National Family Life and HIV Education (FLHE) Curriculum for Junior
Secondary School in Nigeria 2003.
❖ National Policy on Health and Development of Adolescents and Young
People in Nigeria 2007.
❖ National Strategic Framework on the Health and Development of
Adolescents and Young People in Nigeria 2007-2011.
❖ Action Plan for Advancing Young People’s Health and Development in
Nigeria 2010-2012.
❖ National Family Planning/Reproductive Health Service Protocols, Revised
Edition 2010.
❖ National Training Manual for the Health and Development of Adolescent
and Young People in Nigeria 2011.
❖ The Child Rights Act (2004)

❖
❖
❖
❖

❖
❖
❖
❖
❖
❖
❖
❖
❖
❖
❖

Clinical Protocol for the Health and Development of Adolescent and
Young People in Nigeria 2011.
Increasing Access to Long-Acting Reversible Contraceptives in Nigeria:
National Strategy and Implementation Plan 2013-2015.
National Guidelines for the Integration of Adolescent and Youth Friendly
Services into Primary Health Care Facilities in Nigeria 2013.
National Guidelines on Promoting Access of Young People to Adolescent
and Youth-Friendly Services in Primary Health Care Facilities in Nigeria
2013.
National Training Manual on Peer-to-Peer Youth Health Education 2013.
National Health Act 2014.
Manual for Training Doctors and Nurse/Midwives on LARC Methods
2015.
National Adolescent & Youth Friendly Job Aids for Service Providers in
Primary Health Care Facilities in Nigeria 2015.
National Health Policy 2016.
National Reproductive Health Policy 2017.
Investment Case for Reproductive, Maternal, Newborn, Child, Adolescent
Health, and Nutrition, 2017-2030.
National Standards & Minimum Service Package for Adolescent & YouthFriendly Health Services 2018.
National Youth Policy 2019.
Nigeria Family Planning Blueprint 2020-2024.
National Policy on the Health and Development of Adolescents and Young
People in Nigeria 2020-2024.

SESSION 6.3 – Contraceptive knowledge and Sexual Abstinence.
Learning Objectives:
At the end of the session, participants should be able to:
 Understand what sexual abstinence is and its advantages.
 Understand the importance of the knowledge of contraceptives for young
people.
 Explain the different contraceptive methods suitable for young people.

Methods:
 Brainstorming
 Illustrated Lecture
 Discussion
 Role play/Flip chart
Materials:





Markers/Flip Charts
Laptop
Projector
Sample of Contraceptives

Content
Activity 6.1
Facilitator should ask participants the questions below. The purpose of these
questions is to determine what the current level of knowledge of participants is
concerning contraceptives.
Your friend is sexually active, and you are concerned that she will get
pregnant (or he will make his girlfriend pregnant).
Your friend has refused to abstain from sexual activity.
What else could be done to prevent pregnancy?
Note participants answers in a flip chart.

Introduction
It is crucial for adolescents and young people to make responsible and healthy
choices in matters related to adolescent reproductive health. In order to do this,
they need adequate, accurate information about reproductive health as well as the
resources available within their community. This is essential because sexual
activity among young people in Nigeria is on the increase. This session should
therefore provide information on various options for avoiding unwanted
pregnancy among adolescents of which sexual abstinence is key and a viable
option. The various contraceptive methods that are appropriate for youths in
preventing unwanted pregnancy will also be discussed. The session will also help

to dispel some common myths and misconceptions on some contraceptive
methods and includes information on where youths can receive contraceptives
and related services.
Importance of knowledge about contraceptives
Young people need reliable information about contraceptives and where to obtain
them in order to protect themselves from STIs, including HIV/AIDS, and
unintended pregnancies. Information about contraceptives is important for all
young people whether they are abstaining from sex or are sexually active.
Sexual Abstinence
This is the process of avoiding sexual intercourse until the adolescent is able to
have a fully responsible and emotionally fulfilling relationship. It is an important
principle that must be promoted in helping a young person to delay the beginning
of sexual intercourse, though not necessarily all forms of physical contact. The
young person needs to know the consequences of early sexual intercourse
especially in biomedical terms, including pregnancy, STIs, HIV/AIDS and a high
risk of developing cervical cancer for girls in later years. Efforts must be made
by counsellors to assist young people make a choice including abstinence. Skills
acquisition can help achieved abstinence because it will enable him/her to reduce
the pressure and also say ‘NO’ to sex until he/she is fully ready.

