
ADOLESCENT HEALTH AND WELLBEING IN ETHIOPIA

Adolescents represent >20% of Ethiopia’s population. A primary focus of 
the government in line with global goals was supporting maternal health 
and early child gains. Whilst effective, this may have left some adolescent 
health needs unmet, particularly in the areas of sexual and reproductive 
health. As in many countries, harmful gender norms continue to undermine 
progress towards SDGs, particularly for girls and women. However, good 
progress is being made in reducing the prevalence of harmful practices 
including child marriage.

THE ETHIOPIAN HEALTH EXTENSION PROGRAMME

The Ethiopian Health Extension Programme (HEP) was implemented 
in 2003 to strengthen four primary health components (1) Family health 
services; (2) Disease prevention and control; (3) Hygiene and Environmental 
Sanitation; (4) Health Education and Communication. By 2010, >6000 health 
posts were constructed, and >34,000 female Health Extension Workers 
(HEWs) were trained to deliver primary healthcare and community outreach.

RESEARCH AIM, DATA, STATISTICAL APPROACH

AIM: Answer if HEP has impacts across eleven adolescent outcomes: (1) 
undernutrition, (2) health status, (3) knowledge about fertility, (4) knowledge 
about STIs, (5) early pregnancy, (6) child marriage, (7) literacy, (8) numeracy, 
(9) education enrolment, (10) hours on domestic tasks, and (11) hours in 
paid work. Outcomes were measured at age 19 and are summarised in 
Table 1. Further detail on family planning knowledge and STI knowledge is 
given in Table 3.

DATA: A cohort of 850 adolescents (46% female) living in Tigray, Amhara, 
Oromia, and SNNP between 2002 and 2013.

STATISTICAL APPROACH: Propensity score weighted analysis controlling 
for receipt of PSNP and economic shocks.
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Education enrolment
46%→ 63%

(17% points, 95% CIs: 6; 28)

ETHIOPIA
Boys

>4hrs in paid work per day
59%→ 43%

(-16% points, 95% CIs: -27; -4)

Rudgard, Dzumbunu, Toska, Stockl et al (in progress).

No child marriage
73% → 92%

(19% points, 95% CIs: 9; 29)

Literacy  (out of 100%)*
49% → 56%

(7% points, 95% CIs: 2; 11)

Numeracy  (out of 100%)*
36% → 45%

(10% points, 95% CIs: 5; 14)

No early pregnancy
75% → 94%

(18% points, 95% CIs: 9; 28)

Education enrolment
46%→ 69%

(23% points, 95% CIs: 11; 34)

ETHIOPIA
Girls

Rudgard, Dzumbunu, Toska, Stockl et al (in progress) .

Knowledge about fertility
31%→ 45%

(14% points, 95% CIs: 2; 25)No evidence of association
• Not underweight
• Very good health
• Knowledge about STIs
• <3hrs per day on domestic tasks
• >    4hrs per day in paid work 

Impact of HEP  
on girls at age 19

RESEARCH FINDINGS

  64% of adolescents were beneficiaries of 
HEP at age 15; and most experienced at 
least quarterly support.

  Household support from HEP was 
associated with higher probability of 
education attendance, and additionally in 
girls, better knowledge about fertility, no 
child marriage, no early pregnancy, and 
higher literacy and numeracy.

  There was no evidence that household 
support from HEP was associated with 
better self-reported health, nutrition, 
knowledge about STIs.

Percentages joined by an arrow are adjusted 

outcome probabilities for the scenarios (i) “No 

HEP” and (ii) “HEP”. Data in the brackets are the 

estimated probability difference between adjusted 

outcome probabilities, and 95% confidence intervals. 

*Percentages joined by an arrow are adjusted  

mean scores.

POLICY IMPLICATIONS

  Community female HEWs appear to 
effectively impact across multiple 
dimensions of adolescent wellbeing.

  The positive impact of HEWs on child 
marriage and girls’ education requires 
further exploration, but could be due 
to effective dialogue with parents and 
community leaders, as well as HEW’s 
acting as positive role models.

  Absence of evidence linking HEP to better 
general health, or sexual and reprodutive 
health (SRH) knowledge suggests a need 
for more youth-friendly health and SRH 
services, including research to understand 
access barriers.

Impact of HEP  
on boys at age 19
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TABLE 1. 

Summary of the prevalence of eleven study outcomes in boys and girls, overall

TABLE 2.

 
Prevalence of correct responses to five questions around family planning and 
sexually transmitted infections in boys and girls, overall and by region

SDG Outcome at 19 years Boys N=420 Girls N=355

2.1 Not underweight according to body mass index 73% 86%

3.3 Very good health according to self-report 51% 35%

3.7 3/3 questions on STI transmission correct 51% 40%

3.7 2/2 questions on fertility correct 50% 38%

3.7 No early pregnancy according to age 19 cutoff 100% 88%

4.6 Literacy score (out of 100%) 55% correct 55% correct

4.6 Numeracy score (out of 100%) 50% correct 42% correct

5.3 No child marriage according to age 18 cut-off 99% 87%

8.6 Education enrolment 57% 64%

8.6 <3 hours per day on domestic tasks 74% 27%

8.6 >4 hours per day in paid work 47% 21%

Overall Tigray Amhara Oromia SNNP
Boys

N=420
Girls

N=355
Boys
N=97

Girls
N=89

Boys
N=93

Girls
N=81

Boys
N=110

Girls
N=85

Boys
N=109

Girls
N=86

A woman/girl cannot get pregnant the first time she has sex 56% 44% 53% 24% 52% 46% 57% 57% 60% 52%

If a girl washes herself after sex, she will not get pregnant 69% 60% 70% 64% 66% 52% 70% 64% 69% 59%

Using a condom can prevent getting a disease through sex 89% 83% 92% 93% 94% 77% 87% 79% 83% 83%

A person who looks very healthy cannot pass on a disease through sex 72% 62% 70% 61% 77% 51% 68% 70% 74% 67%

A person can get HIV or AIDS by having sex 72% 68% 93% 91% 55% 48% 67% 64% 72% 65%