Advantages of Sexual Abstinence
 Sexual abstinence is the surest way of preventing STIs and unwanted
pregnancies.
 our society where the norm is sexual abstinence, young people practicing
abstinence are free of guilt of being found to have violated the norm, and
fear of the consequences of sexual intercourse.
 Sexual abstinence could also add to the sense of self-esteem and self-worth.

Skills that enhance the ability of a young person to practice sexual
abstinence.
 Being able to talk to the other party
 Assertiveness









Self-control
A positive vision
Shared value
Partner’s cooperation
Information
Knowledge of consequences of unwanted, early pregnancy/STIs
Ability to identify sexual situations that would put them at risk of unwanted
sexual intercourse.

Modern Contraceptives
Temporary methods
 Barrier methods
● Male condoms
● Female condoms
 Standard days method e.g. Cycle bead
 Short acting contraceptives
● Oral pills
- Progestin only pills
- Combined oral contraceptives.
- Emergency contraceptives
● Injectable
- One month injectable
- Two months injectable
- Three months injectable
 Long-acting reversible contraceptives
● Implants
● Intrauterine copper device (for 18 years and above)
 Permanent methods
● Vasectomy
● Bilateral Tubal Ligation (BTL)

SESSION 6.4 - Condoms

A condom is a barrier device commonly used during sexual intercourse to prevent
pregnancy, sexually transmitted infections such as syphilis, HIV etc. There are
male and female condoms.

MALE CONDOM
The male condom is made up of latex material and is worn over an erect penis
like a second skin. It holds the semen released during ejaculation to prevent
spilling into the vagina during sexual intercourse. Most rubber condoms are
coated with lubricant while some have sperm-killing chemicals in the lubricant.
When used correctly and consistently, condoms can be highly effective. There is
no contact between the man’s sperm and the woman’s egg. Condom is the only
method of contraception that also protects against Sexually Transmitted
Infections (STIs) including HIV/AIDS.
ADVANTAGES
 Readily available
 No side effects apart from allergy to latex
 Offers dual protection (Protects against STIs/ HIV/AIDS and unwanted
pregnancy)
 Non-prescriptive

DISADVANTAGES
 Must be used every time sexual intercourse takes place.
 Some people feel that it reduces sensation and interferes with pleasure.
 Some people may be allergic to the latex in the condom.
 Poor storage can affect quality and effectiveness.
HOW TO USE
 Ensure that the condom is properly packaged and check the expiry date.
 Open the condom from the rough edge and recommended angle.
 Ensure that the penis is erect before putting it on.
 Use a new condom each time you have intercourse.
 Roll the rim of the condom all the way up to the base of the penis. Pinch
the tip of the condom as you roll it on. Be sure not to leave any air in the
tip of the condom as this might contribute to a tear in the condom.

 The penis should be withdrawn soon after intercourse to avoid the possible
spill of semen near the vagina.
 Do not use petroleum jelly on a condom as it can cause deterioration of the
rubber.
 Used condoms should be properly disposed e.g. wrapped and thrown into
the dustbin (Condoms should not be flushed down the toilet as they may
cause blockages in the sewage system), burnt or buried.

Figure 6.2: Correct placement of condom

SESSION 6.5 – Female condom
The female condom is made of a synthetic material, called nitrile and is worn in
the vagina. It was originally made of polyurethane known as FC1 but was
discontinued due to complains of loud noise during sex. It has an outer fixed ring
(rim) and an inner mobile ring. It is available and known as a second generation
female condom (FC2) as Femidom, Dominique, Femy, Elegance, Della and Care
ADVANTAGES
 There is no reaction since it is not made with latex rubber.
 Ensures protection against STIs/HIV/AIDS and pregnancy if used
correctly and consistently.
 It provides an opportunity for women to share the responsibility for
condoms with their partners.
 A woman may be able to use female condom if her partner refuses to use a
male condom.

 It can be inserted in advance of sexual intercourse so as not to interfere
with the moment.
DISADVANTAGES
 Can be noisy during intercourse but adding more lubricant can lessen this
problem.
 Some women may not like the process of insertion.
 Must be used every time sexual intercourse takes place.
 The outer ring or frame is outside the vagina and can make some women
feel self-conscious.
HOW TO USE
 Ensure that the condom is properly packaged.
 Check the expiry date.
 Wash hands before insertion.
 Spread the lubricant evenly by rubbing the sides of the condom together.
 You can stand with legs astride, squat, lie down or put one leg on a
stool/chair to ease insertion.
 Collapse the inner ring between the thumb, index and middle finger.
 Separate the labia with the other hand, insert the squeezed ring deep into
the vagina with the index and middle fingers until the inner ring with the
outer fixed ring hanging out.
 Gently curve the finger towards the front of the vagina to feel the pubic
bone, indicating that the condom has been inserted correctly.
 Smoothen the outer ring over the vulva to ensure that the penis goes into
the condom and not alongside during coitus. After intercourse, turn the
condom and pull out gently.

Figure 6.3: Female Condom

SESSION 6.6 – Standard Days Method (SDM)
The Standard Days Method® (SDM)-Cycle Beads is a fertility awarenessbased contraceptive that identifies a fixed fertile window for women with cycles
that are between 26 and 32 days long. For women with cycles in this range, the
method identifies days 8 through 19 as potentially fertile days. A user simply
tracks the start date of her period and the days of her cycle to know if she is on a
day when pregnancy is possible or not. Cycle Beads also come with a fertility
calendar and a woman is encouraged to mark the first day of her period on it. If
a user ever forgets if she has moved the ring on her Cycle Beads, she can check
the date she marked on the calendar to see which day she is on in her cycle, and
which days are fertile.
ADVANTAGES:
 Easy to use
 Lacks side effects
 Appeals to many couples who are not currently using any method and those
who are concerned about the side effects or health complications of
hormonal methods
 Empowers women by helping them learn about their bodies and fertility.
 One Cycle Beads® will last for 10 years and does not need to be replaced.
Therefore, it is cost-effective in the long-term.
 A client does not have to go to a medical provider or pharmacists to receive
the product, but can find it in non-specialized shops.
DISADVANTAGES
 Not suitable for women whose cycle is less than 26 days or more than 32
days
 Not suitable for periods that are irregular.
 Challenging for couples who cannot abstain during fertile or white bead
days.
 Does not protect against STIs including HIV.

HOW TO USE
 The day a woman starts her period she places the rubber ring on the red
bead.
 Each day she moves the ring one bead forward, always in the direction of
the arrow.
 When the ring is on the red bead or a colored bead, there is very low
likelihood of pregnancy, so she can have intercourse on these days without
getting pregnant.
 When the ring is on a white bead – Days 8 through 19 – she is in her fertile
period and there is a high likelihood of getting pregnant if a woman has
unprotected intercourse.
 If a woman wants to prevent pregnancy, she should avoid having
unprotected intercourse on Days 8 through 19 (days represented by glowin-the-dark white beads) as this is her potentially fertile period.
 If a woman wants to achieve a pregnancy, she and her partner should have
intercourse during these white bead days as these are days when a woman
is most fertile.

Figure 6.4- Cycle Beads
SESSION 6.7 – Oral Contraceptive pills
Pills are tablets containing synthetic hormones; estrogen and progesterone
normally produced by the woman’s own body. The pills prevent ovulation so that
the ovaries do not release eggs and pregnancy cannot occur. One pill must be
taken at the same time every day.

TYPES
 Progesterone Only Pill (POP)
 Combined Oral Contraceptives (COC)
 Emergency Contraceptive pill (ECP)
PROGESTERONE ONLY PILL (POP)
POPs only contain a progestin and are taken daily. They include Overette,
Micronor, NOR-QD, Microlut.
MECHANISM OF ACTION
 Inhibits ovulation.
 Suppresses ovulation in about 50 cycles.
 Thickens cervical mucus to prevent sperm entry into the upper genital tract.
ADVANTAGES
 Decreased menstrual cramps and pain.
 Decreased menstrual blood loss.

DISADVANTAGES
 Irregular bleeding pattern leading to more days of bleeding.
 Does not protect against STI/HIV/AIDS/Amenorrhea from long use.
 Delayed fertility.
HOW TO USE
Clients need some assessment to eliminate contraindications to the use of POPs.
Once this is done by a trained service provider, client starts the POPs as follows:
 If breastfeeding six weeks after childbirth,
 If not breastfeeding, immediately or at any time in the first 4 weeks after
childbirth,
 Immediately or in the first 7 days after first or second trimester miscarriage
or abortion.
 If menstruating at any time is reasonable, however, the 5th day of the cycle
is best; then no ‘back up’ method will be required.
 Clients must follow the instructions provided to increase actual use
effectiveness rate.
 Report all complications at the clinic for immediate management.

COMBINED ORAL CONTRACEPTIVE (COC)
These pills contain Estrogen and progesterone. There are two types of pills. One
of these has 28 pills i.e. 21 ‘active pills’ which contain hormones followed by 7
placebo pills of different colour that do not contain hormones. The other type has
only 21 “active pills”.
MECHANISMS OF ACTION
 Inhibits ovulation.
 Thickens cervical mucus, making it difficult for sperm to pass through.
ADVANTAGES
 Decreased menstrual cramps/pain
 Treatment for menstrual irregularity (heavy menses and dysfunctional
uterine bleeding)
 Decreased menstrual flow
DISADVANTAGES
 Does not protect against STI/HIV/AIDS
 Spotting, particularly during the first few cycles
 Nausea and vomiting
 Excessive Weight gain
HOW TO USE
The Service provider assesses the client to eliminate contra-indications.
 In the absence of contra-indications, the first day of menstrual bleeding is
best. OR
 Any time during the menstrual cycle if not pregnant; but the woman should
use a ‘back up” method.
 Take 1 tablet at the same time each day.

Clients should go to the nearest health facilities or hospital emergency in case
they experience any of the following signs and symptoms: (Acronym: “
ACHES”):
A – Abdominal pain (severe)
C – Chest pain (severe or shortness of breath)
H – Headache (severe)
E – Eye problems such as blurred vision or loss of vision

S – Severe leg pain (calf or thigh)
Encourage follow up visits especially when complications do arise for immediate
management.

Figure 6.5 – Oral Contraceptives
SESSION 6.8 – Implants
e.g. Jadelle and Implanon
It is a set of small, plastic rods/pellets about the size of a small matchstick, which
is inserted under the skin of the woman’s upper arm.
ADVANTAGES
 Long acting (3-5 years)
 Suitable for youth
 Easy return to fertility
 Helps to prevent iron deficiency anaemia
 Once inserted, the client does not have to remember to use the method
every time she has sexual intercourse.
 Effective within 24 hours after insertion
DISADVANTAGES
 Insertion and removal require minor surgery
 Menstrual changes such as light spotting or bleeding in between periods
 Amenorrhoea
 Weight gain
 Headaches

Figure 6.6 Implants

Session 6.9 – Emergency Contraception
These are approaches to prevent pregnancy after unprotected sexual intercourse.
For example, if your regular contraceptive fails (the condom breaks during sex),
You forget to take your contraceptives or have sex without using any
contraceptives or after being raped.
The approach only reduces the risk of pregnancy but does not cause abortion if
pregnancy has already occurred.
TYPES:
 Emergency Contraceptive Pill (ECP)
 COC and POPs
 Intrauterine Copper Device (IUCD)
EMERGENCY CONTRACEPTIVE PILLS (ECPS) OR MORNING
AFTER PILL
Contains 2 pills and should be taken as soon as possible after an unprotected
sexual intercourse. 1st dose is taken within 72 hours after unprotected sexual
intercourse, 2nd dose 12 hours later or take both tablets within 72 hours after
unprotected sexual intercourse. If vomiting occurs, within 2 hours of taking the
1st dose or 2nd, the client may repeat the dose.
ADVANTAGES
 Prevents unplanned pregnancy
 Prevents pregnancy after forced sexual intercourse
 Create awareness for the need to use regular contraceptives
DISADVANTAGES
 Next period may be early

 Menstrual irregularities in subsequent cycles
 Nausea
 No protection against STI/HIVAIDS

INSTRUCTION TO CLIENTS
 Take the pill as soon as advised.
 If the period does not commence within 21 days (or is more than one week
late) visit your clinic for examination and pregnancy test.
 Start regular contraceptives as soon as possible.
 Use a condom until the chosen contraceptive method is commenced.

Figure 6.7 Emergency Contraceptive Pills

AN INTRAUTERINE CONTRACEPTIVE DEVICE (IUCD):
This is a device which is inserted into the uterus (womb) to prevent pregnancy.
There are many types of IUCDs and they come in different shapes and sizes,
these are:
 Copper-bearing IUCDs, which are made of plastic with copper
sleeves and/or copper wire on the plastic, such as TCu-380A and
MLCu-375.
 Hormone-releasing IUCDs, which are made of plastic and steadily
release small amounts of progesterone or other progestin hormones,
such as LNG-20 and Progestasert.
 Inert or unmedicated IUCDs, which are made of plastic or
stainless steel only, such as Lippes Loop and Chinese stainless-steel
rings.
 The Copper T 380A IUCD is a T-shaped device made of
polyethylene (plastic) and filled with barium sulfate so that it is
visible on an X-ray. It is 3.6 cm in length and 3.2 cm in width.
HOW COPPER-BEARING IUCDS WORK

 Copper-bearing IUCDs act primarily by preventing fertilization.
o The copper slows down the movement of sperm within the woman’s
uterus and so prevents them from reaching the fallopian tubes and
fertilizing the egg.
o The device also stimulates a strong reaction in the wall of the uterus,
which prevents implantation of the egg (even if it is fertilized).

WHEN TO INSERT AN IUCD:
 Anytime during a woman’s menstrual cycle but preferably during or just
after a menstrual period
 Within 48hours after delivery
 6 weeks after childbirth
 immediately after a miscarriage or abortion.
 Immediately after stopping another contraceptive method.
ADVANTAGES
 It can stay in place for a maximum of 12 years.
 Return to fertility is immediate.
 Doesn’t interfere with sexual intercourse.
 Safe to use if you’re breastfeeding.
 Effective for use for women who forget to take pills.
 No hormonal side effects
DISADVANTAGES
 Requires a trained provided for it to be inserted
 Doesn’t protect against STIs including HIV
 Lack of skills can lead to perforation of the womb (about 1 in 1,000)
 If pregnancy occurs, can be ectopic
 May cause more bleeding and cramping during periods
 Can be expelled (about 5%).
 Requires checking the strings are still in place after each period or at the
beginning of each month.
 Predisposes women to Pelvic Inflammatory disease (PID)

Figure 6.8 IUD
SESSION 6.1.0 Injectable
Contraceptive injections contain a progestogen hormone which is similar to the
natural progesterone that women produce in their ovaries. There are three types
of injection.
 Depo-Provera and Sayana Press protect you from pregnancy for 13
weeks.
 Noristerat protects you for eight weeks.
ADVANTAGES:
 Does not interfere with sex.
 Very effective.
 Reduces blood loss and cramps during menstruation.
 Ensures privacy.
 Protects against some forms of cancers.
DISADVANTAGES
 Does not protect against HIV infection or other STIs.
 Can lead to very irregular periods.
 Weight gain.
 A woman has to return every three months for her injection.
 Depression and premenstrual symptoms may become worse.
 Return to fertility can be delayed.
 May cause bone loss, especially in smokers.

Figure 6.9 Injectable

Other modern methods available but not suitable for adolescents are:
 Bilateral tubal ligation
 Vasectomy

EFFECTIVENESS OF THE METHODS
CONTRACEPTIVE
METHOD

TYPICAL USE (%)

CORRECT
USE (%)

NO METHOD

85

85

88

95

MALE CONDOM

82

98

FEMALE CONDOM

79

95

COMBINED PILL AND
PROGESTIN-ONLY PILL

91

99.7

DEPO-PROVERA

94

99.7

NORISTERAT

92

95

SAYANA PRESS

94

99

COPPERT T 380A

99.2

99.4

IMPLANT

99.9

99.9

STANDARD
METHOD (SDM)

DAYS

METHODS THAT ARE INEFFECTIVE FOR ADOLESCENTS
DOUCHING
This means washing out of the vagina immediately after having sexual
intercourse with the hope of washing out the sperm. This method is not effective
because the sperm cannot be completely flushed out.

RHYTHM
The idea of this method is that a woman keeps track of her past menstrual cycle
and tries to figure out the days when she is least likely to become pregnant (i.e.
“Safe” days to have sexual intercourse).
This may be ineffective for young people for the following reasons:
 Young girls often do not have regular menstrual periods and do not ovulate
regularly, so this method can be highly ineffective.
 Since sperm lives for 3-5 days, it can be easy for women to get pregnant
when they think they are safe – even during their menstrual period.
 Lack of knowledge of how to accurately calculate the safe period.
 Some have short cycles such that even when they are menstruating they are
not safe.
WITHDRAWAL
Withdrawal involves removing the penis from the vagina before ejaculation takes
place. Since a man may produce some semen soon after erection, the withdrawal
method is ineffective. Seminal fluid introduced outside the vagina can cause
pregnancy.
DUAL PROTECTION
Since there is no single method that is 100% effective against pregnancy and in
order to avoid unwanted pregnancy and STIs including HIV/AIDS, “dual
protection” is recommended. Dual protection refers to the practice of using a
method, which is very effective in pregnancy prevention e.g. hormonal
contraceptive in combination with another method like condom which provides
good protection against STIs and HIV. Also, the singular use of condom protects
against pregnancy, STIs and HIV/AIDs.

SUMMARY
 Majority of youths believe that they can never be pregnant and therefore
engage in unprotected sexual intercourse.
 For them to use contraceptives, they need to have confidential and safe
services in a conducive environment.
SESSION 6.1.1 – Attitude About Sex and Contraception
Learning Objectives:
At the end of the session, participants should be able to:
 To help participants better understand how personal feelings about sex
affect an individual’s use of contraception.
Methods:
 Brainstorming
 Illustrated Lecture
 Discussion
 Role play
Materials:





Markers/Flip Charts
Laptop
Projector
Sample of Contraceptives

Content
Adolescents often do not use contraceptives because they are reluctant to
acknowledge that they are sexually active. They are uncomfortable with planning
for sexual intercourse, so each time, “it just happens”.

